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Small bowel bleeding accounts for 5–10% of gastrointestinal (GI) hemorrhage and remains a diagnostic challenge because of 
its diverse etiologies and subtle clinical presentation. Advances in small bowel imaging have refined the diagnostic approach 
and have led to the replacement of the term obscure GI bleeding with suspected small bowel bleeding (SSBB) when findings 
on upper and lower endoscopy are unrevealing. The initial evaluation requires careful assessment of clinical history, comor-
bidities, medication use, and physical findings, which may help direct suspicion toward specific etiologies such as inflamma-
tory bowel disease, Meckel’s diverticulum, angioectasia, or small bowel neoplasms. Small bowel capsule endoscopy (SBCE) is 
currently recommended as the first-line investigation in stable patients because it offers high diagnostic accuracy, facilitates 
subsequent deep enteroscopy, and significantly influences clinical management. Device-assisted enteroscopy, including dou-
ble-balloon, single-balloon, and spiral enteroscopy, provides both diagnostic confirmation and therapeutic intervention, and 

http://crossmark.crossref.org/dialog/?doi=10.3904/kjim.2026.008&domain=pdf&date_stamp=


809

Kim SH, et al. Management of small bowel bleeding

www.kjim.orghttps://doi.org/10.3904/kjim.2026.008

BACKGROUND AND DEFINITIONS

Small bowel bleeding refers to gastrointestinal (GI) hemor-
rhage originating from the segment between the ampulla 
of Vater and the ileocecal valve [1]. Clinically, it is classified 
as either overt or occult [2]. Overt bleeding presents as he-
matochezia or melena, whereas occult bleeding is charac-
terized by persistent iron-deficiency anemia, regardless of 
fecal occult blood test results [3]. Historically, this condition 
was termed obscure GI bleeding (OGIB), a designation used 
for bleeding of undetermined origin that persisted or re-
curred despite negative findings on initial upper endoscopy 
and colonoscopy [4]. Recent advances in small bowel eval-
uation—including small bowel capsule endoscopy (SBCE), 
device-assisted enteroscopy (DAE), and improved radiologic 
imaging—have enabled identification of the bleeding source 
in 40–75% of patients previously labeled as having OGIB  
[5-7]. In accordance with these developments, the American 
College of Gastroenterology (ACG) and the American Soci-
ety for Gastrointestinal Endoscopy (ASGE) recommend the 
term ‘suspected small bowel bleeding (SSBB)’ when both 
upper and lower endoscopic evaluations are negative [4,7]. 
The term OGIB is now reserved for patients in whom no 
bleeding source is identified anywhere in the GI tract despite 
comprehensive small bowel evaluation using contemporary 
imaging techniques. This review therefore focuses on cur-
rently available diagnostic modalities and outlines a practical 
approach to the evaluation of patients with SSBB.

DIAGNOSIS

Causes of small bowel bleeding 
Small bowel bleeding represents an uncommon source of GI 
hemorrhage, accounting for 5–10% of all GI bleeding events 
[8,9]. The diagnostic evaluation should begin with a detailed 
medical history and a thorough assessment of the patient’s 
presenting symptoms. Because small bowel bleeding may 
arise from a wide spectrum of lesions, the underlying etiolo-
gy often varies according to patient age, comorbidities, and 
medication exposure [10-12]. In patients younger than 40 
years, common causes include inflammatory bowel disease 
and Meckel’s diverticulum. In older adults, angioectasias 
and non-steroidal anti-inflammatory drug (NSAID)-associ-
ated ulcers are more frequently encountered [4]. Dieulafoy 
lesions and small bowel neoplasms may occur across all age 
groups. During the evaluation of patients with SSBB, several 
clinical predictors may help identify the underlying cause. 
Patients with chronic kidney disease have an increased risk 
of bleeding from small bowel angioectasias, whereas ul-
cerative lesions are more commonly observed in individuals 
receiving proton pump inhibitors or low-dose aspirin [3,4]. 
Overt bleeding occurs more frequently in patients under-
going hemodialysis and in those with liver cirrhosis [13]. In 
addition, acquired von Willebrand disease is often present in 
patients with cardiovascular disorders, such as aortic steno-
sis or in individuals managed with left ventricular assist de-
vices, thereby predisposing them to angioectasia formation 
and recurrent bleeding [2]. Common causes of small bowel 
bleeding are listed in Table 1.

