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Abstract
Introduction: Dieulafoy’s lesion (DL) is a rare but important 
cause of acute, severe, life-threatening, and recurrent upper 
gastrointestinal bleeding (UGIB). It is frequently difficult to 
diagnose DL with upper GI endoscopy (UGIE), and endo-
scopic ultrasonography (EUS) may be valuable. There are 
only 2 reported bleeding cases caused by two synchronous 
DL but no reported cases of two metachronous DL. Case Re-
port: A 28-year-old healthy male presented with acute se-
vere UGIB. UGIE was inconclusive. Systematic EUS mapping 
identified a gastric DL. After several attempts of EUS-guided 
hemostasis, DL was marked using a through-the-scope clip 
and the patient underwent successful transcatheter arterial 
embolization (TAE). Three years later, a new severe UGIB ep-
isode was caused by a second gastric DL in a different loca-
tion, which was identified and marked by EUS and further 
successfully treated through TAE. The patient maintained 
follow-up without evidence of further bleeding. Discussion/

Conclusion: The authors report a unique case of severe, re-
current UGIB caused by two metachronous gastric DL le-
sions. The importance of systematic EUS scanning for diag-
nosis, treatment, and follow-up of DL is emphasized, as well 
as the potential influence in the outcome of other tech-
niques like angiographic embolization.
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Um caso único de hemorragia digestiva alta 
recorrente causada por duas lesões de Dieulafoy 
metácronas: a importância da avaliação por 
ecoendoscopia

Palavras Chave
Hemorragia digestiva · Lesão de Dieulafoy · 
Ecoendoscopia · Hemostase endoscópica · Radiologia de 
intervenção

Resumo
Introdução: a lesão de Dieulafoy (LD) é uma causa rara de 
hemorragia digestiva alta (HDA), podendo causar hemor-
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ragia grave e recorrente. Diagnosticar esta lesão através da 
endoscopia digestiva alta (EDA) pode ser um desafio e a 
ecoendoscopia (EUS) é uma ferramenta muito útil. Há ape-
nas dois casos reportados de hemorragia digestiva por 
duas LD síncronas, mas não há casos descritos de doentes 
com duas HDA por LD metácronas. Caso Clínico: homem 
de 28 anos, saudável, admitido por HDA grave, EDA incon-
clusiva. Mapeamento gástrico sistemático por EUS identi-
ficou LD gástrica. Várias tentativas ineficazes de hemo-
stase endoscópica e guiada por EUS. Marcação da LD com 
clip guiada por EUS e referenciação para embolização arte-
rial (EA), bem-sucedida. Três anos depois, nova HDA grave 
devido a uma segunda LD gástrica, em topografia dife-
rente, diagnosticada e marcada com clip por EUS, tratada 
com EA. Até à data sem recidiva. Discussão/Conclusão: 
relatamos um caso único de HDA grave recorrente, causa-
da por duas LD gástricas metácronas. Salienta-se a im-
portância de uma avaliação sistemática por EUS no diag-
nóstico destas lesões. Salientamos o papel desta técnica 
no diagnóstico e tratamento das LD e possibilidade de ar-
ticulação com outras técnicas, nomeadamente a EA.

© 2020 Sociedade Portuguesa de Gastrenterologia
Published by S. Karger AG, Basel

Introduction

Dieulafoy’s lesions (DL) are relatively rare, being 
 responsible for approximately 1.5% of acute upper gas-
trointestinal bleeding (UGIB) and for nearly 3.5% of jeju-
noileal bleeding [1–3]. These lesions are responsible for 
severe acute UGIB episodes, which are usually life-threat-
ening, recurrent, and very often present a major diagnos-
tic challenge [4]. 

Upper GI endoscopy (UGIE) is the usual tool for gas-
tric DL diagnosis, although it can fail in up to 30% of 
cases [5], especially in the absence of active bleeding. In 
these cases, endoscopic ultrasonography (EUS) can be 
useful to confirm the diagnosis [6, 7]. The therapeutic 
role of EUS in managing GI bleeding when convention-
al endoscopic therapies fail has rapidly evolved [8]. 
EUS-guided therapies include injection of vasoconstric-
tor or sclerosing drugs, coil embolization, and subepi-
thelial tattoo for posterior endoscopic band ligation [9]. 
Furthermore, EUS can be used to guide alternative en-
doscopic or radiologic procedures [9] and to confirm 
therapeutic success by demonstrating absent blood flow 
after therapy [6].

