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INTRODUCTION 

Dieulafoy's lesion (DL) is a rare but important cause of 

gastrointestinal (GI) bleeding.1 Majority of DL are located 

in the stomach within 6 cm of the gastro-esophageal 

junction and rarely seen in other parts of the GI tract.1-3 We 

report a case of recurrent massive upper GI bleeding from 

a duodenal DL. The endoscopic appearance, difficulty in 

the diagnosis of this lesion and its management have been 

discussed in this report. 

CASE REPORT 

50-year gentlemen with no previous history of alcohol or 

NSAID usage, presented with severe anemia and recurrent 

episodes of hematemesis and melaena for 5-months 

duration. History of multiple hospital admissions with 

transfusion of 22 units of blood (PRBC) during the last 5 

months. Multiple upper GI endoscopy done elsewhere, 

found fresh blood in duodenum with no ulcerations in 

stomach or growth but couldn’t identify source and exact 

site. Colonoscopy and CT abdominal angiogram was done 

before referral, which was normal. On examination he had 

tachycardia and severe pallor with Hb of 2.1 gm%. He was 

resuscitated with blood products and taken up for OGD. 

OGD showed a single sub mucosal pulsatile bleeding 

vessel in the lateral part of D2, no ulcerations – duodenal 

dieulafoy's lesion (Figure 1).  

 

Figure 1: Dieulafoy’s lesion in D2. 

ABSTRACT 

Dieulafoy's lesion is an uncommon but important cause of recurrent upper gastrointestinal bleeding. Extragastric 

location of Dieulafoy's lesion is rare. We report a case of duodenal Dieulafoy's lesion which was successfully managed 

by banding. Fifty-year-old presented with recurrent upper gastrointestinal (GI) bleed and severe anemia with history of 

multiple blood transfusions and OGD scope showed dieulafoy’s lesion in the second part of duodenum (D2), which was 

successfully managed by banding. Endoscopic diagnosis of extragastric Dieulafoy's lesion can be difficult because of 

the small size and obscure location of the lesion. Increased awareness and careful and early endoscopic evaluation 

following the bleeding episode are the key to accurate diagnosis. Banding is one of the safest, cost effective endoscopic 

modalities for control of bleeding. 

Keywords: Dieulafoy’s lesion, Duodenal Dieulafoy’s, GI bleed, Banding 

Institute of Surgical Gastroenterology and Liver Transplant, Stanley Medical College, Chennai, Tamil Nadu, India 

 

Received: 22 July 2023 

Accepted: 18 August 2023 

 

*Correspondence: 

Dr. Kiran Urabinahatti, 

E-mail: kiran.jnmc@gmail.com 

 

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under 

the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial 

use, distribution, and reproduction in any medium, provided the original work is properly cited. 

DOI: https://dx.doi.org/10.18203/2349-2902.isj20232651 



Urabinahatti K et al. Int Surg J. 2023 Sep;10(9):1549-1551 

                                                                                              
                                                                                              International Surgery Journal | September 2023 | Vol 10 | Issue 9    Page 1550 

Endoscopic band ligation (EBL) was done, bleeding was 

well controlled (Figure 2). Currently, the patient is doing 

well with no re bleeding after 18 months of follow up. 

 

Figure 2: Banding of the lesion. 

DISCUSSION 

DLs are common in the stomach and primarily seen on the 

lesser curvature, within 6 cm of the gastro-esophageal 

junction, accounting for 75–95% of cases.1 Veldhuyzen 

examined more than 100 DL cases but discovered no 

duodenal lesions.3 The first case of duodenal DL was 

recorded in 1988.3 DL in the esophagus, jejunum, colon, 

and rectum have been reported. Due to greater knowledge 

of the illness, extragastric DLs have been discovered more 

frequently lately.4,5 One third of the extragastric lesions in 

a large series of 89 patients with DLs were extragastric. 

The most typical location for extragastric DLs was the 

duodenum (18%), followed by the colon (10%), the 

jejunum (2%), and the oesophagus (2%).5 An excessively 

large diameter chronic tortuous submucosal artery is the 

primary cause of the lesion, which has the same 

pathophysiology throughout the gastrointestinal system.6 

The endoscopic criteria proposed to define DL are: active 

arterial spurting or micro pulsatile streaming from a 

minute mucosal defect or through normal surrounding 

mucosa, protruding vessel with or without active bleeding 

within a minute mucosal defect or through normal 

surrounding mucosa, and fresh, densely adherent clot with 

a narrow attachment to a minute mucosal defect or to 

normal appearing mucosa.8 The lesion was missed on 

OGD done elsewhere, which could be attributed to the tiny 

clot obscuring the lesion that had stopped bleeding. Every 

patient with unexplained, recurring, significant GI 

bleeding should be evaluated for DL because it is an 

intrinsically challenging lesion to detect. As was the case 

with this patient, there was no history of NSAID usage, 

acid peptic illness, or alcohol misuse.1,3 In past studies, 

only 50% of patients had their diagnosis at the time of their 

initial endoscopy. A repeat endoscopy was used to 

diagnose one-third of the lesions, with the remaining two 

methods being intraoperative or angiography. In recent 

data, more than 90% of cases are identified during the 

initial endoscopic examination. In addition to early 

endoscopy, which aids in identification, attentive 

endoscopy and better understanding of the pathology have 

helped in achieving this.         