its diagnostic yield is optimized when performed within 48–72 hours of bleeding. Cross-sectional imaging modalities, such 
as computed tomography (CT) and CT angiography, serve complementary roles, particularly in hemodynamically unstable 
patients or when SBCE is negative or contraindicated. Endoscopic therapy, most commonly argon plasma coagulation, re-
mains the primary treatment for small bowel angioectasia; however, rebleeding is common, and long-term outcomes remain 
suboptimal. Supportive measures, including iron supplementation and blood transfusion, are essential components of care. 
Pharmacologic therapies, such as thalidomide or octreotide, show potential benefit; however, they are not routinely recom-
mended. A structured, multimodal diagnostic and therapeutic strategy is therefore essential for the optimal management of 
SSBB.
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Initial evaluation of small bowel bleeding
Patients with small bowel bleeding typically present with 
nonspecific symptoms of GI hemorrhage, and these clinical 
features rarely localize the bleeding source to the small in-
testine. Melena is classically associated with upper GI bleed-
ing, whereas hematochezia is more suggestive of bleeding 
from the lower GI tract. However, melena may also result 
from slow, oozing hemorrhage originating in the ileum or 
cecum; conversely, a rapid, high-volume upper GI bleed 
may present as hematochezia [14]. A comprehensive di-
agnostic assessment should integrate the patient’s medical 
history and medication profile, with particular attention to 
antiplatelet agents, anticoagulants, and NSAIDs, all of which 
may contribute to mucosal injury [3,13]. Screening for coag-
ulation disorders is also essential, as conditions such as von 
Willebrand disease increase susceptibility to recurrent bleed-
ing. Hereditary GI disorders, including hereditary polyposis 
syndromes and Osler–Weber–Rendu syndrome, should be 
considered in the differential diagnosis [15]. Details regard-
ing previous abdominal surgery, small bowel resection, or 
abdominal radiotherapy may further refine localization of 
the suspected bleeding source. Physical examination may 
provide additional diagnostic clues. Cutaneous findings, 
such as spider angiomas, acanthosis nigricans, or telangi-
ectasias, may reflect underlying portal hypertension, gastric 
malignancy, or Osler–Weber–Rendu syndrome, respectively. 
Patients with Peutz–Jeghers syndrome often exhibit char-
acteristic mucocutaneous pigmentation of the lips or oral 
mucosa, whereas individuals with neurofibromatosis may 

present with multiple cutaneous neurofibromas [3,13,15].

Second-look endoscopy 
Most episodes of small bowel bleeding follow a relatively 
indolent course and typically present as hemodynamically 
stable overt bleeding or occult blood loss. Previous stud-
ies have demonstrated that a clinically meaningful subset 
of patients initially classified as having SSBB are ultimately 
found to have lesions within the reach of standard upper 
or lower endoscopy. Reported detection rates for previous-
ly missed lesions range from 2% to 25% on repeat upper 
endoscopy [16-18] and from 6% to 23% on repeat colo-
noscopy [3,19-22]. Decisions regarding repeat endoscopic 
evaluation should be guided by the patient’s clinical pre-
sentation and the quality of prior procedures. The Europe-
an Society of Gastrointestinal Endoscopy (ESGE) does not 
recommend routine second-look endoscopy before SBCE in 
patients with SSBB [23]. However, when the initial examina-
tion was limited by ongoing hemorrhage or when no recent 
high-quality evaluation is available, repeat upper endosco-
py, with or without colonoscopy, may be beneficial [4]. For 
re-examination of the upper GI tract, push enteroscopy is 
often preferred because it allows visualization beyond the 
reach of conventional upper endoscopy. Particular attention 
should be directed to the duodenum and proximal jejunum, 
as these regions may be inadequately visualized during cap-
sule endoscopy. During colonoscopy, every effort should be 
made to intubate the terminal ileum to permit direct inspec-
tion of the ileal mucosa and to facilitate identification of 

