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Dieulafoy’s lesion of the anal canal: Report of a case

Anal kanalda dieulafoy lezyonu: Olgu sunumu
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Background/aims: Dieulafoy’s lesion of the anal canal is a
very rare clinical case. Although it was first described in the sto-
mach, there has been an increasing frequency, especially in the
last decade, of reports of the lesion in the colorectal region.
Methods: Herein, we report one case presenting with massive
hematochezia requiring multiple blood transfusions due to a
Dieulafoy’s lesion in the anal canal. To our knowledge, this is
the fourth case in Medline. Surgical oversewing was attempted
twice but rebleeding occurred, and local excision through the
anal canal was performed. Results: The patient was treated
successfully with mucosectomy including the lesion. Conclusi-
ons: Sclerotherapy, alcohol and epinephrine injection, thermo-
coagulation and selective arterial embolization are the options
of therapeutic endoscopy and interventional radiology. As for
surgical management, oversewing is an alternative technique.
Houwever, in our opinion, because of the recurrent and life-thre-
atening manner of this arterial bleeding pattern, local excision,
if possible, is the most reliable management of the disease.
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INTRODUCTION

Dieulafoy’s lesion is one of the rare causes of mas-
sive lower gastrointestinal bleeding. The lesion
typically consists of a submucosal arteriole ble-
eding through a very small mucosal defect usually
on the lesser curve of the stomach; similar lesions
have also been described in the esophagus, small
intestine, colon, rectum and anal canal (1-3). In
this paper, we report a patient with massive he-
matochezia and our surgical management.

CASE REPORT

A 67-year-old female patient with a past medical
history significant for essential hypertension,
chronic renal failure and tuberculosis was admit-

Amag: Dieulafoy lezyonunun anal kanalda goriilmesi oldukca
nadirdir. Ilk kez mide de goriilmiis olmasina karsin, ézellikle
son yullarda bu lezyonlarin kolorektal bolgede goriildiigiinii bil-
diren yayinlarin sayisi giderek artmaktadir. Yontem: Bu bildi-
ride, anal kanalda bulunan Dieulafoy lezyonu nedeniyle masif
hematokezya ile bagvuran ve multipl kan transfiizyonlarina ih-
tiya¢ duyan bir hasta sunulmaktadir ve bilgimize gore bu has-
ta Medline’da bildirilen dordiincii olgudur. Lezyon iki kez sutii-
re edilmis ancak kanamanin tekrarlamas iizerine anal kanal-
dan girisim ile lokal eksizyon wygulanmistir. Bulgular: Hasta,
lezyonu icerecek sekilde uwygulanan mukozektomi ile basarili bir
sekilde tedavi edilmigtir. Sonug: Terapitik endoskopi ve giri-
simsel radyoloji bizlere skleroterapi, alkol ve epinefrin enjeksi-
yonu, termokoagiilasyon ve selektif arteryel embolizasyon gibi
secenekler sunmaktadir. Cerrahi tedavide ise lezyonun sutiire
edilmesi alternatif bir yontemdir. Ancak bizim goriigiimiiz; ar-
teryel ozellikte, hayati tehdit eden ve tekrar kanama olasilig
yiiksek olan bu lezyonlarda miimkiin oldugu takdirde lokal ek-
sizyon en giivenilir tedavi metodu olacaktir.

