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Abstract 

Dieulafoy lesion (DL) is a rare cause of gastrointestinal system (GIS) bleeding. DL is responsible for 0.3-6.7% of 

upper GIS bleeding. While the majority of DL is located nearly of the gastroesophageal junction in the stomach, it is 

rarely observed in other parts of the gastrointestinal system. Therapeutic endoscopy is recommended as the preferred 

method for initial treatment of DLs. Adrenaline injection is used alone or in combination with other endoscopic 

methods in treatment. It has a high mortality rate when diagnosis and treatment is delayed. 

 

Introduction 

Dieulafoy Lesion (DL) is a rare cause of Gastrointestinal System (GIS) bleeding that occurs as a result of the opening 

of a large pulsatile artery into the lumen from a mucosal tear surrounded by normal mucosa, which is frequently 

observed in the proximal part of the stomach [1,2]. It was named after the French doctor Paul Georges Dieulafoy 

(1839–1911). He first described this phenomenon in 1898. DL is responsible for 0.3-6.7% of upper GIS bleeding [3]. 

The lesion occurs predominantly in the proximal of the stomach but is also reported in the extra gastric regions. While 

the majority of DL is located in the stomach close to the gastro-esophageal junction, it is rarely seen in other parts of 

the gastrointestinal tract [4-6]. Endoscopy is effective and safe method for DL treatment in today's diagnosis and 

treatment. Hemoclip application, injection therapy, thermal probe application, laser therapy and endoscopic band 

ligation are the endoscopic techniques used in the treatment. Mechanical endoscopic hemostasis methods provide 

permanent hemostasis in up to 100% of cases [7-11]. It has a high mortality rate when diagnosis and treatment is 

delayed. In our study, we present two cases of upper GI bleeding arising from DL in the duodenum treated with APC 
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and Hemoclip application. In this study, the endoscopic appearance of DL, difficulties in diagnosis of the lesion and 

its treatment are discussed. 

 

Case Presentation 

Case Introduction 1 

A 78-year-old female patient was admitted to the emergency room with lassitude and black stool for 2-3 days. She 

had no previous history of gastrointestinal bleeding, ulcer, alcohol abuse or NSAID use, but she was using coumadin 

for AF. On clinical examination, there was no significant finding except pallor. Hemoglobin was 6.78 gm / dl and 

hematocrit was 18%. Inr: 5.5 of the coagulation parameters. Platelet count was normal. Nasogastric aspirate was 

clear. 

Upper GI endoscopy: No bleeding focus was found in the esophagus and stomach in the upper GI endoscopy. Since 

fresh blood was seen in the postbulbar duodenum, an enteroscopic examination was started. An active bleeding 

dialefoy lesion was detected in the second part of the duodenum, 1 cm distal to the major papilla in the patient with 

normal bulbus (Figure 1). This lesion could only be seen clearly with a duodenoscope. Argon plasma coagulation 

was applied to the bleeding artery. The argon gas flow rate and the electrical power were set at 2 lt/min and 20 W, 

respectively. After the bleeding was controlled, 2 hemoclips were placed. 
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Figure 1: Visible vessel protruding through a small mucosal defect (case 1). 

 

It was learned that the patient did not have any complaints suggesting bleeding in the polyc controls after being 

discharged. 

 

Case Introduction 2 

A 90-year-old male patient was admitted to the emergency department with a black stool for 1 day. It was learned that 

he had a history of hospitalization due to endoscopy and GIS bleeding recently. Hemoglobin was 4.8 gm / dl and 

hematocrit was 15%. There was a history of intermittent NSAID intake, and coagulation parameters were normal. On 

clinical examination, there were no significant findings except tachycardia (Heart rate - 105 / minute). No bleeding 

focus was found in the esophagus and stomach in the upper GI endoscopy. No active ulcer was seen in the duodenum. 

When fresh blood was seen in the lumen distal to the second continent of the duodenum, it was started to be examined 

by enteroscopy. 
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Double Balloon Enteroscopy Report: High flow rate, thought to be arterial bleeding was observed in the distal of 

the 3rd continent of the duodenum, at the beginning of the 4th continent. The bleeding point could not be seen clearly 

from the contraction. Dilute adrenaline injection was applied around the bleeding area and argon plasma coagulation 

was applied and bleeding control was cried. Afterwards, 3 hemoclips were placed in the area where APC was applied 

(Figure 2). 

 

 

Figure 2: Hemoclips were placed in the area (case 2). 

 

The patient was followed up. In the endoscopy performed after being discharged, normal mucosa was observed in the 

affected area. No active bleeding focus was found. 

 

Discussion 

DL is a rare cause of upper gastrointestinal bleeding. It is responsible for 0.3-6.7% of all upper GIS bleeding [6]. In a 

large case series of 900 cases from India, DL was observed in only six (0.67%) cases of upper GIS bleeding [4]. 

Duodenal DL is rare [12]. Similar lesions have been described in the esophagus [2,14], jejunum and colon [2,15,16].  



www.megajournalofcasereports.com 5 

In previous studies, the success of diagnosing in the first endoscopy was achieved in only half of the cases. However, 

with the increasing awareness of pathology among physicians over time, it is seen that the success of defining the 

lesion in the first endoscopic examination reached 90% of the cases [3]. In the second patient, the lesion was initially 

overlooked on the first endoscopies. The correct diagnosis could only be reached in the endoscopy performed by us, 

with active bleeding. We assume that if the patient had not actively bleeding during the procedure, the diagnosis of 

the lesion would be difficult. 

Therapeutic endoscopy is recommended as the preferred method for initial treatment of DLs [2,3,17,18]. Adrenaline 

injection is used alone or in combination with other endoscopic methods in treatment as bipolar and monopolar 

electrocoagulation, heater probe, laser photocoagulation, hemoclip and Endoscopic Band Ligation (EBL) [2,3,17]. 

Some Japanese groups have suggested using vascular clips on DLs as an effective and safe method of hemostasis in 

thin-walled organs such as the duodenum [14,18]. Nikolaidis et al. Reported that bleeding was successfully controlled 

in 96% (n = 22/23) of patients with Dieulafoy-like lesions treated with EBL [9]. In their study on the effectiveness of 

hemostatic methods used in the treatment of DL patients, Chung et al. [8] showed that mechanical hemostasis 

methods such as EBL and hemoclipping are superior to injection methods in controlling bleeding and preventing 

recurrent bleeding. Surgical ligation is only required in less than 5% of cases when endoscopic treatments fail in 

today’s conditions [3,9,12]. Angiography and embolization are other alternative methods. It is another treatment 

option used in patients who have failed endoscopic treatment and are not suitable for surgical treatment [19]. 

 

Result 

In conclusion, duodenal DL is a rare but important cause of recurrent and prominent upper GI bleeding. 

Early awareness and endoscopy during the bleeding period are essential for correct diagnosis. Endoscopic adrenaline 

injection and mechanical methods are very successful in controlling bleeding. 
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