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Introduction: Angiodysplasia, a rare cause of gastrointestinal (GI) bleeding, presents a spectrum of clinical manifestations from
anemia to life-threatening hemorrhage. This case study emphasizes the significance of considering intestinal vascular malformations
as a differential diagnosis, especially in the context of chronic anemia and GI bleeding. Jejunal angiodysplasia, though infrequent,
poses diagnostic challenges due to the hidden nature of the small bowel in the GI system.
Case presentation: A 23-year-old male presented with acute hematochezia and melena, necessitating prompt intervention.
Despite a normal esophagogastroduodenoscopy, colonoscopy was hindered, CT angiography could not be performed due to the
patient’s unstable condition, leading to a planned exploratory laparotomy. Surgical exploration revealed a mucosal vascular lesion in
the jejunum, prompting resection, and anastomosis. The patient’s postoperative course was uneventful, reinforcing the importance
of swift diagnosis and intervention.
Clinical discussion: Angiodysplasia’s pathogenesis remains unclear, with hypotheses implicating vascular endothelial growth
factor and submucosal changes. Challenges in management revolve around lesion localization and stabilizing hemodynamics,
necessitating a multidisciplinary approach. While endoscopy is often diagnostic and therapeutic, advanced modalities such as CT
angiography may be required. Literature review highlights diverse presentations and successful interventions, including embolization
and surgical resection.
Conclusion: Jejunal angiodysplasia demands a comprehensive diagnostic and therapeutic strategy. The presented case
underscores the pivotal role of endoscopy, embolization, and surgery in managing this condition. Timely diagnosis and intervention
are crucial for mitigating the impact of angiodysplasia, necessitating further research and collaborative efforts for improved
management of this rare condition.
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Introduction

Angiodysplasia constitutes an etiological factor in gastro-
intestinal (GI) bleeding, exhibiting a spectrum of clinical pre-
sentations. These manifestations encompass indicators of iron
deficiency anemia to concealed bleeding, and in severe cases, life-
threatening hemorrhage[1]. Being a rare condition, intestinal
vascular malformations should be ruled out as a differential
diagnosis for both chronic anemia and GI bleeding[2]. It is

considered a degenerative disease of previously normal blood
vessels. It is most frequently found in the ascending colon and
cecum (about 75%), with 15% located in the jejunum and ileum,
and the remaining 10% scattered throughout the rest of the ali-
mentary tract[3].

In alignment with the SCARE (Surgical CAse REport) guide-
lines, this case report has been prepared to ensure comprehensive
and standardized reporting of the clinical case[4].

Case presentation

A 23-year-old nonsmoker male, with a clear medical and family
history, presented with the acute onset of hematochezia and
melena within the preceding 12 h. On physical examination, he

HIGHLIGHTS

• Angiodysplasia presents diverse manifestations, from ane-
mia to life-threatening hemorrhage.

• Jejunal angiodysplasia diagnosis requires a multidisciplin-
ary approach due to hidden small bowel location.

• Surgery, including enterotomy and resection, remains
crucial for both diagnosis and treatment.

• A case study emphasizes successful surgical intervention in
identifying and treating jejunal angiodysplasia.

• Prompt diagnosis and intervention are essential, emphasiz-
ing the need for research and collaborative efforts.
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appeared pale, with a pulse rate of 128 per minute, a respiratory
rate of 33 per minute, and a blood pressure of 80/55 mmHg.
Abdominal examination revealed a soft, nondistended abdomen
with no collateral venous circulation, hepatomegaly, or
splenomegaly.

The patient was resuscitated by inserting two wide cannulas,
received 2 l of fluid (normal saline and Ringer lactate), and a
nasogastric tube was inserted to exclude upper GI bleeding.
Blood samples were taken for laboratory investigations.
Laboratory findings included a hemoglobin level of 6.4 g/dl,
platelet count of 440× 10^9 /l, and normal renal and liver
function tests.

The patient was then prepared for esophagogastroduodeno-
scopy (OGD) and colonoscopy. The OGD was normal, but the
colonoscopy could only pass up to the splenic flexure due to a
poor view. Therefore, CT angiography was planned, but the
patient became unstable; consequently, he received blood and
fresh frozen plasma. As a result, surgical interventionwas deemed
necessary.

The patient was taken to the operating room and underwent
laparotomy. Gross examination revealed that both the small and
large bowel were loaded with blood, raising suspicion that the
bleeding originated from the proximal small bowel. A multiple
clamps test was performed on the small bowel after milking the
small bowel lumen. After waiting for 10 min, a highly suspicious
area was identified 40 cm from the duodenojejunal flexure.
Enterotomy of the jejunum was performed, revealing a small
mucosal vascular lesion measuring 1.5 cm with an active bleed
(Figs 1, 2). Resection and anastomosis were performed, and the
patient was transferred to the ICU. He remained fasting for 48 h,
stayed in the hospital for 5 days, and was discharged in good
condition. A follow-up CT angiography on day 4 postoperation
showed normal findings.

