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Case Report 

Dieulafoy’s Lesion of Ileum; Report of A Rare Case 
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Abstract 

Dieulafoy’s lesions (DLs) are dilated aberrant submucosal vessels, otherwise histologically normal, that erode the 

overlying epithelium in the absence of a primary ulcer, thereby causing a massive gastrointestinal (GI) bleeding. 

DLs are usually located in the proximal stomach along the lesser curvature, near the esophagogastric junction 

(typically within 5-6 cm). However, other locations throughout the GI tract have also been reported, such the 

esophagus, duodenum and colon. DL located in the ileum is extremely rare. 

Thus, we report a rare case of DL located 10 cm from the ileocecal valve, which treated endoscopically with 

hemoclips. On the fifth day post-endoscopic intervention, there were no signs of recurrent bleeding and the patient 

was discharged from our hospital. 
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Most of the ileal DL cases reported in the literature were treated surgically. However, we believe that endoscopic 

treatment with thermal, mechanical (hemoclip or band ligation), or combination therapy (adrenaline injection 

combined with thermal or mechanical therapy) should be considered as the first-line management of bleeding DLs. 

Surgical resection should be reserved for: a. selected cases that cannot be treated with endoscopic or angiographic 

methods. 
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1. Introduction 

Dieulafoy’s lesions (DLs) are dilated aberrant submucosal vessels, otherwise histologically normal, that erode the 

overlying epithelium in the absence of a primary ulcer, thereby causing a massive gastrointestinal (GI) bleeding [1]. 

Despite being initially described by Dr. M.T. Gallard in 1884 as gastric aneurysm, the nomenclature for this lesion is 

attributed to Georges Dieulafoy in 1898, who considered it to be the initial stage of a common gastric ulcer [2]. We 

herein describe the rare case of an elderly patient with severe hematochezia, dizziness, and instability of vitals due to 

a DL located in the ileum. 

 

2. Case Report 

An 85-year-old man was transferred to the Accident and Emergency Unit of our hospital after he collapsed due to 

several episodes of voluminous fresh hematochezia. On admission, the patient felt dizzy, his blood pressure was 

90/56 mmHg, and his pulse rate was 108 beats/min. On general physical examination, he looked pale and 

dehydrated. Blood hemoglobin level was 6.5 g/dL. He had a history of heart failure, mitral regurgitation, 

hypertension, paroxysmal atrial flutter, and was receiving treatment with acenocoumarol. The patient did not report 

any use of aspirin or nonsteroidal anti-inflammatory drugs (NSAIDs) in the previous 7 days. Family history was 

negative for any GI disease.  

 

Initially the patient was treated with a transfusion of 3 units of packed red blood cells, and thereafter he underwent 

an urgent esophagogastroduodenoscopy (EGD), which was unrevealing for a bleeding site. After he became 

hemodynamically stable, a colonoscopy was performed, which revealed fresh blood throughout the entire colon and 

terminal ileum. A DL on the distal ileum, approximately 10 cm from the ileocecal valve, was found (Figure 1 and 

2), and immediate hemostasis was successful using hemoclips (Figure 3). On the fifth day post-endoscopic 

intervention, there were no signs of recurrent bleeding and the patient was discharged from our hospital. 
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Figure 1: A DL on the distal ileum.  

 

 

Figure 2: A DL on the distal ileum, approximately 10 cm from the ileocecal valve. 

 

 

Figure 3: Immediate hemostasis using hemoclips. 
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3. Discussion 

DLs can affect any age group but present more commonly in the elderly, as in our patient presented herein, with an 

average age ranging from the fifth to the seventh decade of life. The etiology is not entirely known, but it seems that 

the submucosal artery does not undergo normal branching within the wall of the GI tract. As a result, the caliber of 

the artery is in the range of 1-3 mm, approximately 10-fold that of the normal caliber of mucosal capillaries. No 

causal link has been established between the formation of DLs and (a). the use of NSAIDs, alcohol and tobacco; (b). 

the presence of peptic ulcer disease; or (c). Helicobacter pylori infection [3]. However, patients who bleed from DLs 

are mostly men with comorbidities including cardiovascular disease, hypertension (as in our patient), chronic kidney 

disease, diabetes mellitus, and/or chronic alcohol abuse [4].  

 

DLs are usually (70%) located in the proximal stomach along the lesser curvature, near the esophagogastric junction 

(typically within 5-6 cm). However, other locations throughout the GI tract have also been reported, such the 

esophagus, duodenum, and colon, uncommonly causing GI symptoms, especially abdominal pain, usually indicating 

an alternative diagnosis such as peptic ulcer disease or complications from bleeding such as mesenteric ischemia 

secondary to hemorrhagic shock [5]. A high proportion of DLs are found at intestinal anastomoses, predominantly 

Billroth II, after gastrectomy [6].  

 

Our patient was diagnosed endoscopically with a bleeding DL located in the ileum, an extremely rare site, with only 

6 cases reported in the literature thus far [7-10]. Endoscopic detection is the diagnostic modality of choice, although 

endoscopic identification of the bleeding source may be extremely difficult, as bleeding is typically intermittent and 

surrounding mucosa is typically normal or demonstrates only a tiny ulcer. Computed tomographic angiography may 

be a diagnostic strategy in the setting of acute bleeding, which may facilitate interventional radiology and arterial 

embolization [11]. In the absence of active bleeding, common endoscopic findings include a small, usually less than 

3 mm, protruding pulsatile lesion surrounded by normal mucosa, with or without active bleeding [12]. Endoscopic 

criteria for the diagnosis of a DL are: a. active arterial spurting or micropulsatile streaming from a minute (less than 

3 mm) mucosal defect or through normal-surrounding mucosa; b. visualization of a protruding vessel with or 

without active bleeding within a minute mucosal defect or through normal-surrounding mucosa; or c. a fresh, 

densely adherent clot with a narrow point of attachment to a minute mucosal defect or to normal-appearing mucosa 

[13]. Although in our patient the endoscopic features could not be proven to be a true DL by histology, the 

endoscopic finding remains convincing for DL [14]. Histologic evaluation is usually unavailable in most cases, 

because recently, most vascular lesions have been treated by nonsurgical modalities. Finally, endoscopic 

ultrasonography may be useful in confirming the diagnosis if the DL is not actively bleeding. 

 

Most of the ileal DL cases reported in the literature were treated surgically [15]. However, we believe that 

endoscopic treatment with thermal, mechanical (hemoclip or band ligation), or combination therapy (adrenaline 

injection combined with thermal or mechanical therapy) should be considered as the first-line management of 



 

 

Arch Clin Med Case Rep 2020; 4 (6): 1140-1145    DOI: 10.26502/acmcr.96550308 

 

 

Archives of Clinical and Medical Case Reports    1144 
 

bleeding DLs, replacing surgery in a significant number of small bowel DL cases. These endoscopic hemostatic 

techniques are safe and have similar outcomes in observational studies. Transcatheter angiographic embolization 

should be the next option in cases that cannot be treated endoscopically [16]. Surgical resection should be reserved 

for: a. selected cases that cannot be treated with endoscopic or angiographic methods; and b. rebleeding or difficult-

to-control with nonsurgical treatment bleeding DLs, as a last resort [9, 17].  

 

Doppler ultrasound has been used to confirm ablation of a DL by documenting the absence of blood flow following 

treatment [18]. However, this approach should be based upon local experience and expertise. With proper diagnosis 

and treatment, the rate of mortality has decreased from 30% in the 1970s to currently 8%. Clinicians should bear in 

mind that the difficulty lies in the early and accurate detection, especially in rare locations, as was the case in our 

patient.  
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