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Abstract

A Dieulafoy’s lesion is described as a tortuous, dilated aberrant submucosal vessel that can
penetrate through the mucosa and rupture spontaneously, resulting in severe gastrointestinal
bleeding. The lesion is most commonly found in the proximal stomach. Historically, it has had
up to an 80% mortality rate because of its tendency to cause intermittent but severe bleeding
and diagnostic challenges. We report a case of a young male with recurrent severe upper
gastrointestinal bleeding with extensive prior investigations failing to reveal the source of
bleeding. Computed tomography angiography of the abdomen correctly identified Dieulafoy’s
lesion of the stomach, and it was subsequently confirmed and successfully treated with
interventional radiology (IR)-guided mesenteric angiography and embolization.
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Introduction

Dieulafoy’s lesions are tortuous, dilated aberrant submucosal arteries that can erode through
the mucosa and rupture spontaneously and result in severe gastrointestinal (GI)

bleeding [1]. The lesions are most commonly found in the proximal stomach, along the lesser
curvature within 6 cm of gastroesophageal junction [2]. There have also been cases reported in

the esophagus, duodenum, small intestine, and colon [3-4]. They account for 1-2% of all

GI bleeding [2-4] and 6% of all upper GI nonvariceal bleeding [2, 4]. They have up to an 80%
mortality rate because of their tendency to cause intermittent but severe bleeding and
diagnostic challenges [3]. We report a case of recurrent severe upper GI bleeding due to a
Dieulafoy’s lesion of the stomach, which was seen on computed tomography angiography (CTA)
of the abdomen and subsequently confirmed and successfully treated with interventional
radiology (IR)-guided mesenteric angiography and embolization.

Case Presentation

A 39-year-old Hispanic male presented with the sudden onset of melena and painless massive
hematemesis. He denied use of tobacco and alcohol and had no history of nonsteroidal anti-
inflammatory drug use. His past medical history was significant for gastroesophageal reflux
disease and similar complaints of melena and hematemesis eight years previously. Extensive
prior investigations, including computed tomography (CT) of the abdomen and pelvis,
esophagogastroduodenoscopy (EGD), and nuclear medicine scan, failed to reveal the source of
bleeding. Informed patient consent was obtained. He was hemodynamically stable at the time
of presentation; however, his hemoglobin dropped from a baseline of 13 g/dl to 8 g/dl. The EGD
showed a mild reflux esophagitis, acute duodenitis, and gastric varices in the fundus of the
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stomach. CTA of the abdomen showed a small tangle of abnormally enlarged tortuous bleeding
vessels along the posterior cardia of the stomach with the absence of an early venous return,
suggestive of multiple Dieulafoy’s lesions, as shown in Figure /. An IR-guided mesenteric
angiogram was subsequently performed with successful coil embolization of multiple
Dieulafoy’s lesions arising from the proximal splenic artery and coursing through the region of
the gastric cardia and fundus, as shown in Figures 2-3. The patient had an uneventful recovery
and he was discharged home. He did not have any recurrence of bleeding, and his hemoglobin
was stable at a three-month follow-up visit.

FIGURE 1: CTA of the abdomen showing a small tangle of
enlarged tortuous blood vessels along the posterior cardia of
the stomach.
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FIGURE 2: Celiac angiogram showing multiple hypertrophied,
tortuous, non-tapering vessels arising from the proximal
splenic artery.

FIGURE 3: Successful coil embolization of multiple Dieulafoy’s
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lesions arising from the proximal splenic artery.

Discussion

This case presented a classic example of hematemesis and illustrated the diagnostic

challenge of identifying a Dieulafoy’s lesion in the absence of active bleeding. An extensive
diagnostic evaluation was performed with laboratory tests, CT scan of the abdomen and pelvis,
esophagogastroduodenoscopy, and nuclear medicine scan; however, the etiology was not found
until CT angiography of the abdomen was performed, which suggested the presence of
Dieulafoy’s lesion. A subsequent IR-guided mesenteric angiogram confirmed the diagnosis and
provided means of treatment by embolization.

Bleeding episodes in patients with Dieulafoy’s lesions are usually self-limited but often
intermittent and profuse [2]. Patients are often asymptomatic until they present with a massive
upper gastrointestinal hemorrhage. Endoscopy is the diagnostic modality of choice to detect
Dieulafoy’s lesion, which is seen as an active arterial pumping in an area without an associated
mass or ulcer. However, due to the intermittent bleeding pattern of Dieulafoy's lesion,
endoscopy often fails to provide an accurate diagnosis [2-4]. This is especially true in the
absence of active bleeding as the surrounding mucosa is normal and there is no ulceration [3-4].
Endoscopy may also be unrevealing if the bleeding is brisk and blood pools up in the fundus of
the stomach, obscuring the anatomy [3]. Dieulafoy’s lesions have also been known to be
mistaken for other entities, such as arteriovenous malformations, aneurysms, Mallory-Weiss
tears, and gastric varices, such as in our case, causing further diagnostic dilemma [3]. A recent
review article suggested CT angiography as a diagnostic modality in cases where

endoscopy fails to reveal the correct diagnosis [3]. Our case did support using CT angiography
after failed endoscopy as it can recognize aberrant tortuous submucosal vessels. The lesions can
then be confirmed and treated with minimally invasive angiography and selective arterial
embolization [5]. The risk of rebleeding from Dieulafoy's lesions has been reported to range
between 9-40% [4]; hence, there is a need to closely follow patients in the post-procedural
period to monitor for potential rebleeding.

Conclusions

The diagnosis of Dieulafoy’s lesions presents a formidable challenge for physicians and
radiologists. Endoscopy is the diagnostic modality of choice, but it may be unrevealing due to
the small size of the Dieulafoy’s lesion, normal appearance of surrounding mucosa, and
intermittent bleeding patterns. Contrast-enhanced CT and angiography can be helpful in cases
where initial endoscopy fails to reveal the diagnosis of Dieulafoy’s lesion and can offer
minimally invasive therapeutic alternatives to surgical resection through selective arterial
embolization.

Additional Information
Disclosures

Human subjects: Consent was obtained by all participants in this study.
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