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areas  of  liquefactive  necrosis  (blurring  of  adjacent  struc-
tures).

The  posterior  gastrostomy  was  left  open  and  the  intra-
gastric  trocars  were  removed,  with  closure  of  the  anterior
gastrostomies  with  polypropylene  0  extracorporeal  Gea
knots.  A  Jackson  Pratt closed  drain  was  placed  in the
subhepatic  space.  Surgery  duration  was  111 minutes,  with
intraoperative  blood  loss  of  250  ml.

Oral  diet  was  started the same  day in the afternoon
and the  patient  was  released  from  the  hospital  with  no
complications,  48  h  after  the surgery.
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Is intestinal diverticulosis a risk
factor  in video capsule endoscopy?�

¿Es  la  diverticulosis  intestinal un factor  de
riesgo para la  cápsula endoscópica?

We  present  herein  two  cases:  case  1 is a  71-year-old  man
who  sought  medical  attention  because  of  melenic  stools.
Complete  blood  count  results  were  hemoglobin  of 11.7  g/dl
(previously  normal)  and urea  of  104 mg/dl.  After  hemo-

� Please cite this article as: Díaz-Alcázar MM, Aguilar-Cruz I.

¿Es la diverticulosis intestinal un factor de riesgo para la cápsula

endoscópica? Rev Gastroenterol Méx. 2022;87:390---392.

dynamic  stabilization,  upper  endoscopy  and  colonoscopy
were  performed,  finding  no  lesions.  Capsule  endoscopy  (CE)
revealed  active  bleeding  in  the jejunum,  but  its  cause  could
not  be  visualized.  The  video  capsule  remained  at the site,
with  an  abundant  content  of  blood,  and could  not  advance.
A double-lumen  image  (Fig.  1a) and  atrophic  mucosa  with
no  villi  were  shown  on the digital  photos,  suggesting  a  small
bowel  diverticulum.  Plain  abdominal  x-ray  confirmed  that
the  video  capsule  was  still  in the intestine.  The  patient
reported  having  no  clinical  symptoms  of  obstruction  and
the  bleeding  was  self-limited.  Five  days  after  undergoing
the  CE,  the patient  again  presented  with  melenic  stools
and  hemodynamic  instability.  Abdominal  computed  tomog-
raphy  angiography  (CTA)  confirmed  bleeding  in the 4 cm
jejunal  diverticulum  that  was  retaining  the  video  capsule.
Laparotomy  was  performed,  and  a jejunal  segment  with
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Figure  1  Digital  photos  from  the  capsule  endoscopy  showing  a  double-lumen  image  consistent  with  a  small  bowel  diverticulum

(a and  b).

large  diverticula,  one  of  which  was  retaining  the video  cap-
sule,  was  resected.  Case  2  corresponds  to  an  87-year-old
man  who  sought  medical  attention  due  to  hematochezia.
Complete  blood  count  results  were  hemoglobin  of  9.9  g/dl.
Colonoscopy  revealed  diverticular  disease  of  the  left  colon,
with  no  signs  of  bleeding,  and  upper  endoscopy  was  normal.
CE  was  performed  because  of  the  persistence  of  bleeding
that required  transfusion  (15  units  of red  blood  cells).  The
video  capsule  remained  in the jejunum  more  than  19  h  after
the  study,  with  no  signs  of  bleeding  in the  segment  exam-
ined.  Digital  photos  showed  a double-lumen  image  (Fig.  1b)
and  mucosa  with  no  villi  (Fig.  2),  suggesting  a  jejunal  diver-
ticulum,  albeit  the abundant  non-hematic  intestinal  content
did  not  permit  clear  visualization.  The  patient  did not
present  with  signs  of  obstruction.  Given  the active  bleed-
ing,  the  evaluation  of the  patient  was  completed  with  a
CTA,  finding  a  6  cm  jejunal  diverticulum  and  active bleeding
in  the  terminal  jejunum  and  ileum.  The  video  capsule  was
confirmed  to  have advanced  into  the  transverse  colon,  and
later,  the  bleeding  point was  percutaneously  embolized.

CE  is a  safe procedure,  with  an  incidence  of complications
below  1.5%.  The  main  complication  is  video  capsule  reten-
tion,  the  risk  of which  is  higher  in  patients  with  Crohn’s
disease,  anti-inflammatory  drug use,  intestinal  tumors,
radiation  enteritis,  or  previous  abdominal  surgery1---4.  A
retention  risk  of  up  to  8.2%  has  been  described  in  patients
with  Crohn’s  disease4.  The  arbitrary  definition  of  retention
is  when  the  video  capsule  is  identified  in an abdominal  imag-
ing  study,  14  days or  longer  after having  been swallowed.4

The  majority  of  cases are asymptomatic  and  resolved  con-
servatively.  Unless  there  is  high  suspicion  of a malignant
etiology,  conservative  treatment  of  video  capsule  retention
is  recommended2,4.  A published  case  report  and  literature
review  described  a patient  with  video  capsule  retention  for
4.5  years;  it was  finally  retrieved  endoscopically5.