The authors report a unique case of recurrent UGIB 
due to two metachronous gastric DL in the same patient 

and emphasize the important role of EUS in the diagno-
sis, treatment, and follow-up of these lesions, as well as its 
usefulness when associated with other techniques. 

Case Presentation

A 28-year-old male was admitted in the emergency room with 
acute UGIB presenting with hematemesis and syncope. There was 
no remarkable past medical history and no features of chronic liv-
er disease on physical examination. The patient denied alcohol 
abuse, smoking habits, and chronic or recent medication intake, 
namely nonsteroidal anti-inflammatory drugs. At admission, he 
was hypotensive and presented blood in the nasogastric tube, re-
quiring transient vasopressor support, and was admitted in the 
Intensive Care Unit. The UGIE revealed fresh blood and a giant 
clot in the stomach covering the gastric body and fundus, as well 
as blood clots in the duodenum. A few hours later, the patient un-
derwent a second-look UGIE that showed no mucosal defect. A DL 
was suspected and the patient underwent EUS, which was per-
formed using a systematic gastric wall evaluation, showing an ab-
normal submucosal vessel on the posterior wall of the gastric body, 
close to the splenic hilum. EUS-guided sclerotherapy with 6 mL of 
polidocanol 2% was performed. The patient was discharged after 
5 days, when hemodynamic, clinical, and laboratory stabilization 
was achieved. Twenty-four hours after hospital discharge, he was 
re-admitted with UGIB and, once again, the UGIE presented di-
gested blood and clots but could not identify the bleeding source. 
A new EUS was performed, identifying a clot on the greater gastric 
curvature, in the same location as the previously treated DL. An 
attempt of EUS-guided hemostasis with through-the-scope clip 
triggered oozing bleeding, further controlled with endoscopic 15 
mL of adrenalin and 14 mL of polidocanol injection and addition-
al through-the-scope clips. After stabilization, the patient was dis-
charged with an outpatient EUS appointment within 2 weeks to 
confirm vessel obliteration. However, 10 days after hospital dis-
charge, the bleeding recurred with associated hemodynamic insta-
bility. UGIE displayed a visible vessel, without any of the previ-
ously placed clips in situ. Endoscopic hemostasis was achieved 
with 13 mL of adrenalin and 3 mL of polidocanol injection plus 
clips. The follow-up EUS still identified a feeding vessel arising 
from the splenic artery and penetrating the gastric muscularis pro-
pria (Fig. 1), not successfully obliterated with previous endoscopic 
therapy. The patient was referred to interventional radiology for 
embolization. Selective splenic artery angiogram identified a short 
gastric artery ectasia and hypervascularization (Fig. 2, large arrow) 
as well as the previously endoscopically placed hemoclips (Fig. 2, 
small arrow), which allowed transcatheter arterial embolization 
(TAE) with micro-coils. The patient underwent EUS evaluation 1 
month after TAE that documented successful vessel obliteration.

After 3 years free of bleeding manifestations, the patient pre-
sented with another episode of UGIB with hemodynamic instabil-
ity. UGIE identified a small depressed area with a pulsatile, nonac-
tively bleeding vessel, in the medial part of the gastric body ante-
rior wall – a new DL location. Since the patient was hemo- 
dynamically unstable, this area was marked with a hemoclip, and 
CT angiography was performed in attempt to locate and possib- 
ly treat the source of bleeding. However, this method showed no 
active bleeding source. EUS revealed a feeding vessel, correspond-
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ing to a second DL, arising from the left gastric artery (Fig. 3a, b) 
while confirming obliteration of the previously treated lesion 
(Fig. 3c). The patient underwent selective left gastric artery angio-
gram, with identification of an abnormal vessel adjacent to the clip, 
and TAE could be performed (Fig. 4). The patient has evolved fa-
vorably with no further episodes of GI bleeding.

Discussion/Conclusion

DL is a dilated aberrant submucosal vessel that does 
not undergo normal branching, unlike normal vessels 
which become progressively smaller when penetrating 
the GI wall. This results in a submucosal vessel with a 
large caliber (about 10 times the normal caliber of muco-

sal capillaries), despite its superficial location in the GI 
wall [10]. When this vessel erodes the overlying epitheli-
um, in the absence of a primary ulcer, it typically produc-
es severe acute onset bleeding without prior symptoms 
and often causes hemodynamic instability and requires 
several blood transfusions. 

DL is a rare cause of GI bleeding. There are only 2 re-
ported cases in the literature of life-threatening UGIB 
caused by two synchronous DL, one case with DL in the 
stomach and jejunum [11] and another with two gastric 
DL [12]. To the best of our knowledge, there are no re-
ported cases of two metachronous DL.

