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Letter to the Editor

We read with great interest the article by Lee et al. (1) published recently in the Scandinavian Journal of Gastroenterology and evaluating the role of transcatheter arterial embolization (TAE) for endoscopically unmanageable non-variceal upper gastrointestinal (UGI) bleeding. We have several comments. First of all, we would like to congratulate the authors for their paper which represents one of the main studies to date reporting the factors predicting embolization failure after TAE in patients with UGI bleeding. Among the 66 patients, it seems that TAE was performed in 59 patients, either based on the findings of angiography (51 patients) or based on endoscopic findings in the absence of angiographic abnormality (8 patients). What about the 7 remaining patients for whom no data are available in the article? Furthermore, despite the technically successful embolization, the rebleeding rate within 30 days was relatively high at 46.6%. According to the authors, one of possible explanations for such high rebleeding rate after TAE is that there was a high proportion of malignant bleeding in the included cases. One other explanation might be the influence of the type of embolic agent to be used. Indeed, in around 40% of patients, only one embolic agent was used for TAE. The literature now supports the use of gelfoam in combination with coils when choosing this strategy for the subgroup of patients with bleeding from the gastroduodenal artery (2,3). Encarnacion et al. (4) achieved a low success rate in their series, which included mostly patients embolized with gelfoam alone. In the same way, we demonstrated that the use of coils as the only embolic agent was significantly associated with early rebleeding in the upper tract (2). There is an exception with the use of N-butyl 2-cyanoacrylate glues which have recently gained acceptance, with very good results in UGI bleeding (2,5). We find the use of N-butyl 2-cyanoacrylate glue particularly interesting in hemodynamically unstable patients and in cases of underlying coagulopathy, because it provides faster and better hemostasis than other embolic agents, since the polymerization of glue in contact with blood does not depend on the coagulation parameters of the patient. In our institution, selective embolization using glue as the only embolic agent for UGI bleeding has become the salvage treatment of choice in such a setting. However, only two glues are currently available on the market worldwide for endovascular use: Glubran2® (GEM, Viareggio, Italy) and Trufill® (Cordis, Miami Lakes, FL) which have CE marking and FDA approval, respectively (6). Histoacryl® (B/Braun, Tuttlingen, Germany) is normally not allowed for endovascular purpose because of the absence of CE marking or FDA approval. Its use is off-label in such a setting. In the article, the authors described the use of Glubran2® in the angiography and embolization technique section but mentioned the use of Histoacryl® in the Table 2. Is it an error? Could the authors clarify which glue was used in their study? Glubran2® is a well-known surgical glue in which N-butyl 2-cyanoacrylate is combined with another monomer, metacryloxysulpholane, to produce a more pliable and stable polymer whose milder exothermic reaction (45°C) results in less inflammation and histotoxicity (6). The last advantage of Glubran2® is its cost since it is much cheaper than Trufill® (about 100€ versus 2000$ per 1 mL vial).  

In conclusion, massive non-variceal bleeding from the upper tract remains a challenge. Optimal management required a multidisciplinary team of skilled endoscopists, intensivists, experienced surgeons, and interventional radiologists. Endoscopy is the first-line treatment. The role for TAE in endoscopically unmanageable UGI bleeding is now well established. The use of authorized glues as Glubran2® helps maximizing the outcomes of the procedure without more ischemic complications than other embolic agents in well-trained hands.  
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