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Description
An 87-year-old woman presented to an outside 
hospital with a complaint of bright red blood per 
rectum (BRBPR), where her haemoglobin was 
found to be 4.6 g/dL. An extensive gastrointes-
tinal (GI) work was performed, including oesoph-
agogastroduodenoscopy, colonoscopy and a video 
capsule endoscopy, followed by a superior mesen-
teric artery (SMA) angiogram which showed no 
active extravasation. The patient continued to have 
BRBPR and was transferred to our hospital for 
further work-up. Her medical history was signifi-
cant for hypertension, hyperlipidaemia and coro-
nary artery disease. Her surgical history included 
knee arthroplasty, hernia repair, hysterectomy, 

cholecystectomy and appendectomy. Physical exam-
ination of the abdomen was soft, non-distended 
and non-tender. On transfer, a CT enterography 
was obtained and could not identify the source of 
bleeding but did note some stenosis of the supe-
rior mesenteric artery (SMA). A colonoscopy was 
then performed, which revealed old blood in her 
colon, but no active bleeding was found. A subse-
quent nuclear tagged red blood cell scan showed 
some extravasation in the right upper quadrant 
(figure 1), but the precise location of the small 
bowel versus the colon could not be made. Due to 
continued BRBPR and requiring additional blood 
transfusions, the patient was taken to the oper-
ative room for an interrogation of the colon and 
small bowel with intraoperative upper and lower 
endoscopy with possible laparoscopic-assisted small 
bowel enteroscopy. The upper endoscopy showed 
normal upper GI anatomy without any signs of 
bleeding. During the lower endoscopy, there was 
some old blood found in the proximal transverse 
colon; however, a complete colonoscopy could not 
be performed (figure 2). Therefore, exploratory 
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Figure 1 Nuclear medicine gastrointestinal bleeding 
study shows right colon bleeding.

Figure 2 Colonoscopy findings.

Figure 3 (A) Gross appearance of the colon resected. 
(B) A metal probe is used to highlight a diverticulum.

Figure 4 Histopathological findings of colon walls. 
Submucosal vessel with amyloid deposition. Note the 
presence of pink, amorphous material within the vessel 
wall, consistent with amyloid. (A) Low magnification 
(×200). (B) High magnification (×400).

Figure 5 Congo red stain under polarised light 
highlights the amyloid deposits within the vessel wall, 
which have an apple-green hue.
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laparoscopy and a minilaparotomy were performed to bring up 
the terminal ileum for antegrade access to the right colon. During 
laparoscopic exploration, it was noted the patient had abnormal 
anatomy consistent with a jejunoileal bypass, which was not 
known prior to surgery. During the antegrade evaluation of her 
right colon, a few right-sided diverticula were found and an area 
of mucosal bleeding was noted in the right colon, which was 
clipped endoscopically. The small bowel was also interrogated 
with the colonoscope, and there was no blood found in the small 
bowel proximally. Despite the clips placed in the right colon, 
bleeding persisted and so a laparoscopic right haemicolectomy 
was performed (figure 3). Postoperatively, the patient did well 

and had no further GI bleeding episodes, and her haemoglobin 
remained stable without additional need for blood transfusions. 
She admitted postoperatively that she had previously underwent  
a weight loss procedure in 1985 consistent with a jejunoileal 
bypass. Histopathological examination of the resected colonic 
specimen revealed amorphous, pink deposits in the submucosal 
vessels with amyloid deposition, consistent with GI amyloidosis 
(figure 4). To confirm GI amyloidosis,  the deposits were positive 
for Congo red staining and characteristic apple-green birefrin-
gence under polarised light(figure 5).
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Learning points

 ► Gastrointestinal (GI) diseases that cause lower 
gastrointestinal bleeding (LGIB) are more common in the 
elderly, and include vascular ectasia, diverticulosis coli, 
ischaemic colitis and colonic neoplasms. In Western Europe 
and USA diverticulosis coli is one of the most common causes 
of LGIB.1

 ► GI amyloidosis may be a rare manifestation of GI bleeding 
as well and has been linked to patients with a history of 
jejunoileal bypass,2 3 although in this case it is difficult to 
be sure that the amyloidosis was the causal factor in her GI 
bleeding, as colonic ischaemia from a stenotic SMA may have 
contributed to her GI bleeding as well.
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