Table 1. Causes of small bowel bleeding

Common causes (under age 40 yr) Common causes (over age 40 yr) Rare causes

Inflammatory bowel disease Angioectasia Small bowel varices and/or portal hypertensive enteropathy 
(Henoch–Schoenlein purpura)

Polyps/Neoplasia Polyps/Neoplasia Amyloidosis

Dieulafoy’s lesions Dieulafoy’s lesions Osler–Weber–Rendu syndrome

Meckel’s diverticulum NSAID ulcers Pseudoxanthoma elasticum

Polyposis syndromes Portal hypertensive enteropathy Inherited polyposis syndromes (FAP, Peutz–Jeghers)

Kaposi’s sarcoma with AIDS

Blue rubber bleb nevus syndrome

Ehlers–Danlos syndrome

Plummer–Vinson syndrome

Hemobilia

NSAID, non-steroidal anti-inflammatory drug; FAP, familial adenomatous polyposis; AIDS, acquired immunodeficiency syndrome.
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bleeding originating from more proximal segments of the 
small bowel.

SBCE
SBCE utilizes a miniature ingestible capsule that is swal-
lowed by the patient or placed endoscopically into the GI 
tract. After ingestion, the patient wears an external array of 
sensors affixed to the abdominal wall that receive and store 
transmitted images during an acquisition period of approxi-
mately 8–12 hours [4,6]. Once data acquisition is complete, 
the sensors are removed, and the recorded images are in-
terpreted by a trained physician. The approximate location 
of a suspected bleeding focus is inferred from the capsule’s 
transit time through different segments of the small intes-
tine. For patients presenting with occult bleeding or hemo-
dynamically stable overt bleeding, SBCE is recommended as 
the initial diagnostic modality, as supported by international 
guidelines, including those of the ESGE and ACG [4,23]. Its 
noninvasive nature, high diagnostic yield, and capacity to 
guide subsequent DAE make it the preferred first-line in-
vestigation [23]. Complete visualization of the small bowel 
is achieved in approximately 79–90% of examinations, and 
the diagnostic yield in patients with SSBB ranges from 38% 
to 83% [24]. SBCE demonstrates high diagnostic accuracy, 
with positive predictive values ranging from 94% to 97% 
and negative predictive values ranging from 83% to 100% 
[5,24]. Importantly, SBCE findings frequently alter clinical 
management, leading to therapeutic endoscopic or surgical 
interventions or modifications of medical therapy in 37% to 
87% of patients [25,26]. In addition, when management 
decisions are guided by capsule findings, approximately 
one-half to two-thirds of patients avoid further transfusions 
and do not experience recurrent bleeding during follow-up 
[5,27].

Recent studies have shown that overt bleeding is the 
strongest predictor of a positive SBCE result [28-30]. Ac-
cordingly, the ESGE recommends SBCE in patients with 
overt SSBB as soon as possible after the bleeding episode, 
ideally within 48 hours, to maximize diagnostic and subse-
quent therapeutic yield [23]. Additional independent factors 
associated with higher detection rates include advanced 
age, male sex, and performance of the procedure during 
hospitalization [30-32]. Although SBCE offers substantial 
diagnostic advantages, several limitations remain. It does 
not permit therapeutic intervention, lacks directional control 
during transit, and presents challenges in precise lesion lo-

calization [7]. Specificity is also imperfect, as incidental mu-
cosal abnormalities are observed in up to 14% of healthy 
individuals [33], and reported false-negative rates range 
from 10% to 36% [34,35]. SBCE has few absolute contra-
indications; however, capsule retention remains the primary 
safety concern. Retention rates are highest in patients with 
established Crohn’s disease, occurring in approximately 3% 
to 13% of examinations [36,37]. Other risk factors include 
a history of small bowel obstruction, multiple abdominal 
operations with adhesions, and enteritis related to prior ra-
diation exposure [4]. In patients without such predisposing 
conditions, the risk of capsule retention is low, estimated at 
approximately 1% to 2% [38].

