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Abstract 

Dieulafoy’s ulcer is a rare but potentially life, threatening vascular anomaly of the gastrointestinal tract. It is 
characterized by the erosion of the wall of a submucosal artery, most commonly in the stomach, though it can also occur 
elsewhere along the digestive tract. While the gastric location is most frequently reported, extragastric cases, 
particularly in the small intestine, have also been described. This lesion is often associated with significant 
gastrointestinal bleeding, which may be severe or even fatal. Prompt diagnosis is essential to ensure appropriate 
therapeutic intervention, usually endoscopic, and to prevent serious complications such as perforation or massive 
hemorrhage. 

We present a rare case of Dieulafoy’s ulcer located in the duodenum, an uncommon site, and discuss the diagnostic and 
therapeutic challenges it poses, as well as its relevance in the management of gastrointestinal bleeding.  
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1. Introduction

Dieulafoy’s lesion (DL) is a an uncommon but potentially fatal cause of gastrointestinal hemorrhage. It represents a 
vascular malformation characterized by a small, abnormally dilated artery that follows a tortuous path within the 
submucosa [1]. Although considered congenital, the frequency of DL appears to increase with age [2]. Dieulafoy’s lesions 
account for approximately 1% to 5.8% of cases of acute gastrointestinal bleeding [3,4], often presenting as sudden, 
massive hemorrhage that can lead to hemodynamic instability or even death. 

The stomach is the most common site of involvement, while duodenal lesions are much less frequent, comprising only 
around 15% of cases [5]. Endoscopy is the most effective diagnostic tool, allowing identification of up to 70% of lesions 
[2]. Typical endoscopic features include an isolated protruding vessel surrounded by normal-appearing mucosa, or less 
commonly, a small round or oval superficial ulcer [6,7]. The visible vessel typically measures between 1 and 3 mm in 
diameter [8]. The lesion may be actively bleeding, either spurting or oozing, or may be obscured by an adherent clot [6]. 

Despite the potentially life-threatening nature of this condition, there are no established guidelines for its management, 
particularly for duodenal lesions, which remain sparsely reported in the literature. In this report, we present a case of 
duodenal DL successfully diagnosed and treated endoscopically, with informed consent obtained from the patient 
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2. Case presentation 

We report the case of an 82-year-old woman with past medical history of hypertension, diabetes, myocardial infarction 
treated with stenting, complicated by atrial fibrillation. She was on dual antiplatelet therapy as well as on a direct oral 
anticoagulant. 

The patient was admitted for evaluation of melena that had persisted for two days prior to admission. There was no 
hematemesis, abdominal pain, or other digestive or extra-digestive symptoms.  

Upon initial examination, she was conscious, with a Glasgow score of 15, a heart rate of 105 bpm, and a blood pressure 
of 120/80 mmHg. Her abdomen was soft, with no signs of peritoneal irritation or palpable masses. Digital rectal 
examination confirmed melena. The patient did not show any signs of heart failure. 

Laboratory tests revealed hypochromic microcytic anemia (hemoglobin 8.7 g/dL), with preserved renal function and 
normal prothrombin time. She received two units of packed red blood cells given continuous active bleeding. 

After hemodynamic stabilization (fluid resuscitation, transfusion, etc.), an esophagogastroduodenoscopy (EGD) was 
performed. It showed normal esophageal mucosa, fresh blood in the stomach and duodenal bulb, and an actively 
bleeding point on normal-appearing mucosa in the first portion of the duodenum (Figure 1). Bleeding resumed after 
lavage, suggestive of a Dieulafoy’s ulcer. 

Endoscopic hemostasis was achieved with local adrenaline injection followed by placement of two hemoclips, which 
successfully controlled the bleeding. (Figure 2) 

 

Figure 1 Dieulafoy’s lesion: active bleeding from the duodenum 

 

 

Figure 2 Treatment of Dieulafoy’s lesion with two hemostatic clips 
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No further bleeding occurred after the endoscopic treatment, and the patient's stool cleared 24 hours later. 

The patient was hospitalized for 8 days and discharged with a hemoglobin level that stayed stable around 10 g/dL after 
receiving oral iron supplementation. 