Discussion

Intestinal vascular malformations are an infrequent occurrence
and should be considered as part of the range of potential dif-
ferential diagnoses for GI bleeding and chronic anemia[5].
Various hypotheses have been posited to elucidate the patho-
genesis of angiodysplasia. One theory proposes an association
between the vascular nature of angiodysplasia and elevated levels
of vascular endothelial growth factor, resulting in mucosal
hypoxia[6]. Another perspective suggests that chronic obstructive
changes within the submucosa could induce pressure on the
submucosal vessels, leading to their dilation[7].

Diagnosing the source of bleeding in jejunal angiodysplasia
(AD) may require a multidisciplinary team of gastroenterologists,
interventional radiologists, and surgeons, due to the small
bowel’s hidden nature in the GI system.While endoscopy remains
the gold standard for diagnosis and treatment of AD, CT
angiography, radiolabeled red blood cells, and surgery may be
necessary in some cases[8].

The macroscopic diagnosis of AD depends on the presence
of small (0.5–1 cm), red mucosal lesions on the mesenteric
border. Meanwhile, the histological diagnosis of angiodys-
plasia is based on the presence of mucosal vascular ectasias
associated with prominently dilated capillaries penetrating the
muscularis mucosae[9].

Angiodysplasia has been reported in patients with certain
predisposing conditions, such as liver disease, renal disease, Von
Willebrand disease, and aortic stenosis[10].

Challenges inmanaging angiodysplasia cases primarily revolve
around lesion localization and stabilizing the patient’s
hemodynamics[11]. While endoscopy serves as a valuable tool for
both diagnosis and treatment in many instances, more advanced
diagnostic modalities such as CT angiography with embolization
might be required for hemodynamically stable patients[11].

In considering potential differential diagnoses, it is imperative
to address peptic ulcer disease, given its association with upper GI
bleeding. Although our patient’s OGD was normal, acknowl-
edging the possibility of peptic ulcer disease presenting with
similar symptoms.

In 2021, Ali TA et al., reported a case involving a 71-year-old
woman presenting with hypovolemic shock due to lower GI
bleeding. Clinical examination revealed severe anemia and
melena, with laboratory tests indicating low hemoglobin and
impaired renal function. CT imaging identified a 1.2× 1.5 cm
vascular lesion along the duodenum, consistent with duodenal
angiodysplasia. Subsequent angiogram and coil embolization
successfully treated the lesion, preventing further arterial extra-
vasation. The patient experienced clinical improvement with no
complications reported during the 6-month follow-up, high-
lighting the efficacy of the interventional approach[11].
Additionally, in 2020, Alghamdi T et al., reported a case invol-
ving a 68-year-old male presenting with pallor, hematochezia,

Figure 1. Intraoperative finding of suspicious area 40 cm from Deudojejunal
flexure. The black arrow indicates the suspected area of the enterotomy.
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and iron deficiency anemia. Despite declining colonoscopy,
abdominal CT revealed abnormal contrast flocculation in the
small bowel and rectum, indicating angiodysplasia. Subsequent
surgical resection (20 cm) and histopathological examination
confirmed mucosal vascular ecstasies[12].

In another case of angiodysplasia reported in 2012, Olokoba
AB et al., documented two instances of colonic angiodysplasia.
The initial case involved an 85-year-old man experiencing con-
stipation, left-sided abdominal pain, and weight loss. A colono-
scopy revealed dilated tortuous blood vessels in the descending
colon, situated ~45 cm from the anal verge, indicating angio-
dysplasia. The second case featured a 30-year-old female trader
presenting with massive hematochezia and shock. Following
stabilization, colonoscopy uncovered an area of erosion with
mucosal blood clot about 27 cm from the anal verge, confirming
the diagnosis of angiodysplasia[13]. It is worth noting that in our
case, the colonoscopy could only progress up to the splenic
flexure due to a limited field of view.

In 2007, Coral RP et al., reported a case of a 65-year-old
womanwith recurrent melena and severe anemia due to duodenal
angiodysplasia. Despite three episodes of acute upper GI

bleeding, electrocoagulation successfully controlled the bleeding.
Further investigation revealed left renal artery obstruction and
atherosclerotic changes. Surgical exploration, including antrect-
omy and duodenectomy, followed by reconstruction with gas-
troenterostomy, effectively addressed the angiodysplasia[14].

Surgery, encompassing both open and laparoscopic approa-
ches, remains integral to the diagnostic and therapeutic aspects of
angiodysplasia management. Surgical interventions include
enteroscopy or segmental clamping of the bowel to directly
identify the source of bleeding. In complex cases, extensive bowel
resection might be necessary if the identification of the bleeding
source proves challenging. Considering the segmental or multi-
focal nature of angiodysplasia, a comprehensive examination of
the entire bowel should be conducted during exploration[1].

Furthermore, certain medical interventions, such as long-acting
somatostatin analogs, have demonstrated efficacy in reducing
rebleeding in patients with refractory small bowel angiodysplasia[15].
Suppression of vascular endothelial growth factor has also shown
promise in reducing bleeding episodes[16].

