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Management of Severe Radiation 
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We report the case of a 74-year-old female with a uter-
ine carcinosarcoma with lung metastasis, who underwent 
pelvic radiotherapy (RT) followed by chemotherapy. 
Four months after RT, she presented with multiple epi-
sodes of rectal bleeding and anemia, requiring regular 
transfusions. Upper endoscopy was unremarkable and 
colonoscopy showed erythema, telangiectasias with co-
alescing patches, friability, and sparse ulcers, extending 
from the dentate line to the distal sigmoid colon, consis-
tent with severe radiation proctitis (RP). The patient un-
derwent two sessions of argon plasma coagulation (APC) 
therapy with clinical inefficacy, and required a total of 27 

red blood cell transfusions and intravenous iron.  Che-
motherapy was suspended due to clinical deterioration. 
Six months after RT, she was admitted with profuse rectal 
bleeding, hypotension, and severe anemia (hemoglobin 
of 4.2 g/dL), requiring hemodynamic resuscitation. Colo-
noscopy revealed several telangiectasias, with multiple 
clots and oozing bleeding (Fig. 1). Considering the sever-
ity and extension of the disease and the limited efficacy of 
APC therapy, we performed radiofrequency ablation 
(RFA). Standard bowel preparation with 4 L of polyeth-
ylene glycol was done. After cleaning and aspiration of 
the blood content, the focal Halo90 catheter (Halo® sys-
tem, Covidien GI Solutions, Sunnyvale, CA, USA) was 
placed at the 6 o’clock position onto the distal end of the 
gastroscope (GIF-190, Olympus). The catheter was 
pressed against the rectal mucosa and 2 energy pulses 
were applied per site (Fig. 2) (energy of 12 J/cm2, power 
density of 40 W/cm2). The ablated tissue was not removed 
after the first energy pulse to promote the hemostatic ef-
fect. The treatment was repeated from the proximal bor-
der of the radiation changes to the lower rectum. The dis-
tal rectum was ablated in retroflexion. Full circumference 
ablation was avoided to minimize the risk of stenosis [1]. 
Hemostasis was achieved at the end of the procedure and 
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Fig. 1. Endoscopic axial (a) and retroflexion view (b) of the rectum revealing edematous rectal mucosa with mul-
tiple telangiectasias, friability, and oozing bleeding before treatment.

Fig. 2. Endoscopic view of the rectum with Halo90 probe (Covidien GI Solutions, Sunnyvale, CA, USA) placed 
at the 6 o’clock position. The catheter is applied against the rectal pathological tissue and energy pulse is delivered 
(energy setting of 12 J/cm2 and a power density of 40 W/cm2), with 2 applications of the RFA per site. The ab-
lated tissue is not scraped off and the scope is moved to the adjacent mucosa, successively (43 pulses total).
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no complications were recorded. Following the proce-
dure, no further rectal bleeding occurred; the patient was 
discharged and resumed chemotherapy 1 month later. 
Endoscopic re-evaluation, 3 months after RFA, revealed 
sparse telangiectasias with no friability or bleeding 
(Fig. 3). At 6 months of follow-up, the patient maintained 
no rectal bleeding, stable hemoglobin (mean: 10 g/dL) 
and no further need for blood transfusions.

Chronic RP is a complication of RT for pelvic malig-
nancies, reported in up to 20% of the patients [1, 2]. APC 
is considered the preferred therapy, with an overall suc-
cess rate as high as 80% [1, 3]. However, it has been asso-
ciated with serious complications (e.g., perforation, fistu-
las, and strictures), and the efficacy is limited in patients 
with active bleeding, extensive disease and distally located 
lesions (anorectal junction) [2, 4]. RFA covers a broader 
area, has a superficial depth of ablation (0.5–1 mm), re-
ducing the potential risk for fibrosis and stricture forma-
tion [2, 3], and has emerged as a promising alternative 

treatment [1]. According to Rustagi et al. [1], who pub-
lished the largest series of patients managed by RFA (n = 
39), this technique showed 96% improvement of the en-
doscopic severity score, 100% efficacy in stopping bleed-
ing, and 92% of blood transfusion discontinuation, with 
no major complications [1]. We believe RFA should be 
contemplated as a treatment option for RP, especially for 
extensive and severe cases.
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Fig. 3. Follow-up sigmoidoscopy, 3 months after RFA therapy, showing a healed rectal mucosa, with sparse tel-
angiectasias, with no friability or bleeding.

References  1 Rustagi T, Corbett FS, Mashimo H: Treat-
ment of chronic radiation proctopathy with 
radiofrequency ablation (with video). Gastro-
intest Endosc 2015; 81: 428–436.

 2 Dray X, Battaglia G, Wengrower D, Gonzalez 
P, Carlino A, Camus M, Adar T, Pérez-Roldán 
F, Marteau P, Repici A: Radiofrequency abla-
tion for the treatment of radiation proctitis. 
Endoscopy 2014; 46: 970–976.

 3 Eddi R, Depasquale JR: Radiofrequency abla-
tion for the treatment of radiation proctitis: a 
case report and review of literature. Therap 
Adv Gastroenterol 2013; 6: 69–76.

 4 Becq A, Camus M, Rahmi G, de Parades V, 
Marteau P, Dray X: Emerging indications of 
endoscopic radiofrequency ablation. United 
European Gastroenterol J 2015; 3: 313–324.


