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ABSTRACT

Dieulafoy’s lesion is a life-threatening and rare vascular malformation of the submucosal vessel that protrudes to
the mucosa of the gastrointestinal tract. The vessel is abnormally dilated, and if it ruptures, it can cause severe
acute gastrointestinal bleeding. We report an upper GI bleeding case due to Dieulafoy’s lesion in the gastric fundus
of the stomach in a 76-year-old female. The patient presented with hematemesis and melena associated with ane-
mia. An esophagogastroduodenoscopy (OGD) was performed which showed profuse pulsatile bleeding at the gas-
tric fundus. Following that, gastrotomy confirmed the diagnosis of Dieulafoy’s lesion. Endoscopy is the main
diagnostic and therapeutic tool for Dieulafoy’s lesion. Endoscopic treatment includes injective, ablative and me-
chanical therapies. The majority of cases are treated endoscopically, while in some cases, surgical intervention is
deemed to be necessary as it is currently the only definitive treatment of Dieulafoy’s lesion.

Keywords: Dieulafoy’s lesion, exulceratio simplex, upper gastrointestinal bleeding, hematemesis, pulsatile bleed-
ing

INTRODUCTION Dieulafoy’s lesions occur not because of a
defect in the vascular wall, but rather because
the submucosal vessel is abnormally dilated
with a diameter of 1 to 3 mm as it runs close
to the mucosa of the gastrointestinal tract
(GIT). The protrusion of the vessel to the mu-
cosa causes a minute mucosal defect with fi-
brinoid necrosis at its base. These lesions are
characterized by bleeding in the absence of
macroscopic ulceration or erosion. Dieu-
lafoy’s lesions can occur anywhere in the
GIT, although predominantly are found in the
gastric fundus, usually along the lesser

Dieulafoy’s lesion, also termed ‘calibre
persistent artery’, is an extremely rare devel-
opmental vascular malformation and an im-
portant cause of acute gastrointestinal bleed-
ing which tends to be severe, recurrent, and
life-threatening. It is mostly associated with
upper and middle gastrointestinal bleeding,
yet in rare instances, can cause lower gastro-
intestinal hemorrhage. Such lesions were first
described by the French surgeon Paul
Georges Dieulafoy in 1989 as “exulceratio
simplex” (Nojkov and Cappell, 2015).
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curvature (Chung et al.,, 2000; Malik and
Anjum, 2023).

The etiology behind Dieulafoy’s lesion is
unknown, however, bleeding is often associ-
ated with comorbidities such as cardiovascu-
lar disease, hypertension, chronic kidney dis-
ease, and the use of NSAIDs (Rockey, 2022).
Patients are typically asymptomatic before
presenting with acute gastrointestinal bleed-
ing, which may manifest as hematemesis,
melena, or hematochezia.

Once the site of bleeding is identified,
given advances in endoscopic and interven-
tional radiologic techniques hemorrhage can
usually be controlled without recourse to sur-
gery (Nojkov and Cappell, 2015; Ribeiro et
al., 2021).

We present a case of upper gastrointesti-
nal bleeding due to Dieulafoy’s lesion in the
gastric fundus of the stomach in a 76-year-old
woman.

CASE PRESENTATION

A T76-year-old female presented to the
hospital in 2000 for left leg ulcer debridement
and split-thickness skin graft (SSG) with a
history of comorbidities. The patient had a
history of atrial fibrillation, left ventricular
failure, and chronic obstructive airway dis-
ease (COAD). She was under high-dose an-
tiplatelet therapy with aspirin (300 mg), oral
Digoxin (0.125 mg once daily), Captopril (50
mg twice daily), and Verapamil (240 mg once
daily) for her cardiovascular morbidities and
oral Aminophylline (225 mg twice daily) with
Ipratropium Bromide/Salbutamol and Be-
clomethasone Inhalers for her COAD.