The presented case involved surgical intervention due to the
unstable condition of the patient. However, it is essential to
acknowledge a notable limitation in our study—the short follow-
up period.While the immediate postoperative course and findings
were reported, a more extended follow-up could provide valuable
insights into the long-term efficacy of the intervention and
potential recurrence of angiodysplasia-related complications.

Conclusion

Jejunal angiodysplasia presents with diverse clinical manifesta-
tions, ranging from anemia to life-threatening bleeding. This
study underscores the importance of a comprehensive diagnostic
and therapeutic approach. Endoscopy, embolization, and medi-
cal therapy play key roles, with surgery as a crucial option for
failed endoscopic management and unstable patients. The pre-
sented case illustrates the significance of prompt diagnosis and
intervention in mitigating the impact of angiodysplasia, high-
lighting the need for further research and collaborative efforts in
managing this rare condition.
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Figure 2. After enterotomy antimesentric vascular lesion with active bleeding
source (angiodysplasia).

Dabora et al. Annals of Medicine & Surgery (2024) Annals of Medicine & Surgery

2206



Author contribution

A.D., A.N., H.K., M.A., and A.R.: writing the paper; A.D., H.K.,
and A.R.: data collection and final approval of the report.

Conflicts of interest disclosures

Not applicable.

Research registration unique identifying number
(UIN)

‘Cannot be registered because they are not clinical studies’.

Guarantor

Avderrahaim Dabora, Hossam Khalifa, and Ahmed Rafei.

Data availability statement

No additional data are available.

Provenance and peer review

Not commissioned, externally peer-reviewed.

Acknowledgements

Assistance with the study: none.
Presentation: none.

References
[1] Alghamdi T. Angiodysplasia in terminal ileum: case report and review of

literature. Int J Surg Case Rep 2020;66:165–8.

[2] Tiwary SK, Hakim MZ, Kumar P, et al. Jejunal angiodysplasia causing
recurrent gastrointestinal bleeding presenting as severe anaemia and
melena. BMJ Case Rep 2015;2015:bcr2015212798.

[3] Akhtar AJ, Shaheen MA, Zha J. Organic colonic lesions in patients with
irritable bowel syndrome (IBS). Med Sci Monit 2006;12:CR363–7.

[4] Becq A, Rahmi G, Perrod G, et al. Hemorrhagic angiodysplasia of the
digestive tract: pathogenesis, diagnosis, and management. Gastrointest
Endosc 2017;86:792–806.

[5] Mustafa BF, Samaan M, Langmead L, et al. Small bowel video capsule
endoscopy: an overview. Expert Rev Gastroenterol Hepatol 2013;7:
323–9.

[6] Maeng L, Choi KY, Lee A, et al. Polypoid arteriovenous malformation of
colon mimicking inflammatory fibroid polyp. J Gastroenterol 2004;39:
575–8.

[7] Agha RA, Franchi T, Sohrabi C, et alfor the SCARE Group. The SCARE
2020 guideline: updating consensus Surgical CAse REport (SCARE)
guidelines. Int J Surg 2020;84:226–30.

[8] Tonea A, Andrei S, Andronesi D, et al. Dificultăţi de diagnostic şi trata-
ment chirurgical în angiodisplaziile tractului gastrointestinal [Difficulties
in diagnosis and surgical treatment of the angiodysplasia of the gastro-
intestinal tract]. Chirurgia (Bucur) 2008;103:513–28.

[9] Holleran G, McNamara D. An overview of angiodysplasia: management
and patient prospects. Expert Rev Gastroenterol Hepatol 2018;12:
863–72.

[10] Beg S, Ragunath K. Review on gastrointestinal angiodysplasia through-
out the gastrointestinal tract. Best Pract Res Clin Gastroenterol 2017;31:
119–25.

[11] Hara H, Ozawa S, Nabeshima K, et al. Successful laparoscopic surgery
combined with selective arterial embolization for bleeding due to jejunal
angiodysplasia: a case report. BMC Surg 2020;20:262.

[12] Ali TA, Ibrahim W, Tawab MA, et al. Duodenal angiodysplasia: a case
report. Egyptian J Radiol Nuclear Med 2021;52:1–5.

[13] Olokoba AB, Obateru OA, Olatoke SA. Angiodysplasia of the colon: a
report of two cases and review of literature. Niger J Clin Pract 2012;15:
101–3.

[14] Coral RP, Mastalir FP, Mastalir ET. Duodenal angiodysplasia: case
report and literature review. ABCD Arquivos Brasileiros de Cirurgia
Digestiva (São Paulo) 2007;20:127–9.

[15] Tortora A, Marmo C, Gasbarrini A, et al. Management of gastro-
intestinal bleeding in rendu-osler disease. Rev Recent Clin Trials 2020;15:
321–7.

[16] Elebiyo TC, Rotimi D, Evbuomwan IO, et al. Reassessing vascular
endothelial growth factor (VEGF) in anti-angiogenic cancer therapy.
Cancer Treat Res Commun 2022;32:100620.

Dabora et al. Annals of Medicine & Surgery (2024)

2207