DAE
DAE comprises several techniques, including double-bal-
loon enteroscopy (DBE), single-balloon enteroscopy (SBE), 
and spiral enteroscopy [2,3,13]. These modalities play a 
complementary role to SBCE in the diagnostic evaluation 
of small bowel bleeding. When SBCE identifies a clinically 
significant lesion within the small intestine, DAE is typically 
performed to confirm the finding and to provide endoscopic 
therapy when indicated [23,39]. Overall, the diagnostic and 
therapeutic capabilities of SBE and spiral enteroscopy are 
considered comparable to those of DBE [40-42]. Selection 
among DAE techniques is generally based on local expertise 
and equipment availability. In patients with SSBB or other 
small bowel disorders, DBE has demonstrated a diagnostic 
yield ranging from approximately 60% to 80% [43-45]. 
Limited data also suggest that DBE may be particularly ad-
vantageous when complete enteroscopy is anticipated—for 
example, in cases in which SBCE identifies lesions in the 
mid-jejunum or multiple abnormalities distributed through-
out the small bowel [4].

Most comparative studies of SBCE and DAE have focused 
on DBE. Because SBCE and DBE demonstrate comparable 
diagnostic yields, SBCE is generally performed first as a 
noninvasive triage modality to identify patients who require 
further evaluation with DAE [23]. The choice of insertion 
route for DBE is guided by the suspected lesion location, as 
estimated by SBCE findings or cross-sectional imaging. Cap-
sule transit indices provide a practical method for lesion lo-
calization: an antegrade approach is typically selected when 
the suspected lesion lies within the first 60% of the pylo-
rus-to-cecum transit time or within the first 75% of the in-
gestion-to-cecum interval [1]. Lesions located beyond these 
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thresholds are generally approached retrograde [46,47]. In 
general, antegrade DBE demonstrates higher diagnostic and 
therapeutic success rates than retrograde DBE, a pattern 
likely attributable to both the higher prevalence of vascular 
lesions in the proximal small bowel and the greater insertion 
depth achievable via the antegrade route. As with SBCE, 
DAE should ideally be performed promptly after a bleeding 
episode to increase the likelihood of identifying the culprit 
lesion. The overall complication rate of DBE is approximately 
1.2%, increasing to approximately 4.3% when therapeutic 
interventions are performed [48]. Common adverse events 
include bleeding and perforation, whereas pancreatitis 
occurs less frequently. Patients with surgically altered GI 
anatomy who undergo retrograde DBE appear to have an 
increased risk of perforation [49]. SBE has a safety profile 
comparable to that of DBE [40]. Although pancreatitis has 
not been documented with spiral enteroscopy, perforation 
remains a potential complication [1].

Radiographic studies of small bowel bleeding
Cross-sectional imaging, such as computed tomography 
(CT), provides important complementary information in the 
evaluation of small bowel bleeding, particularly when SBCE 
is nondiagnostic, cannot be performed, or when bleeding 
is brisk and accompanied by hemodynamic instability. It is 
also indicated in patients with clinical suspicion of Crohn’s 
disease or small bowel neoplasia. Commonly used modali-
ties include CT enterography (CTE), CT angiography (CTA), 
and magnetic resonance enterography (MRE). In acute set-
tings, CT-based techniques are generally preferred because 
of the more limited availability of MRE and the longer image 
acquisition time required [1]. Current guidelines from both 
the ACG and ASGE identify multiphase CT as the radiologic 
study of choice for the evaluation of SSBB [4,7]. CTA and 
CTE both use intravenous contrast and acquire arterial, en-
teric, and delayed-phase images. In patients with active, 
unstable hemorrhage, multiphase CTA is performed with-
out oral contrast. CTA is particularly effective in localizing 
active small bowel bleeding, with diagnostic yield enhanced 
in individuals who are hemodynamically unstable or who re-
quire substantial transfusion support, commonly defined as 
five or more units of packed red blood cells [7]. When CTA 
demonstrates active contrast extravasation, these findings 
can guide targeted embolization during subsequent mesen-
teric angiography. For patients with chronic or intermittent 
bleeding, multiphase CTE with neutral oral contrast is typi-

cally preferred. CTE identifies bleeding-related small bowel 
pathology in approximately 45% to 52% of cases and is 
particularly useful for detecting vascular abnormalities and 
mass-forming lesions [50,51]. In general, multiphase CTE 
provides greater sensitivity for small bowel tumors, whereas 
capsule endoscopy is more effective in identifying flat muco-
sal lesions, such as angioectasias [3]. Because these modal-
ities have distinct strengths and limitations, multiphase CTE 
serves as a complementary tool to SBCE by helping identify 
lesions that may not be visualized on capsule imaging.

