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ABSTRACT

Dieulafoy lesions (DLs) are dilated submucosal arterial structures visualized on endoscopy as bleeding foci on the superficial mucosa 
without erosion or ulceration. DLs account for 1–5.8% of acute non-variceal upper gastrointestinal bleeding cases. A 72-year-old male 
patient with known Alzheimer’s disease and coronary artery disease, being followed up at a nursing home, presented to our emergency 
department with foul-smelling, loose, and tarry stool. Esophagogastroduodenoscopy revealed a 3 mm DL immediately adjacent to the 
Z line in the distal esophagus, demonstrating a fresh blood clot without the appearance of a surrounding ulcer. Two endoscopic hemo-
clips were applied to this lesion. The patient was monitored at the intensive care unit for the following 2 days and later transferred to 
internal medicine inpatient unit. He developed hematochezia on the 8th day of hospitalization. Emergent rectosigmoidoscopy was per-
formed showing two separate 3 and 4 mm sized DLs, located immediately proximal to the dentate line. These lesions were successfully 
treated using two endoscopic band ligations. DLs can occur synchronously, albeit very rarely, and a careful search for multiple lesions 
is necessary to avoid further bleeding.

Keywords: Dieulafoy lesions; gastrointestinal bleeding; synchronous.

INTRODUCTION

Dieulafoy lesions (DLs) are dilated submucosal arterial struc-
tures visualifzed on endoscopy as bleeding foci on the superfi-
cial mucosa without erosion or ulceration. They are believed 
to be caused by localized mucosal ischemic damage and ac-
quired vascular ectasia eroding through atrophic mucosa. DLs 
account for 1–5.8% of acute non-variceal upper gastrointesti-
nal (GI) bleeding cases. Although DLs are generally asymp-
tomatic, melena is seen in 44%, hematemesis in 30%, both 
melena and hematemesis in 18%, hematochezia in 6%, and 
iron deficiency anemia in 1% among symptomatic cases.[1]

DLs are more commonly seen in men and older age group.[2] 

Comorbidities are present in 90% of patients, with the most 
common being cardiovascular disease, hypertension, diabetes 
mellitus, liver disease, and kidney failure.[3] Disease etiology 
includes nonsteroidal anti-inflammatory medication and an-
ticoagulant use, alcoholism, and fecalomas.[4] Approximately 

70% of DLs are detected in the stomach and of those gastric 
lesions, 75% are localized in the proximal stomach, especially 
within 6 cm of the gastroesophageal junction. DLs can also 
occur as a source of lower GI bleeding, developing along the 
GI tract, including the duodenum, jejunum, ileum, cecum, ap-
pendix, colon, and anal canal.[1,2] Here, we describe a peculiar 
case, presented with recurrent upper and lower GI bleeding 
at the same inpatient setting due to separate synchronous 
DLs in the esophagus and rectum, which were successfully 
treated using endoscopy.

CASE REPORT

A 72-year-old male patient with known Alzheimer’s disease 
and coronary artery disease, being followed up at a nursing 
home, presented to our emergency department with foul-s-
melling, loose, and tarry stool. At the time of presentation, his 
pulse was 126 beats/min, blood pressure was 126/86 mmHg, 
and melena was detected on rectal examination. The patient 
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was taking 20 mg/day memantine and 100 mg/day acetylsali-
cylic acid. His hemoglobin (Hb) level (11.9 g/dl), platelet count 
(531,000/mm3), and coagulation parameters were within nor-
mal limits. Esophagogastroduodenoscopy (Olympus, GIFHD 
190, Tokyo, Japan) revealed a 3 mm DL immediately adjacent 
to the Z line in the distal esophagus, demonstrating a fresh 
blood clot without the appearance of a surrounding ulcer 
(Fig. 1a). Two endoscopic hemoclips (QuickClip 2™ Olym-
pus) were applied to this lesion (Fig. 1b).

The patient was monitored at the intensive care unit for the 
following 2 days and later transferred to internal medicine 
inpatient unit. He developed hematochezia on the 8th day 
of hospitalization. His Hb level was 7.9 g/dl, and subsequent 
computed tomography angiography (CTA) demonstrated 
active extravasation from the distal rectum. Subsequently, 
an emergent rectosigmoidoscopy was performed (Olympus 
GIFHD 190, Tokyo, Japan) showing two separate 3 and 4 mm 
sized DLs, located immediately proximal to the dentate line 
(Fig. 2a). These lesions were successfully treated using two 
endoscopic band ligations (Speedband Superview Super 7™ 
Boston multiple band ligator), as shown in Figure 2b.

The patient was transfused with two units of erythrocyte 
suspension during the hospital stay. Since his hemogram pa-
rameters remained stable during the follow-up without any 
evidence of bleeding, he was discharged on the 10th day of 
hospitalization. The patient, who has been followed up by 
phone since then, has been taking low-dose acetylsalicylic 
acid for 5 months and no recurrent bleeding has occurred.