In  former  clinical  practice  guidelines,  diverticulosis  of
the  small  bowel  and  colonic  diverticulosis  were  considered
relative  contraindications  for  CE1,6.  However,  there  are few
published  cases  of  retention  in that  context2,  and  so cur-
rent  guidelines  do not  include  them  as contraindications3.
Two  cases  were  described  herein,  in which  video  capsule

Figure  2  Digital  photo  from  the capsule  endoscopy  showing

an area  of  mucosa  with  no villi  (to  the  left  of  the  image)  that

could correspond  to  the  wall  of  an  intestinal  diverticulum.

advancement  was  hindered  by  the  presence  of  diverticula
in  the small bowel.  In  the first  case,  the capsule  remained
in  the  intestine  for  5 days.  It was  then  surgically  retrieved,
albeit  the  decision  to  operate  was  made, more  with  respect
to  the  gastrointestinal  bleeding  than  to  the  capsule  reten-
tion.  In the  second  case,  even  though  capsule  advancement
was  slower  than  expected,  it spontaneously  reached  the
colon.  Nevertheless,  our case  series  was  small.  Therefore,
a  larger  number  of  cases  and  greater  scientific  evidence  is
needed  to  establish  whether  small bowel  diverticula  are  a
risk  factor  for  incomplete  examination  of  the  small bowel
and  possible  video  capsule  retention  in CE.
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Granulomatosis with polyangiitis
(Wegener’s granulomatosis) with
gastrointestinal involvement: A case
report�

Granulomatosis  con poliangitis (granulomatosis
de  Wegener) con involucro gastrointestinal:
reporte  de  caso

Granulomatosis  with  polyangiitis  (GPA),  formerly  known
as  Wegener’s  granulomatosis1,2,  is  a  necrotizing  vasculitis
that affects  the  small  vessels,  with  systemic  granuloma-
tous inflammation  predominantly  in the upper  respiratory
tract,  lungs,  and  kidneys.  It  is  associated  with  the  pres-
ence  of  cytoplasmic  anti-neutrophil  cytoplasmic  antibodies
(c-ANCAs)  and  anti-proteinase  3 (anti-PR3)  antibodies1---3.
Albeit  infrequently,  cases  of  GPA  with  gastrointestinal  (GI)
involvement  have  been  reported  at 5---11%1,2.  The  clinical
manifestations  vary from  abdominal  pain  to  massive  bleed-
ing  and  perforation3,4.

� Please cite this article as: Pérez-Macías JP, Rodarte-Shade

M, Garza-García CA, Tueme-De la Peña D, Rodríguez-Guerra ML.

Granulomatosis con poliangitis (granulomatosis de Wegener) con

involucro gastrointestinal: reporte de caso. Rev Gastroenterol Méx.

2022;87:392---394.

We  present  herein  the case  of  a 57-year-old  woman,
with  an unremarkable  past  medical  history,  that  presented
with  constitutional  symptoms  and symmetrical  polyarthral-
gia  for  two  months,  as  well  as  bloody  stools  on  three
occasions,  resulting  in her  seeking  medical  attention  at the
emergency  department.  Upon hospital  admission,  her  vital
signs  were  within  normal  parameters.  Physical  examination
revealed  abdominal  pain  in the hypogastrium,  increased
peristalsis,  no  signs  of  peritoneal  irritation,  joint  inflamma-
tion  in the wrists  and  ankles,  and  prolonged  capillary  refill
time;  the  rest  of the  examination  showed  no  alterations.
Laboratory  test  results  were  hemoglobin  9  g/dl,  leuko-
cytes  13,220  cell/mm3,  PMN  81.3%,  creatinine  3.40  mg/dl,
BUN  39.5  mg/dl,  urea  84.6  mg/dl,  creatinine  clearance
14.6  ml/min,  sodium  135  mmol/l,  potassium  4.99  mmol/l,  C-
reactive  protein  210 mg/dl;  urinalysis:  proteinuria  1.51  g/l,
hemoglobinuria  +++,  >100  erythrocytes,  8---10 leukocytes  per
field,  and  negative  urine  culture.  Non-contrasted  abdom-
inal  computed  axial  tomography  (CAT) scan  identified
wall  thickening  and  edema  of the  gastric  mucosa,  and
in  the  terminal  ileum,  with  scant  free  fluid.  Manage-
ment  was  started  with  omeprazole  and  antibiotic  therapy
with  linezolid  and  metronidazole.  Upper  GI  endoscopy  and
colonoscopy  were  performed,  observing  a 5  mm  ulcer  in
the  antrum  (Forrest  III)  and  multiple  small  ulcerations,
with  fibrin  and  a cobblestone  pattern,  in  the terminal
ileum  and cecum.  Biopsy  results  reported  a perivascular
inflammatory  infiltrate,  fibrinous  exudate,  edema  of  the
lamina  propria,  and  no  evidence  of  malignancy  (Fig.  1).
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