For patients in whom multiphase CT imaging is relatively 
contraindicated—most notably those with advanced chron-
ic kidney disease—technetium-99m–labeled red blood cell 
scintigraphy may serve as an alternative diagnostic modality. 
Its usefulness is limited, however, by a false localization rate 
that may approach 30% [52,53]. Diagnostic performance 
improves when radiotracer accumulation is detected within 
the first two to three hours of the study. When scintigraphy 
yields a positive result and the patient has no absolute con-
traindication to iodinated contrast, mesenteric angiography 
should be performed promptly to enable timely therapeu-
tic intervention. Angiography may also assist in the evalu-
ation of overt small bowel bleeding, particularly when the 
bleeding rate exceeds approximately 0.5 mL per minute [4]. 
Although it is less sensitive than radionuclide scintigraphy, 
angiography provides more precise localization of the bleed-
ing source and allows immediate therapeutic intervention 
when active extravasation is visualized. Evidence regarding 
its diagnostic performance in small bowel bleeding remains 
limited, with reported success rates in GI bleeding ranging 
from 20% to 77% [54,55]. Angiography also offers the op-
portunity for endovascular therapy, as selective mesenteric 
embolization can control hemorrhage while reducing the 
risk of bowel ischemia.

Diagnostic algorithm and management of 
small bowel bleeding
SBCE is supported by prior guidelines and current evidence 
as the preferred initial test for patients with SSBB, consistent 
with recommendations from multiple professional societ-
ies [2,3,7,23]. Although early evaluation of the small bow-
el is recognized as beneficial, particularly in cases of overt 
bleeding, the optimal timing of SBCE remains debated. A 
recent meta-analysis reported that performing SBCE with-
in 48 hours was associated with diagnostic and therapeutic 
success rates of 55.9% and 65.2%, respectively [56]. On 
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the basis of these data, the ESGE recommends that SBCE 
be performed as early as possible after an episode of overt 
bleeding, ideally within the first two days, to maximize clini-
cal benefit [23]. When SBCE is unavailable or yields negative 
results, current evidence does not support a single defini-
tive first-line alternative; therefore, the diagnostic strategy 
should be individualized according to the patient’s clinical 
presentation and institutional resources. The ACG advises 
the use of CTE in patients with SSBB who have negative 
SBCE findings, emphasizing its superior ability to detect 
mural-based masses and its utility in guiding subsequent 
deep enteroscopy [4]. A meta-analysis of 18 studies involv-
ing 660 patients reported that CTE has an overall diagnostic 
yield of 40% for SSBB [57]. In a subgroup analysis of seven 
comparative studies including 279 patients, CTE and SBCE 
demonstrated diagnostic yields of 34% and 53%, respec-
tively, corresponding to an incremental yield of -19% [57]. 
CTE is therefore considered particularly valuable for precise 
localization of bleeding sources and for guiding enteroscop-
ic intervention, especially in cases of tumor-related or overt 
bleeding.

In emergency clinical settings, DAE has demonstrated ef-
fectiveness, as reported in a recent systematic review and 
meta-analysis of retrospective studies in which DAE was 
used as the initial diagnostic modality in selected patients 
[58]. The ESGE states that DAE may be considered an al-
ternative first-line option in appropriately selected cases, 
as it allows both diagnosis and treatment during a single 
procedure when the necessary expertise and equipment are 
available [23]. Despite these advantages, the broader imple-
mentation of DAE is limited by practical constraints, includ-
ing the need for specialized instruments and trained per-
sonnel, which restrict its availability in many institutions. For 
patients presenting with overt SSBB, a stepwise approach 
beginning with a diagnostic modality, such as SBCE or CTA, 
followed by a therapeutic intervention, such as DAE, is gen-
erally preferred [4,23]. To increase the likelihood of success-
fully identifying and treating the bleeding source, the ESGE 
recommends performing DAE within 48–72 hours after the 
bleeding event [23]. Figure 1 presents the management al-
gorithm for patients with SSBB, as proposed by the authors.