Anahtar kelimeler: Dieulafoy lezyonu, gastrointestinal
kanama, anal kanal

ted to our hospital with massive hematochezia ca-
using hemodynamic instability. Following the re-
suscitation, rectal digital examination revealed
bright red blood with clots. Anoscopy revealed a
mucosal lesion covered with clots 5 cm above the
anal verge corresponding to 5 o’clock in prone po-
sition, and it was seen that the bleeding had stop-
ped spontaneously. Colonoscopy was performed
and no other lesion was found. The patient had no
active bleeding during a follow-up of 4 days. On
day 5, rebleeding occurred and she again develo-
ped symptoms of hemorrhagic shock. Repeated
anoscopy revealed the round mucosal defect with
a 5 mm diameter corresponding to 5 o’clock positi-
on, 3 cm proximal to the pectineal line including a
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brisk, spurting arteriole. Dieulafoy’s lesion was
considered and initial control of the bleeding was
obtained with a gauze pack. After resuscitation,
hemodynamic stability was achieved and the lesi-
on was oversewn with 2.0 polyglactin (Vicryl®) for
hemostasis. The patient did well for 8 days and
had normal stools. After 8 days, active bright red
rebleeding was encountered again. This time the
lesion was oversewn with 2.0 silk and the patient
had no hematochezia for 7 days and had normal
brown stool several times. After 7 days, rebleeding
occurred with the same pattern. Local excision
was performed with electrocautery with 2 cm aro-
und the lesion, and the locus was sutured with 1.0
chromic catgut for hemostasis. There was no re-
currence of bleeding after 6 months of follow-up.
The report of the histopathological examination
was "Dieulafoy’s lesion with a morphology of wide
caliber, thick-walled artery with a superficial mu-
cosal erosion" (Figure 1).

Figure 1. Histopathological view of the characteristic non-redu-
cing arteriole protruding from a tiny mucosal defect (Elastic —
van Gieson X 40)

DISCUSSION

After the first description by two French surgeons,
Gallard and Dieulafoy, in the late 19" century (4,
5), Dieulafoy’s lesion took its place among the
most fatal causes of lower gastrointestinal ble-
eding. Although it was first described as a gastric
lesion existing along the lesser curvature, similar
lesions were found in the esophagus, duodenum,
small intestine, colon, rectuml and finally the
anal canal (2, 3).

Dieulafoy’s lesion has a characteristic clinical
presentation. Patients develop sudden, massive,
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painless and recurrent gastrointestinal bleeding
and admit to hospital in the case of hemodynamic
instability usually requiring transfusions. The le-
sion has no tendency for heredity or any age gro-
up, but has a male predominance (2).

The pathogenesis of the lesion is not clear and in
many authors’ opinion, it is congenital in origin. It
typically consists of an abnormally large, thick-
walled and tortuous submucosal artery which
protrudes from a tiny mucosal defect without sur-
rounding ulceration. The characteristic non-redu-
cing caliber of the arteriole underlying the mucosa
and the absence of a true aneurysm are the histo-
logic evidences of Dieulafoy’s lesion after the mic-
roscopic examination (1).

Advances in endoscopic methods and interventi-
onal radiology have resulted in diagnostic met-
hods having an important role in treatment. The
diagnosis usually becomes certain after visualiza-
tion of active arterial bleeding, and after adequate
visualization, injection therapy or thermocoagula-
tion may be performed (6). Endoscopic clipping is
another method which has recently been perfor-
med successfully in these kinds of lesions (7). In
cases of massive bleeding, colonoscopy has a high
failure rate and angiography or labelled red cell
scintigraphy may be more helpful in localizing the
site of bleeding. Selective arterial embolization is
also a therapeutic option after mesenteric angiog-
raphy (8).

Despite the great advances in therapeutic endos-
copy and radiology, surgical management still re-
tains its importance. As for the lesions in the sto-
mach, small intestine and colon in which endosco-
pic therapy failed, segmental resection should be
considered; however, the lesions in the rectum or
anal canal will require a major procedure (8). The-
refore, surgical oversewing is appropriate for the-
se accessible lesions. In cases where oversewing
fails, a local excision including the bleeding vessel
may have to be applied.

In our case, the patient was treated with local ex-
cision after two unsuccessful attempts to oversew.
In our opinion, particularly in the case of lesions
in the anal canal, the mechanical damage of the
mucosa will be greater because of the hard nature
of the stool and recurrence will be more likely; the-
refore, local excision is the most reliable manage-
ment of Dieulafoy’s lesion in this region.
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