The patient was found to be anemic with
hemoglobin of 9.2 gm/dl, but was otherwise
stable. She had hematemesis and hence was
started on a high-dose Proton Pump Inhibitor
(PPI). Two days later, the patient’s hemoglo-
bin dropped to 7.2 Hgb g/dl with hematemesis
and melena as presenting symptoms. In addi-
tion to a high-dose PPI, six units of Red Blood
Cell Count (RCC) were given over 72 hours.
Over the next week, the patient’s hemoglobin
dropped to 6.4 Hgb g/dl and became hemody-
namically unstable which required a further

six RCC units. After four days, the patient
presented with melena, requiring additional
five units of RCC. She had to receive several
more RCC units as her hemoglobin levels
kept fluctuating over the next three days. The
patient was successfully resuscitated after two
unexpected episodes of ventricular fibrilla-
tion.

Several esophagogastroduodenoscopies
(OGDs) were performed in the first two
weeks of her admission, but they did not yield
conclusive outcomes. The most relevant OGD
showed a profuse pulsatile bleeding with an
adherent clot at the gastric fundus (Figure 1),
along with rugal gastritis and fresh and old
blood at the fundus. A gastrotomy confirmed
the diagnosis of a Dieulafoy's lesion within
the gastric fundus, managed surgically by un-
der sewing the lesion. Injection of epineph-
rine (1:10000) did not stop the bleeding. The
patient recovered and was discharged five
days post-operation without complication.

Y

Figure 1: Esophagogastroduodenoscopy (OGD)
showing profuse pulsatile bleeding at the gastric
fundus with an adherent clot (pointed by the ar-
row)

DISCUSSION

Dieulafoy’s lesion has many differential
diagnoses depending on the patient's overall
well-being, age, and comorbidities. An-
giodysplasia is one of the most important dif-
ferential diagnoses due to the similar presen-
tation of symptoms. On an angiography, an-
giodysplasia may be distinguished by the ex-
istence of arteriovenous shunting and
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vascular ectasia, as well as by a lesion's histo-
logical analysis, which indicates the presence
of aberrant submucosal arteries. Other differ-
ential diagnoses include gastric antral valvu-
lar ectasia, vascular neoplasms, telangiecta-
sis, and connective tissue disorders. These
diseases could be differentiated from Dieu-
lafoy’s lesions by the presented symptoms,
OGD, and angiography (Malik and Anjum,
2023).

Dieulafoy’s lesion typically manifests as
recurrent upper gastrointestinal bleeding, ini-
tially asymptomatic, with later melena, hema-
temesis, and hematochezia. It primarily af-
fects elderly patients, males more frequently,
and hospitalized patients with multiple
comorbidities (Jeon and Kim, 2015;
Hamdoun et al., 2019; Aletaha et al., 2019).
The patient was taking 300 mg of aspirin on
alternate days, which could be a potential risk
factor for experiencing multiple episodes of
hematemesis and melena during her manage-
ment course (Hamdoun et al., 2019).

Endoscopy is the main diagnostic tool,
with the use of push enteroscopy to extend the
assessment of around 150 cm through the py-
lorus into the small intestine. However, due to
the presence of blood within the lumen and
the subtle mucosal abnormality, the diagnosis
may require repeated endoscopy as in the pre-
sent case. Endoscopic ultrasound can be use-
ful to identify the lesion. More invasive inter-
vention for obscure upper Gl bleeding may be
required, with the use of laparoscopy or lapa-
rotomy plus push enteroscopy (Malik and
Anjum, 2023; Rajanthran et al., 2020; Levy et
al., 2022).

Several approaches have been indicated
for the initial management of Dieulafoy's le-
sions. These approaches include pre-endo-
scopic treatments, endoscopic therapies, com-
bination therapies, embolization, and surgery.

Endoscopy is the main diagnostic and
therapeutic tool for upper Gl bleeding. The in-
dication for endoscopic therapy depends on
the stigmata of recent hemorrhage (SRH). En-
doscopic therapy is recommended for major
SRH cases, such as active bleeding, oozing,
or the visibility of a non-bleeding vessel in

peptic ulcer disease. Minor SRH such as pig-
mented flat spot or a simple ulcer with a clean
base does not require endoscopic therapy
(Cappell, 2010). Endoscopic therapy divides
into three modalities: injection, ablative, and
mechanical therapies. In individuals with pep-
tic ulcer disease and major SRH, monother-
apy decreases the risk of rebleeding to 20 %.
In contrast, combination therapy is much pre-
ferred as it reduces the risk of re-bleeding to
10 %. Combination therapy consists of an in-
jection therapy such as epinephrine followed
by mechanical or ablative therapy (Cappell,
2010). Single-modality endoscopic therapy
was used as much as combination therapy in
a study conducted on 63 patients with Dieu-
lafoy’s lesion with 92 % effectiveness as pri-
mary hemostasis (Lara et al., 2010). Studies
have shown that endoscopy is a highly suc-
cessful therapy in terms of primary hemosta-
sis. Twenty patients who had endoscopic
treatment (95 %) had no recurrent bleeding
from Dieulafoy’s lesion (Baettig et al., 1993).