TREATMENT OF SMALL BOWEL BLEEDING

Endoscopic therapy of small bowel bleeding
Argon plasma coagulation (APC) is recommended by in-
ternational guidelines—including those of the ACG, ASGE, 
and ESGE—as the first-line endoscopic therapy for small 
bowel angioectasia [4,7,23]. However, this recommenda-
tion is largely based on observational cohort studies rath-
er than randomized controlled trials. Overall outcomes of 
endoscopic management for small bowel bleeding sourc-
es have been suboptimal, and robust data regarding the 
long-term outcomes of treating small bowel angioectasias 
remain limited. To date, no randomized trials have com-
pared endoscopic intervention for angioectasia with sham 
treatment, nor have studies evaluated selective treatment 
of actively bleeding or large lesions versus therapy directed 
at all visible lesions. Because of these limitations, recurrent 
bleeding has frequently been used as an indirect measure of 
treatment efficacy. Several studies have assessed rebleeding 
after endoscopic therapy for small bowel vascular lesions. 
One of the most recent was a retrospective cohort study 
conducted at a French tertiary referral center between Jan-
uary 2004 and December 2007 [59]. Among 261 patients 
evaluated for SSBB, 129 of 133 patients with vascular le-
sions (97%) underwent successful APC using DBE. At 36 
months of follow-up, recurrent bleeding occurred in 45 of 
98 patients, corresponding to a rebleeding rate of 46% 
[59]. A more recent meta-analysis including 14 studies and 
623 patients with small bowel angioectasia treated endo-
scopically reported a pooled rebleeding rate of 34% (95% 
confidence interval, 27–42%) after a mean follow-up of 22 
± 13 months [60]. When a subset of 341 patients with small 
bowel angioectasia was analyzed separately, the rebleed-
ing rate increased to 45% [60]. Risk factors associated with 
recurrent bleeding from small bowel angioectasia include 
a greater number of vascular lesions [61], age older than 
65 years [62,63], lesion localization in the jejunum [62], the 
presence of cardiac valvular disease [59], chronic kidney dis-
ease [63], use of anticoagulant therapy, and the need for 
transfusion support.

Angiographic treatment of small bowel 
bleeding 
Superselective transarterial embolization has emerged as an 
effective therapy for acute GI bleeding, offering improved 
clinical outcomes with a lower complication rate [7]. By 

www.kjim.org


814 www.kjim.org

The Korean Journal of Internal Medicine Vol. 41, No. 5, September 2026

https://doi.org/10.3904/kjim.2026.008

limiting embolization to the bleeding vessel, this approach 
reduces the risk of intestinal ischemia, which remains a 
major complication of transarterial embolization. A recent 
retrospective study reported a 99% technical success rate, 
with primary and secondary clinical success rates of 71% 
and 79%, respectively, following repeat embolization [64]. 
Bowel infarction occurred in 4% of cases, predominantly in 
patients with non–small bowel bleeding. Factors associat-
ed with failure to achieve sustained hemostasis at 30 days 
included a hemoglobin level below 8 g/dL, the presence of 
coagulopathy, upper GI bleeding, contrast extravasation on 
imaging, and embolization of multiple vessels [64].

