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Bleeding Dieulafoy’s Lesion in the Colon
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Discussion

A 69-year-old male was seen for inpatient evaluation with a
chief complaint of dark stools. He had a past medical history
of HIV, end stage renal disease (on hemodialysis), renal cell
cancer (status post excision and radiation), and autoimmune
hepatitis. He was initially admitted for fever and altered mental
status. He was found to be septic secondary to a right upper
extremity wound growing gram negative rods. He was treated
with piperacillin and tazobactam.

This case illustrates a less common and more difficult to
identify source of gastrointestinal bleeding, a Dieulafoy’s
lesion. A Dieulafoy’s lesion is defined as an aberrant submucosal vessel that erodes the overlying epithelium and occurs
in the absence of an associated ulcer.1 This is an arterial lesion
and is often very dilated compared with the caliber of typical
submucosal arteries. They are more commonly found in the
stomach, but have also been identified in the esophagus, small
bowel, and colon.2-5 There is no clearly defined etiology and no
specific identifiable triggers for bleeding. While the bleeding
episodes may be spontaneous and resolve quickly, they can also
be very severe and recurrent.

Three days after admission to the hospital, he had one episode
of bright red blood per rectum. His dose of aspirin was held.
Later that day, the patient had an additional three episodes of
dark red stool. He was started on intravenous pantoprazole. He
denied any symptoms of nausea, vomiting, hematemesis,
abdominal pain. Prior to the overt bleeding, his hemoglobin
was 8.5, which then dropped to 7.4 after the bleeding. On repeat
testing it was 6.5.
Of note, he had a reported large gastrointestinal bleed 18 years
prior to this presentation, with no defined etiology. He also had
a history of melena nine years prior and underwent esophagogastroduodenoscopy (EGD), which showed gastric and
duodenal ulcers. He then had recurrent melena six months prior
to the current hospital admission. At that time, EGD showed
ulcers and erosions in the duodenal bulb, without active
bleeding. His most recent colonoscopy was 15 years prior.
For evaluation of his current bleeding, he underwent EGD and
colonoscopy. The EGD was unremarkable, without any bleeding source identified. The colonoscopy showed fresh and old
blood with clots, throughout the colon. However, no bleeding
source was identified. The patient then underwent mesenteric
angiography, without identification of any bleeding source.
Due to continued bleeding, the following day he underwent CT
angiogram, which suspected that the source of bleeding might
be in the right colon. The patient then underwent repeat
colonoscopy, which showed a bleeding Dieulafoy’s lesion in
the proximal transverse colon. The lesion was successfully
treated with endoclips, with complete hemostasis achieved.
The patient had no further bleeding episodes and his
hemoglobin remained stable. He was discharged from the
hospital two days later and has remained stable in follow up.

The best diagnostic test for identification of a Dieulafoy’s
lesion is endoscopy. Although these lesions may be relatively
easily seen when there is active bleeding, they can be
notoriously difficult to identify when there is no active
bleeding. In the absence of bleeding, they may appear as a
raised bump or visible vessel. In select situations, endoscopic
ultrasound may assist in the diagnosis.5
There are various modalities that may be used to achieve
hemostasis, including epinephrine injection with cauterization
or endoclip placement.6-8 Historically, thermal coagulation was
the treatment of choice for achieving hemostasis. However, the
rebleeding rates have been reported as high as 50%.
Mechanical hemostasis has been found to be more effective
compared with injection therapy alone in achieving initial
hemostasis, reduced recurrent bleeding and reduced need for
emergency surgery.9 Endoscopic band ligation has also been
used, but has a significantly higher complication risk.10 For
these reasons, mechanical hemostasis with endoclip placement
is consider to be one of the preferred methods for the treatment
of bleeding Dieulafoy’s lesions. There are various options for
treatment if rebleeding occurs after initial endoscopic
hemostatsis. These options include repeat attempt at endoscopic hemostasis vs. angiographic embolization vs. surgical
resection.
In summary Dieulafoy’s lesions should always be considered in
cases of obscure overt gastrointestinal bleeding. Once identified, they generally respond well to initial endoscopic
hemostasis. However, close monitoring is required to assess for
potential rebleeding after initial treatment.

REFERENCES
1.

Lee YT, Walmsley RS, Leong RW, Sung JJ. Dieulafoy's
lesion. Gastrointest Endosc. 2003 Aug;58(2):236-43.
Review. PubMed PMID: 12872092.
2. Pollack R, Lipsky H, Goldberg RI. Duodenal Dieulafoy's
lesion. Gastrointest Endosc. 1993 Nov-Dec;39(6):820-2.
PubMed PMID: 8293911.
3. Anireddy D, Timberlake G, Seibert D. Dieulafoy's lesion
of the esophagus. Gastrointest Endosc. 1993 JulAug;39(4):604. PubMed PMID: 8365632.
4. Choudari CP, Palmer KR. Dieulafoy's lesion of the
duodenum; successful endoscopic therapy. Endoscopy.
1993 Jun;25(5):371. PubMed PMID: 8348889.
5. Lara LF, Sreenarasimhaiah J, Tang SJ, Afonso BB,
Rockey DC. Dieulafoy lesions of the GI tract: localization
and therapeutic outcomes. Dig Dis Sci. 2010 Dec;55(12):
3436-41. doi: 10.1007/s10620-010-1385-0. Epub 2010 Sep
17. PubMed PMID: 20848205.
6. Chen YY, Su WW, Soon MS, Yen HH. Delayed fatal
hemorrhage after endoscopic band ligation for gastric
Dieulafoy's lesion. Gastrointest Endosc. 2005 Oct;62(4):
630-2. PubMed PMID: 16185987.
7. Dulic-Lakovic E, Dulic M, Hubner D, Fuchssteiner H,
Pachofszky T, Stadler B, Maieron A, Schwaighofer H,
Püspök A, Haas T, Gahbauer G, Datz C, Ordubadi P,
Holzäpfel A, Gschwantler M; Austrian Dieulafoybleeding Study Group. Bleeding Dieulafoy lesions of the
small bowel: a systematic study on the epidemiology and
efficacy of enteroscopic treatment. Gastrointest Endosc.
2011 Sep;74(3):573-80. doi: 10.1016/j.gie.2011.05.027.
Epub 2011 Jul 29. PubMed PMID: 21802676.
8. Yamaguchi Y, Yamato T, Katsumi N, Imao Y, Aoki K,
Morita Y, Miura M, Morozumi K, Ishida H, Takahashi
S. Short-term and long-term benefits of endoscopic
hemoclip application for Dieulafoy's lesion in the upper GI
tract. Gastrointest Endosc. 2003 May;57(6):653-6.
PubMed PMID: 12709692.
9. Chung IK, Kim EJ, Lee MS, Kim HS, Park SH, Lee
MH, Kim SJ, Cho MS. Bleeding Dieulafoy's lesions and
the choice of endoscopic method: comparing the hemostatic efficacy of mechanical and injection methods.
Gastrointest Endosc. 2000 Dec;52(6):721-4. PubMed
PMID: 11115902.
10. Matsui S, Kamisako T, Kudo M, Inoue R. Endoscopic
band ligation for control of nonvariceal upper GI
hemorrhage: comparison with bipolar electrocoagulation.
Gastrointest Endosc. 2002 Feb;55(2):214-8. PubMed
PMID: 11818925.