3. Discussion 

The Dieulafoy lesion is a vascular malformation of the gastrointestinal tract (GIT), first described in 1898 by French 
surgeon Paul Georges Dieulafoy as 'exulcerated simplex. It is a rare cause of life-threatening gastrointestinal bleeding, 
accounting for approximately 1% to 2% of all cases and 6.5% of non-variceal upper gastrointestinal bleeding [9][10]. 

In adults, Dieulafoy lesions are found twice as frequently in men as in women (2:1) [11]. Although Dieulafoy lesions can 
occur in all age groups, they are most common in elderly individuals, particularly in their fifth decade, often 
accompanied by multiple comorbidities such as cardiovascular disease, hypertension, chronic kidney disease, and 
diabetes mellitus, as well as prolonged use of certain medications, including NSAIDs and anticoagulants [12]. 

Dieulafoy lesions are often asymptomatic unless the overlying mucosa erodes, leading to bleeding. Symptoms are 
related to blood loss, which can result from either intermittent or massive gastrointestinal hemorrhage. Melena is the 
most common presentation, followed by hematemesis, hematochezia, iron deficiency anemia (IDA), hemoptysis, or 
hemodynamic instability. In rare cases, a Dieulafoy lesion of the gallbladder may present with upper abdominal pain 
without obvious bleeding [13]. 

A biopsy is not recommended for diagnosing Dieulafoy lesions due to the increased risk of bleeding. Histological 
examination of the lesion has shown a normal artery with occasional amyloid deposits [14]. 

Macroscopically, the lesion appears as a pseudopolyp. Actively bleeding lesions have an arterial size of 1 to 2 mm, with 
arterial spurting and mucosal erosions up to 5 mm in size. Microscopically, the artery contains an elastic lamina and 
extends into the muscularis mucosae. Dieulafoy lesions can be distinguished from gastric ulcers histologically by the 
absence of subintimal fibrosis and mucosal inflammation [15]. 

Direct endoscopic visualization of the Dieulafoy lesion is the gold standard method for diagnosis. Most patients are 
diagnosed after a single endoscopy; however, poor visualization of the GIT due to blood or food particles may necessitate 
multiple procedures. The endoscopic visual diagnostic criteria required for diagnosing a Dieulafoy lesion are as follows: 

• Normal mucosa surrounding small mucosal lesions with active pulsatile bleeding less than 3 mm in size. 
• Visualization of a protruding vessel from a slight defect or normal mucosa. 
• Observation of a fresh clot attached to a defect in the normal mucosa [16]. 

There is no consensus on the treatment of Dieulafoy lesions. Several endoscopic treatment options are available, 
including local injection of epinephrine, sclerotherapy, thermal or argon plasma coagulation, banding, and 
hemoclipping. The choice of therapeutic technique will depend on the clinical presentation, lesion site, and available 
surgical and endoscopic expertise [5]. 

Mechanical hemostasis, including banding and hemoclips, is the safest and most effective treatment [18]. A study by Alis 
et al. showed that endoscopic band ligation (EBL) was associated with a lower risk of recurrent bleeding and a shorter 
hospital stay compared to sclerotherapy [17]. Hemoclipping has proven to be effective in treating Dieulafoy lesions, 
with a success rate of 95% [19]. Combination therapy yields better outcomes than monotherapy for treating Dieulafoy 
lesions. During endoscopic treatment, the bleeding site is often marked with India ink to facilitate future identification 
in case of recurrent bleeding [20]. If endoscopic treatment fails, surgical options such as wide wedge resection or 
partial/wedge gastrectomy are performed. 

The mortality and morbidity associated with Dieulafoy lesions have decreased significantly to 8.6% since the advent of 
endoscopy [21]. Hemostasis is successfully achieved in 80 to 85% of cases treated with endoscopy.  

4. Conclusion 

Due to the subtle nature of the disease, it is often initially missed, leading to delayed treatment and subsequent adverse 
complications. The most common complication is massive spontaneous gastrointestinal hemorrhage, which can be fatal 
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if left untreated. Intermittent blood loss can lead to iron deficiency anemia (IDA) and, in severe cases, hemodynamic 
instability. In some cases, it may worsen pre-existing comorbidities. Several effective endoscopic techniques are 
available to control bleeding. The combination of injection therapy and mechanical therapy reduces the risk of 
rebleeding.  
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