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ABSTRACT
Dieulafoy lesions are tortuous vascular malformations characterized by thick walled submu-
cosal arteries/large caliber arterioles protruding through a small mucosal defect surrounded
by normal mucosa. They can occur in the jejunum/ileum and can cause massive, life-
threatening GI bleeding. We present an 80-year-old female with three weeks of black tarry
stools, progressive dyspnea on exertion and generalized body weakness with no significant
findings on Esophagogastroduodenoscopy (EGD). Push enteroscopy revealed a Dieulafoy
lesion in the proximal jejunum and an overlying clot, with oozing of blood noted after clot
removal. The lesion was treated with Argon plasma coagulation (APC) and a post-APC fleshy
protuberance was clipped to secure hemostasis. It is therefore important to keep a high index
of suspicion for jejunal/ileal Dieulafoy lesions in patients with massive GI bleeding of unclear
etiology on EGD/colonoscopy.
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An 80-year-old female presented with three weeks of
black tarry stools, progressive dyspnea on exertion and
generalized body weakness. She denied hematemesis,
abdominal pain or recent Nonsteroidal anti-inflamma-
tory drug (NSAID) use, and was up to date with color-
ectal cancer screening. Esophagogastroduodenoscopy
(EGD) showed no significant findings to explain her
severe anemia.

Push enteroscopy revealed a Dieulafoy lesion in
the proximal jejunum and an overlying clot, with
oozing of blood noted after clot removal (Figure 1).
The lesion was treated with Argon plasma coagula-
tion (APC). There appeared to be a 5–6 mm fleshy

protuberance post-APC (Figure 2), which was
clipped (Figure 3), and hemostasis was achieved.
She was subsequently discharged from the hospital
with no complications.

Dieulafoy lesions are tortuous vascular malfor-
mations characterized by thick walled submucosal
arteries/large caliber arterioles protruding through
a small mucosal defect surrounded by normal
mucosa [1–4]. They are uncommon lesions and
contribute to 1–2% of acute Gastrointestinal (GI)
bleeds [3,5]. Dieulafoy lesions can occur through-
out the GI tract- typically in the stomach (61 –
82%) and duodenum (15%), but may be seen in
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Figure 1. Dieulafoy lesion in the proximal jejunum with
active bleeding.

Figure 2. Dieulafoy lesion in the proximal jejunum treated
with Argon plasma coagulation.
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the jejunum or ileum (1%) [5]. Dieulafoy lesions
are more commonly seen in elderly males and
often associated with NSAID use causing mucosal
atrophy and ischemia. However, it may be seen in
females without NSAID use. Small mucosal defect
and intermittent bleeding can make it difficult to
diagnose Dieulafoy lesions but active bleeding may
be beneficial in identifying the lesion during EGD
[4]. Endoscopic management options include
banding, clipping, electrocautery, cyanoacrylate
glue, sclerotherapy, epinephrine injection, and
laser photocoagulation.

Dieulafoy lesions can cause massive, life-
threatening GI bleeding. It is therefore important
to keep a high index of suspicion for jejunal/ileal
Dieulafoy lesions in patients with massive GI
bleeding of unclear etiology on EGD/colonoscopy.
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Figure 3. Dieulafoy lesion in the proximal jejunum followed
by clipping of 6 mm fleshy protuberance.
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