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INTRODUCTION

First identified in 1989 by Paul Dieulafoy within a cohort
of patients experiencing gastrointestinal bleeding in the
absence of ulcerations, lower gastrointestinal bleeding
caused by rectal Dieulafoy’s lesion is characterized as a
winding or aberrant artery of small diameter located in
the submucosa”. This condition is an infrequent cause
of gastrointestinal bleeding, predominantly occurring in
the lesser curvature owing to the dense vascular supply
and significant diameter of the arteries in that region®®. Its
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Abstract

Dieulafoy’s lesion is a 1-3 mm vascular le-
sion in the submucosa and represents 1-2%
of total Gl bleeding; 80% are located in the
stomach and 15% in the duodenum, while
its finding in the rest of the Gl tract is <5%.
This work presents the case of a 79-year-
old male patient who went into hypovolemic
shock due to Gl bleeding secondary to a
rectal Dieulafoy’s lesion with endoscopic
and subsequent surgical management.

Keywords
Dieulafoy’s lesion, hemoclip, lower gastroin-
testinal bleeding.

occurrence in the lower segments of the gastrointestinal

tract is rare. Diagnosis necessitates the fulfillment of the

following criteria:

1. Active arterial micropulsatile flow or jetting from a
mucosal defect smaller than three millimeter or through
intact mucosa;

2. The observation of a blood vessel, with or without
recent bleeding signs, protruding through a minor
mucosal defect or intact mucosa;

3. The presence of a freshly adherent clot over a minimal
mucosal defect or on mucosa that appears normal®®.
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This condition is associated with significant morbidity and
mortality due to blood loss, ranging from 8% to 10%*), mak-
ing timely diagnosis and intervention crucial. Given its rarity,
the risk factors and therapeutic approaches for this disease
are not well-defined. Nevertheless, several descriptive stud-
ies®® have outlined potential risk factors (Table 1). This
paper aims to report a patient case featuring an uncommon
presentation of Dieulafoy’s lesion, notably due to its location
in the lower gastrointestinal tract.

Table 1. Risk Factors Associated with Dieulafoy’s Lesion

Male

Prior NSAID use

Chronic kidney disease

Major burns

Median age at presentation: 52 years
Type 2 diabetes

Systemic arterial hypertension

Chronic alcohol consumption

NSAID: Non-Steroidal Anti-Inflammatory Drug. Author’s own research.

CASE PRESENTATION

The subject of this case is a 79-year-old male, a diabetic
and hypertensive individual with a history of renal can-
cer treated via nephrectomy, who presented with a week-
long episode of diarrhea followed by bright red transrec-
tal bleeding 48 hours before admission. Upon arrival at
the emergency department, laboratory findings revealed
severe normocytic normochromic anemia with a hemo-
globin level of 6.1 g/dL, prompting the transfusion of four
units of red blood cells and his subsequent admission to
internal medicine for a priority colonoscopy. This decision
was informed by signs of hypovolemic shock secondary to
2.5 liters of bright red stool, necessitating an urgent bowel
preparation with polyethylene glycol administered over 3
hours at a total volume of 3 liters, achieving a bowel prepa-
ration described as Boston 7. The colonoscopy withdrawal
time was recorded at 17 minutes.

Endoscopic examination revealed blood remnants pri-
marily in the left colon and non-significant findings of
descending diverticular disease, not accounting for the
substantial decrease in hemoglobin. Rectal retroflexion 1
cm from the dentate line exposed a pulsatile vessel of 2 mm
diameter in otherwise normal mucosa, with minimal adja-
cent fibrin and an adherent clot at its tip (Figure 1).

Figure 1. Pulsatile Bleeding Vessel Observed at the Anal Margin.
Source: Author’s File.

An endoscopic intervention employing a hemoclip was
selected; however, the lesion’s location prevented achieving
an adequate angle for perpendicular mucosal placement,
leading to the clip being applied with pressure at its base.
The lesion’s diameter, suboptimal hemoclip positioning,
and proximity to the anal canal necessitated a consultation
with the coloproctology service for assessing definitive
treatment. A spontaneous active bleeding event occurred
72 hours later, warranting surgical intervention. The pro-
cedure entailed a rectoscopy followed by the cross transfix-
ation suture ligation of the vessel and two Lembert stitches
over the previous area, aimed at minimizing friction against
the aberrant vessel to lower future bleeding risks.

CONCLUSION

Surgical intervention for Dieulafoy’s lesion is typically
reserved for scenarios where endoscopic methods, such
as adrenaline injections, hemoclips, argon plasma coagula-
tion”, embolization treatment failures, or instances of mas-
sive hemorrhage with hypovolemic shock, prove ineffective.
Options include wide wedge resection, complete segmental
resection, or the suture ligature of the lesion with transfixation
of stitches!*'). In this particular case, the lesion’s suboptimal
position and anatomical location limited the effectiveness
of endoscopic treatment. While some literature suggests
angiography as an alternative when endoscopic approaches
fail or are not viable('?), surgical management was deemed
definitive in this instance, leading to a successful outcome
without subsequent rebleeding. Despite its rarity, this lesion’s
presence in such a unique location underscores the impor-
tance of considering it among the differential diagnoses for
patients presenting with obscure gastrointestinal bleeding.
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