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INTRODUCTION 

 
 
Obscure gastrointestinal bleeding is defined as bleeding of 

unknown origin that persists or recurs (either recurrent or persistent iron 
deficiency anemia, fecal occult blood test positivity, or visible bleeding) 
after a negative initial or primary endoscopy (upper and/or lower 
gastrointestinal endoscopy) (Pennazio et al, 2005). This unidentified 
obscure bleeding represents 5% of gastrointestinal bleedings; with a 
unique, difficult and sometimes frustrating diagnostic challenge (Bhasin 
and Rana, 2006). 

 
The source of bleeding is frequently located in the small intestine 

and includes angiodysplasias, neoplasms, enteropathy resulting from 
nonsteroidal anti inflammatory drug intake, Meckel`s diverticulum 
associated ulcers as well as various inflammatory lesions. Still there are a 
proportion of missed lesions in the upper tract such as Cameron's erosions 
in large hiatal hernias, peptic ulcer disease and angiodysplasias. 
Similarly, missed lesions in colonoscopies include angiodysplasias and 
neoplasms (Leighton et al, 2003). 

 
Several diagnostic tools, targeted to the small intestine, were 

applied with unsatisfactory results. Endoscopic examination of the small 
intestine is limited by its significant length and distance from accessible 
orifices (Mishkin et al, 2006). Till the end of the twentieth century, only 
indirect procedures using radiographic techniques or magnetic resonance 
techniques were available to provide rough imaging of the small bowel. 
These procedures were –and still are- used to detect large tumors, 
stenoses and fistulas. However, they do not allow direct intraluminal 
assessment of the mucosal situation. Nuclear medicine procedures, 
including radiographic angiography, also proved unsatisfactory, but in the 
absence of a better standard method were in widespread use in patients 
with suspicion of chronic or acute recurrent small bowel bleeding (Ell 
and May, 2006). 

 
Therefore, the desire to explore this relatively inaccessible area led 

to the development of capsule endoscopy, an ingestible miniature camera 
providing visualization of the small bowel by transmitting images 
wirelessly from a disposable capsule to a data recorder worn by the 
patient. The Food and Drug Administration (FDA) approved the first 
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capsule in August 2000, and since that time, more than 250.000 capsules 
have been ingested (Mishkin et al, 2006).  

 
The global diagnostic yield of the capsule endoscopy is about 65% 

(Van Tuyl et al, 2003). As capsule endoscopy has the ability to provide 
views for the whole small intestine, it rapidly acquired several indications 
such as evaluation of obscure gastrointestinal bleeding, patients with 
malabsorptive, inflammatory and infiltrative conditions, as well as 
surveillance of patients with hereditary intestinal polyposis (Viazis et al, 
2005). Hence, in 2003, the FDA modified the previous labeling of the 
capsule endoscopy by removing its designation as an adjunctive tool and 
approving its use as a first line test (Gay et al, 2004). 

 
Concerning its role in cases of obscure bleeding, a recent pooled 

analysis of seven prospective studies showed a capsule yield of 71% for 
identification of a source of bleeding compared to 29% for the push 
enteroscopy (Melmed and Lo, 2005). The detection rate of capsule 
endoscopy for this indication is dependent on the character of bleeding, 
with a higher detection rate in ongoing overt bleeding than in cases of 
heme positive stool and anemia and cases with prior overt bleeding 
(Pennazio et al, 2004). 

 
This high diagnostic yield in cases of obscure bleeding led to 

additional several advantages such as possibility of earlier diagnosis, 
assistance in achieving effective decision making concerning subsequent 
management, and a lower overall health care utilization and costs 
(Pennazio et al, 2005). 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 