Therapeutic endoscopy is the modality of choice for the 

initial treatment of DLs.1,4,6,9 EBL has been cited as a DL 

therapy option that is efficient, secure, straightforward, 

and affordable.10 Injections of adrenaline have been 

utilised as a stand-alone treatment or in conjunction with 

other endoscopic methods. Other endoscopic hemostatic 

methods include bipolar and monopolar 

electrocoagulation, heater probe, laser photocoagulation, 

injectable sclerotherapy, and hemoclipping.1,6 Thermo and 

electrocoagulation techniques are more suited for gastric 

DL and run the risk of transmural damage in thin walled 

organs like the duodenum.1 A DL is an excellent candidate 

for hemoclipping due to the regular surrounding mucosa.8 

According to Nikolaidis and colleagues, 96% (n=22/23) of 

patients with Dieulafoy-like lesions treated with EBL, 

reported satisfactory control of bleeding.7 According to 

Chung et al, mechanical hemostasis techniques including 

EBL and hemoclipping were more effective than 

injectable techniques for stopping bleeding and preventing 

recurrent bleeding in patients with DLs.10 Current statistics 

indicate that less than 5% of cases require surgical ligation 

for failed endoscopic treatment.1,6,7 

CONCLUSION 

To conclude, duodenal DL is an uncommon but important 

cause of recurrent and significant upper GI bleeding. 

Increased awareness and early endoscopy during a 

bleeding episode are essential for accurate diagnosis. 

Endoscopic band ligation is an important and safe 

technique to control the bleeding effectively. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Al-Mishlab T, Amin AM, Ellul JM. Dieulafoy's 

lesion: an obscure cause of GI bleeding. J R Coll Surg 

Edinb. 1999;44:222-5. 

2. Arora A, Mehrotra R, Patnaik PK, Pande G, Ahlawat 

S, Bhargava DK. Dieulafoy's lesion: a rare cause of 

massive upper gastrointestinal hemorrhage. Trop 

Gastroenterol. 1991;12:25-30. 

3. McClave SA, Goldschmid S, Cunningham JT, Boyd 

WP Jr. Dieula- foy's cirsoid aneurysm of the 

duodenum. Dig Dis Sci. 1988;33:801-5. 

4. Norton ID, Petersen BT, Sorbi D, Balm RK, 

Alexander GL, Gostout CJ. Management and long-

term prognosis of Dieula-foy lesion. Gastrointest 

Endosc. 1999;50:762-7. 

5. Goldenberg SP, DeLuca VA, Marignani P. 

Endoscopic treatment of Dieulafoy's lesion of the 

duodenum. Am J Gastroenterol. 1990;4:452-4. 



Urabinahatti K et al. Int Surg J. 2023 Sep;10(9):1549-1551 

                                                                                              
                                                                                              International Surgery Journal | September 2023 | Vol 10 | Issue 9    Page 1551 

6. Gadenstatter M, Wetscher G, Crookes PF, Mason RJ, 

Schwab G, Pointner R. Dieulafoy's disease of the 

large and small bowel. J Clin Gastroenterol. 

1998;27:169-72. 

7. Nikolaidis N, Zezos P, Giouleme O, Budas K, 

Marakis G, Paroutoglou G, et al. Endoscopic band 

ligation of Dieulafoy-like lesions in the upper 

gastrointestinal tract. Endoscopy. 2001;33:754-60. 

8. Hokama A, Ikema R, Hanashiro K, Kinjo F, Saito A 

Endoscopic hemoclipping for duodenal Dieulafoy's 

lesion. Am J Gastroenterol. 1996;91:2450. 

9. Ertekin C, Taviloglu K, Barbaros U, Guloglu R, 

Dolay K. Endo- scopic band ligation: alternative 

treatment method in non- variceal upper 

gastrointestinal hemorrhage. J Laparoendosc Adv 

Surg Tech A. 2002;12:41-5. 

10. Chung IK, Kim EJ, Lee MS, Kim HS, Park SH, Lee 

MH, et al. Bleeding Dieulafoy's lesions and the 

choice of endoscopic method: comparing the 

hemostatic efficacy of mechanical and injection 

methods. Gastrointest Endosc. 2000;52:721-4. 

 

 

 

 

 

 

 

 

 

 

Cite this article as: Urabinahatti K, Devakumar MS, 

Selvaraj T, Sathyanesan J. A rare case of duodenal 

Dieulafoy’s lesion managed by endoscopic band 

ligation. Int Surg J 2023;10:1549-51. 


