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CASE REPORT

Periampullary Dieulafoy’s Lesion:
An Unusual Cause of Gastrointestinal Bleeding
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ABSTRACT
Context Dieulafoy’s lesion is an unusual cause of gastesitinal bleeding with the most common locatiomgethe stomach. A
periampullary location is rare for a bleeding Dafol’s lesion.Case report We present the case of a 52-year-old female who
presented with intermittent painless melena. Hepeupgastrointestinal endoscopy and colonoscopy wergal. She was a
diagnostic challenge as no definite lesion coulddeatified on capsule endoscopy. However, as thea® presence of fresh blood
in the proximal jejunum, a push enteroscopy wadopeed which revealed the presence of fresh bloothe duodenum and
proximal jejunum. But no bleeding lesion could beritified. A side view endoscopy was performed whiebealed a bleeding
periampullary Dieulafoy’s lesion. Immediate hems&avas achieved with an injection of adrenalinheédtepisodes of bleeding
occurred and the patient was finally treated satbic Conclusion A periampullary Dieulafoy’s lesion presenting wittbscure
gastrointestinal bleed is a diagnostic challengkaam be missed on capsule endoscopy.

INTRODUCTION

Dieulafoy’s lesion (exulceratio simplex, cirsoid
aneurysm or caliber-persistent submucosal vessal) i
unusual but important and potentially life threaten
cause of gastrointestinal bleeding responsiblaufoto

5% of acute upper gastrointestinal bleeds [1, 2,A3]
Dieulafoy’'s lesion can occur anywhere in the
gastrointestinal tract. The most common locatiothés
stomach (64-82% of cases) and the proximal lesser
curvature within 6 cm of the gastroesophageal janct

is the classic site [3]. The duodenum is the second
most common site for a Dieulafoy’s lesion (14-1886 o
cases) and the majority of these lesions are Idcate
the duodenal bulb (53%) followed by the third pairt
the duodenum (29%) and the junction of the firdd an
second parts of the duodenum (18%) [3, 4, 5]. A
periampullary location is rare for a bleeding
Dieulafoy’s lesion and has rarely been reportethan
published literature [6]. We report a patient wih
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periampullary Dieulafoy’s lesion who presented with
obscure overt gastrointestinal bleeding; it was a
diagnostic challenge since this lesion could not be
identified on capsule endoscopy.

CASE REPORT

A 52-year-old female presented with a history of
intermittent painless melena of 6 months duratiime
had been evaluated at a private health centre add h
received multiple blood transfusions. Her upper
gastrointestinal endoscopy and colonoscopy did not
reveal any abnormality and she was referred toua f
capsule endoscopy. Her clinical examination was non
contributory except for the presence of mild palltne
hematological examination was suggestive of iron
deficiency anemia with a normal platelet count and
coagulation profile. Renal function, liver functisests
and ultrasound of the abdomen were normal.

Capsule endoscopy (Given Imaging Ltd., Yogneam,
Israel) was performed after overnight fasting and
preparation with polyethylene glycol ingestion and
revealed the presence of fresh blood in the pradxima
jejunum along with a pool of fresh blood with no
underlying ulcer (Figure 1). The major papilla wax
identified on the capsule endoscopy. A push
enteroscopy was subsequently performed which
revealed the presence of fresh red blood in thialdis
duodenum and proximal jejunum. No bleeding lesion
was identified. The push enteroscope was immegiatel
withdrawn and a side viewing endoscope (TJF 160,
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Figure 1. Capsule endoscopy: a pool of fresh blood inprexima
jejunum with no underlying ulc.

Olympus Optical Co. Ltd., Tokyo, Japan) was ingkrte
On side view endoscopy, a pool of fresh blood was
localized near the papilla (Figure 2). Using a cdan
the area was washed with distilled water and rexkeal
an ooze of fresh blood from a pinpoint defect ie th
periampullary region. There was no surrounding rulce
or reddish area suggestive of a Dieulafoy’s lesion
(Figure 3). Immediate hemostasis was achieved with
an endoscopic injection of adrenalin.

