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BACKGROUND

A Diculafoy lesion 1s a rare but important cause of gastrointestinal bleeding. It
accounts for 1-2% of acute gastrointestinal bleeds. This aberrant artery does not
reduce 1n size when 1t extends from the submucosa to the mucosa resulting in severe
arterial bleeds from tiny vessel stumps.
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CASE

A 65-year-old man with multiple comorbidities, including heart failure, diabetes
mellitus type II, and hypertension, presented hypotensive with melena and
diaphoresis. The patient endorsed the recent use of ibuprofen and aspirin for pain.
The patient was started on 1ntravenous pantoprazole and taken for
esophagogastroduodenoscopy (EGD), demonstrating adherent blood clots and blood
pooling in the stomach (Images 1.1 to 1.4). There was no visualization of an active
bleeding source. Ongoing melena prompted a second and, later, a third EGD without
significant findings (Images 2.1 to 3.4). Furthermore, two CT angiograms did not
reveal an active source of bleeding. The patient was scheduled for enteroscopy and
capsule endoscopy to visualize potential lesions 1n the small intestine. During this
examination, a visible vessel consistent with a Dieulafoy lesion was noted between
two folds 1n the gastric body midway between the lesser and greater curvature.

The lesion required five clips and endoscopic epinephrine injections to control the
hemorrhage. Overall, the patient received 15 units of pRBCs, four units of fresh
frozen plasma, and two platelet concentrates.
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DISCUSSION

This case highlights an important cause of an obscure acute gastrointestinal bleed
which 1s frequently challenging to visualize. Patients with Dieulafoy’s lesions tend to
require multiple endoscopic procedures as the diagnostic yield of the first endoscopy
ranges around 70%. Males tend to be two times more affected than females. The
usual age group lies within the sixth or seventh decade with risk factors including
chronic kidney disease and cardiovascular diseases. The concomitant use of NSAIDs 1. - Esophagus, 1.2 — Gastric antrum , 1.3 — Gastric fundus , 1.4 —Second part of duodenum
increases the risk of mucosal damage and localized atrophy, revealing the aberrant

2. — Esophagus 2.2 — Gastric fundus , 2.3 — Duodenal bulb , 2.4 Second part of —duodenum

artery. Furthermore, ongoing bleeds and the need for multiple blood transfusions
increase the risk for volume overload and other transfusion-associated injuries
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3. - GE junction 3.2 — Gastric antrum , 3.3 — Gastric fundus , 3.4 — Gastric body

contributing to an estimated mortality rate of 9% and 13%. 4. — Dieulafoy in midgastric body , 4.2 — Bleeding Dieulafoy vessel, 4.3 — Status post local epinephrine and endoclips