UGIE is the first diagnostic approach recommended 
for detecting DL, and it is particularly helpful during ac-

Fig. 1. Endoscopic ultrasonography showing feeding vessel arising 
from the splenic artery, penetrating the gastric muscularis propria 
(Dieulafoy’s lesion).

Fig. 2. Selective splenic artery angiogram showing a short gastric 
ectasia and hypervascularization (large arrow) as well as hemoclips 
(small arrow).

a b c

Fig. 3. a Endoscopic ultrasonography (EUS) revealing a feeding vessel (second Dieulafoy’s lesion) arising from the left gastric artery.  
b Feeding vessel visible with SonoVue. c EUS confirming obliteration of the previously treated Dieulafoy’s lesion.
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tive bleeding [7, 13]. In this scenario, arterial pumping 
may be visualized in an area without a clear visible ulcer. 
In the absence of active bleeding, a DL may appear as a 
raised nipple or visible vessel. Nevertheless, UGIE is only 
diagnostic in 70% of the patients. In up to 30%, these le-
sions may be missed due to small size, intermittent bleed-
ing, location between gastric folds or under gastric con-
tents, or adherent clot [5]. 

EUS is a technique that has proven to be useful to con-
firm the diagnosis in patients with suspected UGIB caused 
by DL [6, 7]. Typical EUS features include an abnormally 
large, 2- to 3-mm caliber, pulsatile, high-flow submucosal 
artery, usually located along the lesser gastric curvature 
near the gastroesophageal junction. In the present case, 
EUS was extremely important for diagnosing the UGIB eti-
ology. In our hospital, it is common practice to perform 
EUS in cases of severe UGIB, clinically suggestive of a pos-
sible DL, after an inconclusive UGIE manifested as he-
matemesis. A systematic and thorough gastric evaluation 
performed by an experienced EUS operator is mandatory 
for optimizing detection of a possible DL. In this patient, 
the systematic assessment of the gastric vasculature by EUS 
allowed the diagnosis of DL after a single UGIB episode. 

Several approaches for endoscopic hemostasis have been 
shown to be effective for DL, including a combination of 
epinephrine injection followed by bipolar probe coagula-
tion, heater probe thermal coagulation, argon plasma co-
agulation, through-the-scope or over-the-scope clip place-
ment, band ligation, and cyanoacrylate injection [3, 14–17]. 
EUS has also evolved to guide treatment of GI bleeding 
caused by DL, mainly in a nonactive bleeding setting. It may 
also be used to guide other nonendoscopic techniques, such 
as interventional radiologic therapy [9], through marking 
the blood vessel location. There are several EUS-guided 
procedures that can be used to treat DL, including adren-

alin, polidocanol, or cyanoacrylate injection. EUS also al-
lows lesion marking with a subepithelial tattoo or clip to 
direct further endoscopic hemostasis in cases of rebleeding 
[9]. After a first endoscopic treatment session, additional 
options include repeating endoscopic hemostasis, attempt-
ing EUS-guided therapy, angiographic embolization, or 
surgical wedge resection of the lesion. This patient present-
ed recurrent episodes of UGIB despite multiple endoscopic 
and EUS-guided hemostasis, ultimately requiring radiolog-
ic intervention. The metallic clips used to mark the lesion 
site and placed with EUS guidance helped in directing en-
dovascular intervention, emphasizing the important role of 
EUS in the management of DL.

Finally, additional benefits of EUS include the ability 
to confirm the efficacy of endoscopic hemostasis of a 
bleeding DL by demonstrating absent Doppler flow after 
therapy [6]. In our institution, we also routinely perform 
EUS after endoscopic hemostasis to confirm vessel oblit-
eration [18]. This patient underwent several EUS in the 
follow-up, which documented successful obliteration of 
the first treated DL. 

In conclusion, the authors report a unique case of se-
vere, recurrent UGIB caused by two metachronous gas-
tric DL in the same, otherwise healthy, young patient. 
This case report emphasizes the value of a systematic EUS 
evaluation of the GI wall if a DL is suspected. In addition, 
we acknowledge the outstanding role of EUS in the treat-
ment and follow-up of these lesions, as well as in associa-
tion with other techniques, such as TAE.
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a b

Fig. 4. a Selective left gastric artery angio-
gram, with identification of abnormal ves-
sel (second Dieulafoy’s lesion) adjacent to 
the hemoclip. b Angiogram after trans-
catheter arterial embolization.
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