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Upper gastrointestinal bleeding caused by simultaneous
dieulafoy's lesion and pre-pyloric peptic ulceration

Dieulafoy’s lezyon ile pre-pylorik tlserin eszamanli sebep oldugu st GIS kanama
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To the Editor

We present herein a case of massive upper gastro-
intestinal (GI) bleeding due to simultaneous Dieu-
lafoy's lesion and pre-pyloric peptic ulcer. To our
knowledge, there has been no previous report of
the simultaneous occurrence of these two different
causes of upper GI bleeding in the English litera-
ture.

An 84-year-old male patient admitted to our emer-
gency room with upper GI bleeding. He had mas-
sive hematemesis on admission. He had no history
of alcohol or non-steroidal anti-inflammatory drug
consumption or abdominal trauma. After initial
fluid resuscitation, the patient underwent upper
GI endoscopic examination. Endoscopy showed ac-
tive arterial bleeding through a pre-pyloric peptic
ulcer (1 cm in size) (Figure 1a). Bleeding was stop-
ped by heater probe coagulation. Parenteral pro-
ton pump inhibitor infusion was commenced. Re-
current bleeding through nasogastric suction oc-
curred 48 hours later. The second attempt at en-
doscopic examination revealed an actively ble-
eding Dieulafoy's lesion located in the posterior
wall of the gastric fundus (Figure 1b). A combina-
tion of sclerotherapy (2% aetoxysclerol) and heater
probe coagulation was applied to the lesion. The
post-endoscopic course was normal and the pati-
ent was discharged on the sixth day after admissi-
on.

Figure 1: a) Endoscopic image of bleeding pre-pyloric peptic
ulcer (1 cm)

Dieulafoy's lesion is usually located in the proxi-
mal stomach, generally along the lesser curvature.
It has, however, been found increasingly throug-
hout the GI tract (1, 2). The most widely accepted
explanation for the location of this lesion is based
on the gastric blood supply. Typically, an abnor-
mally large submucosal arterial vessel protrudes
through a solitary, minute mucosal defect and
ruptures spontaneously (3, 4).
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Dieulafoy’s lesion and pre-pyloric ulcer

Figure 1: b) The image of the bleeding Dieulafoy's lesion on
second endoscopic examination

REFERENCES

1. Arora A, Mehrotra R, Patnaik PK, et al. Dieulafoy’s lesion:
a rare cause of massive upper gastrointestinal haemorrha-
ge. Trop Gastroenterol 1991; 12: 25-30.

2. McClave SA, Goldschmid S, Cunningham JT. Dieulafoy’s
cirsoid aneurysm of the duodenum. Dig Dis Sci 1988; 33:
801-5.

3. Broberg A, Ihre T, Pyk E, et al. Exulceratio simplex as a

conceivable cause of massive gastric hemorrhage. Surg
Gynecol Obstet 1982; 154: 186-8.

179

Endoscopic methods have recently become the
standard as both diagnostic and therapeutic app-
roaches and have decreased mortality (5). In large
series, endoscopic hemostasis has been successful
in 85 to 96% of patients (6, 7). Angiographic the-
rapy is the alternative modality, but its role rema-
ins limited for gastric Dieulafoy’s lesion; the surgi-
cal intervention is reserved for failure of endosco-
pic and angiographic therapies.

As mentioned previously, there is no consistent as-
sociation with peptic ulcer disease. In our patient
with simultaneous Dieulafoy's lesion and pre-pylo-
ric peptic ulceration, the association might be inci-
dental. Because of missed bleeding from the gastric
Dieulafoy’s lesion, the patient re-bled and second
endoscopy was required. Less frequent causes of
upper GI bleeding, such as Dieulafoy's lesion and
its possible association with peptic ulceration, must
be in the endoscopist's armamentarium in the eva-
luation of the patient with upper GI bleeding.
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