An episode of bleeding occurred two days after
adrenaline injection and a repeat side view endnsco
was performed which revealed fresh bleeding from an

Figure 2. Side view endoscope: Fresh blood near the papilla.

Figure 3. Side view endoscope: oozingf fresh blood from
pinpoint defect in the periampullary region, sudiyes of a
Dieulafoy’s lesion.

periampullary  Dieulafoy’'s  lesion;  immediate
hemostasis was achieved by the application of a
hemoclip (Figure 4). After remaining asymptomatc f
one week, another episode of bleeding occurredcaand
urgent angiography was performed. The angiogram
obtained after selective catheterization of theesiop
mesenteric artery revealed an area of abnormal
vascular blush in the second part of the duodenum

Figure 4. The application of a hemoclip on the Dieulafogsibn.
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Figure 5. Superior mesenteric angiogram: abnormal areausthbin
the second part of the duodenum.

arising from the gastroduodenal artery (Figure/As.
the feeder vessels were of very small caliber, isupe
selective catheterization and embolization was not
feasible. Therefore, the patient underwent surgeny
oversewing of the abnormal vessel was carried out.
The patient had an uneventful postoperative coamse

is asymptomatic with no recurrence of gastrointedti
bleeding at 18 months of follow-up.

DISCUSSION

Although the duodenum is the second most common
site after the stomach for a Dieulafoy’s lesionaese

of its unique blood supply which consists of end
arteries, a periampullary location is very rare #or
Dieulafoy’s lesion and has rarely been reported?|6,

A Dieulafoy’s lesion is difficult to diagnose and
repeated endoscopies may be necessary for diagnosis
because of the small point of bleeding, intermitten
bleeding or the small lesion being covered by & afo
blood [3]. Endoscopic hemostatic therapy is the
treatment of choice in endoscopically accessible
Dieulafoy’s lesions with more than 90% hemostasis
rates [1, 2, 3, 8, 9, 10]. Endoscopic hemostatcathy
includes monotherapy with an injection of epinepéri
sclerosant, alcohol, glue or hypertonic salineherdse

of thermal probe monotherapy. These therapies can
also be used in combination for better results.e©th
endoscopic hemostatic measures include mechanical
hemostasis using bands or clips. Endoscopic
ultrasound can show the dilated pulsating submuicosa
artery and can also help to guide endoscopic tesatm
[11]. Angiography and embolization can also be
attempted for hemostasis in a bleeding Dieulafoy’s
lesion, although some studies have shown disap-
pointing results with high rebleed rates [3, 12, 13,

15]. Surgery is the last resort for a bleeding
Dieulafoy’s lesion and, in spite of the high succe$
endoscopic therapy, 3-16% of the patients stillinesgl
salvage surgical therapy according to publishedistu
[1,3,8,12,13].
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Capsule endoscopy has improved our ability to
diagnose small intestinal diseases and has thpedel
considerably in the management of patients with
obscure gastrointestinal bleeding [16]. Howeveg th
study by Clarkeet al. [17] and an earlier study by
Kong et al. [18] have stressed the fact that capsule
endoscopy does not visualize the major papillahin t
majority of the cases. The visualization rate o th
major papilla varied from 10.4% in the Clarkeal.
study to 43.6% in the Kong al. study [17, 18]. As a
result of the poor visualization rates of the major
papilla on capsule endoscopy, it has been suggested
that a non-diagnostic capsule endoscopy shouldeot
interpreted as evidence of a normal small bowel
especially if periampullary lesions are suspecidie
case presented of a periampullary Dieulafoy’s kesio
also points out the limitation of capsule endoscopy
detecting periampullary lesions, although, in oase;
the capsule endoscopy enabled us to detect the
presence of fresh blood in the proximal small bowel
thus locating the source of the bleeding.
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