DISCUSSION

Although not common, DLs are severe and life-threatening 
causes of GI bleeding. They are most frequently localized in 
the stomach, they have also been described in the duode-
num, colon, esophagus, and rectum.[1,2,4] DLs are generally 
seen in a single localization, and to the best of our knowl-
edge, no case report presenting with synchronous DLs in the 
esophagus and rectum, was reported in the English literature 
before; thus, our paper is the first case report in this re-
spect. According to Reilly and Al-Kawas, only 49% of DLs 
are identified during the first endoscopic examination, 33% of 
patients require a second examination, and 18% require ex-
plorative laparotomy for an accurate diagnosis. DLs can easily 
be overlooked on endoscopy due to mucosal inflammation 
and lack of ulceration. Therefore, DLs must be suspected in 
all patients without a clear GI bleeding focus.[5,6] CTA must be 
considered when investigating less affected areas, such as the 
esophagus and rectum, as possible localizations of DLs. In the 
current case, CTA was performed because of hematochezia. 
The presence of active extravasation from the distal rectum, 
as demonstrated in CTA, indicates the need for a more care-
ful examination.

Hemostasis can be endoscopically achieved by mechanical 
methods, such as thermal or argon plasma coagulation, re-
gional epinephrine or cyanoacrylate injection, endoscopic 
band ligation, and hemoclip application in patients with 
DLs. Mechanical methods are generally more effective than 
sclerotherapy and coagulation techniques. The recurrent 
bleeding rate in mechanical therapy combined with epi-
nephrine injection is lower than that in monotherapy.[7–9] In 
the current case, hemostasis was achieved by endoscopic 
hemoclip application and band ligation to the lesions in the 
esophagus and rectum, respectively, without any recurrent 
bleeding.

Our case is highly peculiar because the patient presented 
with synchronous DLs in two different rare foci, as well 
as different presenting findings, such as melena and hema-
tochezia that developed within a week. In the available English 
literature, we found a report of a 3-year-old child with four 
different DLs detected in the stomach that was treated en-
doscopically.[10] Another case report described a 15-year-old 
child with a DL in the stomach that was first treated with 
injection sclerotherapy, but surgical treatment was required 
after recurrent bleeding and detection of a synchronous sep-
arate focus in the jejunum on CTA.[11] 

Conclusion
To the best of our knowledge, our patient is the first adult 
case in the literature in which synchronous DLs caused bleed-
ing both in the esophagus and the rectum, treated success-
fully with endoscopic approach. DLs can occur synchronously, 
albeit very rarely, and a careful search for multiple lesions is 
necessary to avoid further bleeding.
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Figure 1. (a) Dieulafoy lesion (white arrow) in the distal of the 
esophagus and (b) endoscopic hemoclips applied to the lesion.

(a) (b)

Figure 2. (a) Dieulafoy lesion (white arrow) in the rectum and (b) 
endoscopic band ligation to the lesion (white arrow).

(a) (b)
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  OLGU SUNUMU - ÖZ

Dieulafoy lezyonu: Bir hasta, iki farklı lokalizasyon
Dr. Ali Şenkaya, Dr. Ferit Çelik, Dr. Ahmet Ömer Özütemiz
Ege Ünversitesi Tıp Fakültesi, İç Hastalıkları Anabilim Dalı, Gastroenteroloji Bilim Dalı, İzmir

Dieulafoy lezyonu, erozyon veya ülserasyon olmaksızın, yüzeyel mukozada kanama odakları olarak endoskopide görüntülenen, dilate submukozal 
arter yapılardır. Dieulafoy lezyonları, akut varis dışı üst gastrointestinal kanama vakalarının %1–%5.8’ini oluşturur. Huzurevinde kalan Alzheimer has-
talığı ve koroner arter hastalığı olduğu bilinen 72 yaşında erkek hasta, acil servisimize kötü kokulu, cıvık kıvamlı ve katran renginde dışkı ile başvurdu. 
Özofagogastroduodenoskopide, distal özofagusta Z çizgisinin hemen proksimalinde 3 mm’lik bir Dieulafoy lezyonu izlendi ve çevreleyen ülser görü-
nümü olmaksızın taze bir kan pıhtısı görüldü. Bu lezyona iki endoskopik hemoklip uygulandı. Hasta işlem sonrasında iki gün yoğun bakım ünitesinde 
izlendi ve daha sonra serviste tedavi ve takibe alındı. Yatışının sekizinci gününde hematokezya gelişti. Yapılan rektosigmoidoskopide dentat hattın 
hemen proksimalinde yer alan iki adet 3 ve 4 mm boyutlu Dieulafoy lezyonu saptandı. Bu lezyonlara, iki endoskopik bant ligasyonu uygulanarak 
başarıyla tedavi edildi. Dieulafoy lezyonları çok nadir de olsa eşzamanlı olarak ortaya çıkabilir ve daha fazla kanamayı önlemek için birden fazla 
lezyonun dikkatli bir şekilde araştırılması gerekir.
Anahtar sözcükler: Dieulafoy lezyonu; gastrointestinal kanama; senkron.
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