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CASE REPORT

Case Report: Dieulafoy Lesion
CHIDAMBARANATH R*,

ABSTRACT

Introduction: Dieulafoy lesion (DL) is one of the rare causes of upper Gl bleeding, less often diagnosed. We
had an elderly female patient with haematemesis which turned out to be unusual, the case details are
presented here. There were very few female patients in this hospital with haematemesis in the over 40 age
group, out of which most were duodenal ulcer bleed or those from carcinoma stomach. This is only the second
case in the author’s experience. Case history: This is a 55 yr old female patient who presented with
progressive haematemesis, initially controlled by adrenaline injection, but later, due to continued bleeding
was subjected to surgery, and made a full recovery.

Conclusion: Dieulafoy lesion is less often suspected. Adrenaline injection or other Endoscopic modes of
sclerotherapy are usually useful in control of bleeding. It also needs to be differentiated by endoscopy or by
biopsy, from other forms of benign non-epithelial vascular lesions of the stomach, primarily, angiodysplasis.
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Introduction

Dieulafoy lesion is less often suspected. Adrenaline
injection or other endoscopic modes of sclerotherapy
are usually useful in the control of the bleeding. It
also needs to be differentiated by endoscopy or by
biopsy from other forms of benign non-epithelial
vascular lesions of the stomach, primarily
angiodysplasis.

Background
Dieulafoy lesion is an uncommon cause for upper GI
bleeding, the commonest in the stomach[1]. It is also
found in the duodenum([2], jejunum[3], colon[4],[5]
and the rectum[6], but less commonly in neonates[7]
and infants[8].

Case History

A 55 year old lady presented to the hospital with a
two day history of pain in the abdomen and
haematemesis, about 3-4 bouts bringing up about
200mls of vomitus with dark red blood each time.
She was transferred from a local hospital, where she
was on treatment for a suspected duodenal ulcer
bleeding, where she was transfused with 3 units of
whole blood.

She had been under treatment for dyspepsia of long
duration, but did not report any history which was
suggestive of analgesic or steroid use over a
prolonged period. No previous history of upper GI
endoscopy, smoking or alcohol use was reported. She
had been on treatment for mild hypertension, which
was under control with medication.

[Table/Fig 1] Lesion before adrenaline njection

On examination, she was found to have pallor,
tachycardia about 103/min, normal BP and
respiration and puffiness of the face. Examination of
the chest was normal. The abdomen was mildly
distended, but otherwise unremarkable. Investigations
revealed an Hb of 6.1, PCV of 26 and raised urea and
near normal creatinine levels. Upper GI endoscopy
revealed a mucosal polypoid lesion with mild active
bleeding, towards the lesser curvature of the stomach,
close to the gastroesophageal junction. There were no
other abnormalities in the mucosa of the oesophagus,
the rest of the stomach or in the visible part of the
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duodenum up to the 2™ part. Injection was done with
epinephrine 1:10,000, with good control of bleeding.

[Table/Fig 2] Lesion after endoscopicadrenaline
injection

However, on day 2 of admission, she developed
hypotension and tachycardia and the Hb levels
dropped below the post sclerotherapy level.
Adecision was made to undertake surgery. During
the operation, an axial gastrotomy was done and at
the lower end of the anterior surface of the stomach,
the mucosa was inspected to locate the bleeding
point. The lesion was located close to the greater
curvature, on the posterior wall of the stomach. A
wedge gastrectomy was done and the full thickness of
the stomach surrounding the lesion was excised. The
patient improved following surgery, but later
developed pulmonary complications which needed
intensive care. She later recovered, became fully fit
and was discharged. Histopathology of the excised
lesion was reported as Angiodysplasia of the
stomach.

Discussion:

DLs occur without warning, presenting as severe
haematemesis, often requiring vigorous resuscitation
and urgent management, which may be endoscopic
[9], bandligation[10] or surgical methods. In this
case, we had tried Endoscopic injection which was
not successful and therefore, open surgery was
undertaken successfully.

DLs are often difficult to differentiate from other
vascular abnormalities of the stomach or other parts
of the GI tract, like vascular ectasias (GAVE),
angiodysplasias and cirsoid aneurysms. The criteria
used for their diagnosis depend on the location of the
bleeding vessel in the bowel wall and
size[11],[12],[13] The more common likelihood of
DLs occurring close to the lesser curve has been
thought to be due to the vessels which arise directly
from the left gastric artery. The defective vessel is
thought to force its way through the muscularis and

the mucosa and protrude into the lumen, thus
predisposing to trauma, rupture and bleeding[14].
Although it is suspected that this condition may be
due to a general abnormality of the gut vasculature,
no evidence has been found to show multiple DLs in
one organ or in multiple organs in the same patient.
However, two lesions close to each other have been
described by Dieulafoy and others.

Conclusion:

Even though Dieulafoy lesions are recognized
lesions, they are wusually not suspected until
endoscopy is done by a surgeon who is aware of its
distinctive appearance. Although the literature reports
a high number of lesions which are controlled
endoscopically, it was the experience in this study to
encounter one, which wasn’t. A high index of
suspicion and early endoscopic intervention seems to
be the answer to promptly control the bleeding
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