Medical treatment of small bowel bleeding
Supportive care with iron supplementation, administered 
either orally or intravenously, remains a fundamental com-
ponent of therapy for mild small bowel bleeding [2,3]. Iron 
replacement not only helps maintain adequate hemoglobin 
levels but also reduces transfusion requirements in more 
severe cases. When bleeding is significant, transfusion of 
packed red blood cells is an essential component of man-
agement, particularly when mechanical or medical inter-
ventions fail to adequately control hemorrhage. Although 
anticoagulant therapy has been associated with a higher risk 
of recurrent bleeding [15], no prospective data demonstrate 
that discontinuation of anticoagulation confers measurable 
benefit. In a 2009 study evaluating 162 patients with small 

Figure 1. Management algorithm for patients with SSBB. This figure presents the proposed stepwise diagnostic and therapeutic ap-
proach for patients with SSBB, incorporating SBCE, cross-sectional imaging, and DAE according to clinical presentation and hemodynamic 
status. SSBB, suspected small bowel bleeding; DAE, device-assisted enteroscopy; SBCE, small bowel capsule endoscopy; CTE, computed 
tomography enterography; CTA, computed tomography angiography.
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bowel bleeding, predictors of recurrent bleeding after DBE 
included the presence of small bowel vascular lesions and 
other comorbidities, whereas use of anticoagulant or an-
tiplatelet therapy was not associated with recurrence [65]. 
A subsequent study published in 2010 similarly found that 
transfusion requirements, as well as the number and type of 
vascular lesions, predicted rebleeding, whereas anticoagu-
lant use did not [66]. No evidence currently supports cessa-
tion of antiplatelet therapy as a strategy to reduce the risk 
of recurrent small bowel bleeding. Specific medical thera-
pies for small bowel bleeding remain inadequately defined. 
Hormonal therapy has not demonstrated meaningful clinical 
benefit. Although thalidomide and octreotide have shown 
therapeutic potential [67-69], the current body of evidence 
does not support their routine use in clinical practice [4]. 
The ACG guideline recommends reserving medical therapy 
for patients with persistent or recurrent bleeding after ap-
propriate endoscopic evaluation and treatment. Concerns 
regarding adverse events—such as peripheral neuropathy 
and thromboembolic complications—cost, and the limited 
availability of high-quality randomized controlled trials have 
precluded routine recommendation of these agents [4].

Surgical treatment of small bowel bleeding
Surgical management of small bowel bleeding is generally 
reserved as a last-line option. However, in cases of recur-
rent or refractory small bowel bleeding, surgical intervention 
guided by intraoperative enteroscopy (IOE) may be consid-
ered [4]. According to published data, localization of the 
bleeding source during IOE is achieved in 58–99% of cases, 
with a therapeutic yield ranging from 48% to 94% [1,70]. 
IOE is associated with procedure-related complications, such 
as serosal tears and postoperative ileus, as reported in ret-
rospective surgical series; however, prospective comparative 
data remain limited [71,72]. In addition, rebleeding after 
IOE-assisted surgery occurs in approximately 13% to 52% 
of patients [73-75]. Surgical treatment demonstrates favor-
able outcomes in patients with well-defined lesions, such 
as tumors or localized arteriovenous malformations. In con-
trast, diffuse lesions—including multiple angioectasias—are 
typically managed with intraoperative endoscopic therapy. 
Because these endoscopic interventions are comparable 
to those used during deep or push enteroscopy, similar re-
bleeding rates may be expected; however, robust long-term 
follow-up data are currently lacking.

CONCLUSION

Although small bowel bleeding accounts for a minority of 
GI bleeding cases, it continues to pose significant diagnostic 
and therapeutic challenges. Careful selection and appropri-
ate timing of diagnostic tests—guided by the clinical pre-
sentation and suspected underlying pathology—facilitate 
a more cost-effective and efficient management strategy. 
The advent of advanced small bowel diagnostic and thera-
peutic modalities has substantially improved detection and 
treatment of underlying lesions, allowing most patients to 
be managed without surgical intervention. For internists, 
several key considerations warrant emphasis. SSBB should 
be considered only after high-quality upper and lower en-
doscopy have excluded more common sources. In hemo-
dynamically stable patients, SBCE is the preferred initial test 
and should be performed early in cases of overt bleeding to 
maximize diagnostic yield. DAE permits both diagnosis and 
therapy and is optimally guided by prior imaging. Neverthe-
less, treatment options for refractory small bowel bleeding 
remain limited, underscoring the need for the development 
of more effective therapies.
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