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Abstract
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by the application of two hemoclips.

may culminate in the death of the patient fairly quickly.
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Background Colonic Dieulafoy’s lesions (DLs) are an extremely rare cause of acute gastrointestinal bleeding.
However, it could be presented from self-limiting, mild bleeding episodes up to recurrent, massive life-threatening

Case presentation \We present a case of 9-year-old female with recurrent attacks of hematochezia. The colonoscopy
showed actively bleeding Dieulafoy’s lesions at the rectosigmoid colon that was successfully managed endoscopically

Conclusion A prompt and accurate diagnosis in patients with a Dieulafoy’s lesion carries paramount importance. A
meticulous examination and proper resuscitation are a must because massive, uncontrolled bleeding from this lesion

Introduction

Dieulafoy’s lesions (DL) also called caliber-persistent
artery, submucosal arterial malformation, or solitary
exulceration simplex are defined by a dilated aberrant
submucosal vessel that erodes the overlying epithe-
lium without obvious ulceration [1, 2]. On histological
examination, there is no obvious abnormality in the arte-
rial wall, and there is no evidence of vasculitis or arte-
riovenous shunting [3]. The exact pathophysiology of a
Dieulafoy’s lesion is still unknown [2]. Dieulafoy’s lesions
represent a rare cause for acute gastrointestinal bleed-
ing that accounts for<2% [4, 5]. DL are common in the
proximal stomach along the lesser curvature near the
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esophagogastric junction, while they are extremely rare
in the colon.

Endoscopy remains the first diagnostic modality;
meanwhile, contrast-enhanced CT, angiography, and sur-
gical interventions are preserved for patients with diffi-
cult-to-diagnose or in patients with a failed endoscopic
diagnosis of management [2].

The difficulty in the endoscopic diagnosis of colonic DL
is owing to the small size of the lesion and the insufficient
visual field, especially in an acute setting, and poor prep-
aration [6].

Here, we present the case of a 9-year-old female patient
who experienced recurrent attacks of hematochezia sec-
ondary to colonic DL that was successfully managed
endoscopically. This case highlights the importance
of both careful endoscopic evaluation in investigating
gastrointestinal hemorrhage and consideration of rare
causes in the differential diagnosis of lower gastrointesti-
nal (GI) bleeding.
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Case presentation
A female patient, 9 years old, from Kazakhstan presented
to the emergency room (ER) with an attack of hema-
tochezia. She reported at least two similar attacks over
the last year for which she never sought medical advice.
There was no associated nausea, vomiting, diarrhea,
or abdominal pain. Her past medical and surgical his-
tory was unremarkable. The patient was admitted to the
hospital for evaluation of her condition. She was vitally
stable (BP was 110/70, PR 90 bpm) with unremarkable
clinical examination. There was no history of bleeding
from the skin or other orifices. Her laboratory investiga-
tions revealed a hemoglobin level of 13.5 g/dL (normal,
13.5-17.5 g/dL); platelet count of 230 x 10° (normal, 150—
450% 10°/L); hematocrit 45% (n=41-50%); international
normalized ratio (INR) 1.02 (n=0.8—1.1); total leucocytic
count 6.7x10° (normal, 3.5-10.5x10°/L); C-reactive
protein 5 (n=Iless than 10); blood urea nitrogen 20 mg/
dL (n=6-24 mg/dL); creatinine 0.9 g/dL (normal, 0.6—
1.2 mg/dL); serum sodium level 139 p/L (n=135-145
p/L); and serum potassium level 4.1 p/L (n=3.6-5.2 p/L).
An urgent colonoscopy was done, but unfortunately,
the patient was very poorly prepared so she was planned
for an elective colonoscopy after proper resuscitation
and preparation. The second colonoscopy was done and
revealed an active bleeding vascular lesion in the rec-
tosigmoid colon (Figs. 1 and 2). Careful observation
using the water immersion technique revealed pulsatile
bleeding from a diminutive vessel surrounded by nor-
mal mucosa, which confirmed the diagnosis of Dieula-
foy’s lesion. No diverticula, hemorrhoids, angioectasias,
or other mucosal lesions were identified. We successfully

Fig. 1 The presence of active oozing blood from colonic Dieulafoy’s
lesion
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Fig. 2 Colonic Dieulafoy’s lesion with narrowband image (NBI)

achieved endoscopic hemostasis with clipping (applica-
tion of two hemoclips) (Fig. 3).

The patient did not experience any immediate or
delayed post endoscopic complications, and she had no
clinical or laboratory evidence of ongoing or recurrent
bleeding.

Discussion

Colonic Dieulafoy’s lesions (DL) are rare (all extragastric
lesions ~ 5%), all are case reports, and they are one of the
most common causes of hidden and recurrent bleeding.
DLs “ulcers” account for less than 1% of GI hemorrhage.

Fig. 3 Application of hemostatic endoclip to colonic Dieulafoy’s
lesion achieving hemostasis
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Hematochezia accounts for only 6% of the presentations
[1]. There was no age or gender predominance for DL;
however, it is mentioned in some review articles that the
mean age of presentation was 66+ 17 years, with slight
male predominance [7].

The diagnosis of a Dieulafoy’s lesion poses a real signifi-
cant challenge. The difficulty in diagnosis of DL comes
from its common presentation with painless large-vol-
ume bleeding, which is difficult to distinguish from other
causes of lower gastrointestinal bleeding such as arte-
riovenous malformations or diverticular hemorrhage.
Even though the initial endoscopy may be efficient for
the initial diagnosis of up to 70% of the patients, several
endoscopies may be required if the source could not be
identified. As reported in the literatures, about 6% of
these patients may require three or more endoscopies to
establish a diagnosis of DL; this failure may be explained
by excessive blooding, blood clots, and/or subtle lesions
[8]. The successful location of Dieulafoy’s lesion could be
also achieved with capsule endoscopy but the drawbacks
of not allowing intervention [5].

Although there are no standard guidelines, the man-
agement of colonic Dieulafoy’s lesions is predominantly
endoscopic. Hemoclipping was always the best therapeu-
tic modality, as other therapeutic modalities, including
thermocoagulation, argon plasma coagulation, band ligation,
and endoscopic sclerotherapy. However, the combination
of multiple endoscopic techniques to achieve hemostasis,
including clipping, adrenaline injection, and laser coagula-
tion, has also been reported in the literature [9-11].

Rare cases were treated surgically with partial colec-
tomy in the setting of uncontrollable, life-threatening
lower gastrointestinal hemorrhage [9]. Selective angiog-
raphy was also reported in patients who failed endoscopic
therapy, for lesions beyond the reach of therapeutic
endoscopy, or in patient’s poor candidates for surgery [9].

Conclusion

This case illustrates a less common and more difficult-to-
identify source of gastrointestinal bleeding, a Dieulafoy’s
lesion. Although rare, colonic Dieulafoy’s lesions can be
presented with life-threatening bleeding that should be
considered in the differential diagnosis of acute lower
gastrointestinal bleeding. Bad bowel preparation may
mask diagnosis and further management. A good colo-
noscopy is a meticulous task.
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