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Introduction

Dieulafoy’s lesion (DL) is an uncommon but life threatening 
cause of gastrointestinal bleed.[1] Various endoscopic therapeutic 
techniques like injection therapy, thermal probes, laser therapy, 
endoscopic band ligation and hemoclipping have decreased the 
mortality from bleeding DLs.[1-3] Multiple DLs have been rarely 
reported[4,5] and we report a double DLs in stomach that was 
successfully treated with endoscopic band ligation.

Case Report

A 45-year-old male presented to our emergency services 
with history of  painless massive hematemesis accompanied 
with melena. There was no history of  dyspepsia nor 
was the patient on non-steroidal anti-inflammatory 
drugs (NSAID). The patient was a chronic smoker. There 
were no other co-morbidities. His clinical examination 
was non-contributory except for presence of  pallor. The 
hematological examination revealed hemoglobin of  

4 g/dl with normal platelet count and coagulation profile. 
The renal function, liver function tests and ultrasound of  
the abdomen were normal. The patient was resuscitated and 
blood transfused.

Upper GI endoscopy revealed fresh blood in stomach and 
duodenum and after washing the stomach, a small elevated 
protruding vessel with no surrounding ulcer suggestive 
of  a DL was seen at the lesser curvature of  the stomach. 
This lesion was banded with two elastic bands [Figure 1]. 
Immediate hemostasis was achieved, however, 24 hours later 
patients rebled with hemodynamic compromise and a repeat 
endoscopy was performed. The repeat endoscopy revealed that 
there was no bleed from the banded lesion. However, another 
DL was seen distal to the previously banded lesion and there 
was ooze of  fresh blood from this lesion [Figure 2]. This 
lesion was also banded with elastic bands and thereafter there 
were no further episodes of  GI bleed. A repeat endoscopy 
performed 5 days after last band application, revealed an 
ulcer with clean base at the site of  banding [Figure 3]. The 
patient is asymptomatic with no recurrence of  GI bleed at 
2 years of  follow-up.

Discussion

DL belongs to an arterial type of  vascular abnormality 
in which submucosal end ar teries are abnormally 
large (caliber-persistent artery). The diameter of  the artery 
at the muscularis mucosae level may be 1-3 mm and is much 
larger than the diameter of  normal arteries at that level. It 
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Figure 2: Another dieulafoy lesion distal to the previously banded lesion 

Figure 3: Endoscopy revealing an ulcer at the site of banding
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These large submucosal arteries may seem to protrude from 
the mucosa, and the bleeding is caused by tiny erosion 
overlying the artery. In contrast to peptic ulcer disease, there 
is no infammation at the edge of  the mucosal defect. Elderly 
men have an increased incidence of  DL in most published 
series. Comorbidities-particularly cardiovascular disease, 
hypertension, chronic renal failure, diabetes, and excessive use 
of  alcohol have been described in almost 90% of  the patients.[8]

Endoscopy reveals a reddish-brown protruding spot with 
small erosion and no ulcer. DL is more easily identified 
when pulsating or oozing blood. Elective endosonography to 
examine spots suspected to be DLs is helpful in confirming 
the diagnosis and, most importantly, guiding the endoscopic 
treatment.[9,10] In difficult cases, angiography may be useful 
when endoscopy fails to identify the lesion, especially in 
non-gastric sites.

Different therapies for DL were compared in various clinical 
trials. Chung et al.[11] and Park et al.[12] studied injection 
method (a mixture of  9 mL 3% NaCl plus 1 mL 1:1000 
epinephrine) vs. a mechanical method (clipping or band 
ligation). Recurrence of  bleeding was signifcantly higher with 
the injection method (33%) than with banding or clipping (8%). 
Eventually, no patients of  the banding/clipping group were 
operated upon, while among those treated with the injection 
method (16.7%) underwent surgery. These studies clearly 
indicate that mechanical methods (clipping or banding) are 
signifcantly better than injection methods alone. Panagiotis 
Katsinelos et al. showed that clip placement was more effective 
than injection methods in controlling bleeding from DL.[13]

Several studies have shown that combined therapy using 
injection of  different solutions including epinephrine 
(1:10,000) or 5% ethanolamine oleate solution followed by 
thermal coagulation with a heat probe seems to work better, 
in both the short and long term, than injection therapy 
alone.[3,14] The combination of  hemoclip hemostasis with 
ethoxysklerol injection was proven in a recent study to be 
the most effective method for GI bleeding due to DL.[15] 
Angiographic selective embolization of  the feeding vessel 
has been tried, with contradictory results. Surgery is still 
necessary in some patients in whom severe bleeding cannot 
be stopped using endoscopy. Wedge resection and not 
over-sewing of  the vessel are recommended. The long-term 
prognosis of  DL is excellent even when treated with 
endoscopic therapy alone.[2]

Double DLs are rarely described in the literature. To the best 
of  our knowledge, only two cases of  double DLs have been 
reported in the literature. Katsinelos P et al.[4] have described 
double DL in stomach, which was successfully treated with 
hemoclip placement. Park et al.[5] have recently reported a 
double DL in stomach in a patient with chronic renal failure. 
Both these lesions were successfully treated with band ligation. 
We report similar case of  double DL in the lesser curvature 

Figure 1: Dieulafoy lesion after endoscopic band ligation

may cause massive bleeding leading to death, and is located in 
the upper stomach about 5-7 cm below the gastro-esophageal 
junction in the majority of  cases.[6] Other locations include, 
esophagus,[6] distal stomach, duodenum, peri-ampullary 
region[7] and large bowel.
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of  stomach in a middle-aged male, which were successfully 
treated with band ligation.

Conclusion

DL is an important but rare cause of  upper GI bleed. 
It is commonly seen in stomach along the lesser curvature. 
Though most of  them are single, rarely multiple DL may be 
seen on careful endoscopic examination. Hemostasis can 
be effectively achieved through endoscopic band ligation. 
Recurrence of  bleed after an endoscopic hemostasis warrants 
repeat endoscopic examination to rule out a double DL as 
in our case.
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