Endoscopic injection therapies involve
the injection of epinephrine, cyanoacrylate, or
sclerosing agent. Epinephrine injection pro-
motes hemostasis by inducing vasocon-
striction and mechanical compression leading
to blood stasis and coagulation (Nojkov and
Cappell, 2015). The patient experienced a re-
currence of bleeding following the with-
drawal of the epinephrine injection (1:10000).
Yilmaz et al. (2005) reported that 26 of 28 pa-
tients (92.8 %) with Dieulafoy’s lesions were
successfully treated with endoscopic injection
sclerotherapy. Sodium tetradecyl sulphate or
ethanolamine are the usual sclerosants used
agents (Chaptini and Peikin, 2008). Cy-
anoacrylate, such as Histoacryl, is an alterna-
tive agent that is safe and effective in treating
and preventing recurrent bleeding from Dieu-
lafoy’s lesion (El Sayed et al., 2015; Cheng et
al., 2004).

Endoscopic ablative therapy includes the
use of thermocoagulation treatment, such as
laser photocoagulation and heater probe ther-
apy. Thermocoagulation has shown to be sig-
nificantly superior to injection monotherapy
(Cheng et al.,, 2004). In this case, laser
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photocoagulation would have been consid-
ered if an area of angiodysplasia was identi-
fied. Also, a heater probe treatment was not
available at that time and was useful only if
the site of the bleeding was identified.

Some studies have shown that mechanical
therapies are more effective in treating pa-
tients with GI bleeding from Dieulafoy’s le-
sion when compared to other endoscopic mo-
dalities (Chung et al., 2000). However, endo-
scopic band ligation may be less ideal than
clips since it might result in the perforation of
tissues and may cause a bleeding ulcer when
the band detaches. This is especially im-
portant in Gl segments with thin walls, such
as the gastric fundus, small bowel, and right
colon (Nojkov and Cappell, 2015). Endo-
scopic clips could have been an option for this
patient but were not available at that time.

In cases where endoscopic treatment is
unsuccessful, as in this case, surgical inter-
vention for Dieulafoy’s lesion is deemed to be
necessary. There is a consensus in the litera-
ture that surgical intervention in these cases
remains a crucial option (Malik et al., 2021,
Almazeedi et al, 2022; Yilmaz and Kozan,
2017). Furthermore, a systematic review by
Malik et al. demonstrated that surgical man-
agement of Dieulafoy’s cases was associated
with a 100 % success rate, proving the ad-
vantage of achieving homeostasis in patients
with refractory Dieulafoy’s lesions (Malik et
al., 2021). Surgical intervention was the de-
finitive treatment for this patient in which the
lesion was sutured using prolene 2/0.

The patient's postoperative course in-
cluded a five-day stay in the Intensive Ther-
apy Unit (ITU), followed by an uneventful re-
covery. There were no more episodes of blood
loss, and the patient's condition improved. As
a result, the patient was discharged from the
hospital, indicating that the procedure was
successful.

CONCLUSIONS

This case exemplifies a rare cause of up-
per gastrointestinal bleeding. Surgeons
should always maintain a wide range of po-
tential causes, including uncommon ones.

While encountering such cases is infrequent,
but necessary to provide the accurate diagno-
sis. Surgeons must be aware that a small, su-
perficial lesion overlying an abnormally large
artery can result in life-threatening bleeding
which may require large-volume transfusion.
Prompt diagnosis and treatment of this case
can prevent irreversible complications that
can arise. Additionally, in cases of unex-
plained gastrointestinal bleeding that is recur-
rent or severe, endoscopy plays a vital role in
evaluating and treating such cases while sur-
gery continues as the definitive management
of refractory bleeding.
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