
In the past 2 decades, hemostasis using endoscopic

techniques has been a major advance in the treatment of

patients with massive peptic ulcer bleeding. It reduces

morbidity and mortality and has become the first-line

treatment of ulcer hemorrhage.1

Hemorrhage occurs in 2-12% of patients after endo-

scopic sphincterotomy (EST).2,3 Numerous therapeutic

modalities including injection, heater probe, argon

plasma coagulation and hemoclip have been applied to

achieve hemostasis in these patients.4 Due to tangential

approach with end-view endoscope in these patients, the

bleeding could not be handled easily. So far, there is only

one report of hemoclipping in managing such patients.5

Lin et al. report results of hemoclip therapy in pa-

tients with bleeding after EST in this issue.6 They per-

formed EST in 162 cases between March 1999 and May

2003. Of these cases, 9 (5.5%) suffered from evident

bleeding. Six of them had major bleeding, and 3 needed

blood transfusion. All these 9 cases received hemoclip

application (median clips: 2). Ultimate hemostatic rate

was 89% (8/9). No evident complication was found after

hemoclip application. The cause of one failed case was

inability to localize the bleeder despite epinephrine in-

jection and H2O2 irrigation.

The hemoclip, which was introduced in 1975,7 has

been used in the past decade for arresting bleeding from

peptic ulcers.8,9 The hemoclip acts through its mechanical

compression of the source of bleeding. Mechanical com-

pression of the bleeding vessel is the most important fac-

tor for initial control of bleeding.7 In a previous report, the

rebleeding rate was low after hemoclip application.10 The

same result was found in Lin’s study.6 It can be explained

by the good technique and usage of a side-view endo-

scope. The current study being retrospective , therefore,

includes some data that may be incomplete. Due to few

cases being enrolled in this study, it is impossible to ran-

domize these cases. In the future, hemoclipping needs to

be compared with other therapeutic modalities, e.g. heater

probe, to prove its effectiveness.
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