Case Study

MASSIVE HEMATEMESIS FROM GASTRIC DIEULAFOY'S
LESION, surgery as a curative option when there is lack of

access to expertise.

ABSTRACT:



Dieulafoy’s lesion is an acute Gl (gastrointestinal) bleeding disorder, a rare but life-
threatening condition due to recurrent bleeding. The affected arteriole can protrude through
a small defect in the mucosa, becomes susceptible to the mechanical trauma even of a
minor level and gradually erodes into the lumen to cause severe acute Gl bleeding.

40-year-old married woman who was admitted with a history of massive hematemesis for 17
days. Series of 3 upper Gl endoscopies were done, and the patient was diagnosed with

Therefore, surgical consultation was referred. Exploratory laparotomy was done that showed
a lesion near the greater curvature. Lesion was ligated with under run suturing.

Surgical intervention was selected on the basis of lesion's presentation and clinical aspects
of the patient. Surgical intervention remains a better choice in case of massive
hematemesis in a setting where the access to the availability of expertise is low.
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Introduction:

Dieulafoy’s lesion is a fairly uncommon disease which represents an important etiology of
acute gastrointestinal (Gl) bleeding because of its tendency to cause massive, life-
threatening, and recurrent bleeding [1]. It is a sub mucosal arteriole, with the ability to
maintain an abnormally large caliber of approximately 1-3 mm [2]. Dieulafoy’s lesions are
typically presented with severe, active gastrointestinal bleeding. It is mostly found in upper
Gl tract. Almost 75% of lesions are found in the stomach [3], the affected artery can
protrude through a small defect in mucosa, and can become susceptible to mechanical
trauma of even a minor level (e.g., passage of food bolus in stomach or solid stool in colon),
and gradually erodes into the lumen to cause severe acute Gl bleeding [4]. Homeostatic

therapy is paramount due to the severity of bleeding from \Dleulafoy sLIeslon The bleeding - {cOmment [G3]:

Inserted: the

should be controlled immediately by nonsurgical and surgical intervention. Otherwise,

morbidity and mortality rates are very high [5]. \
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There is no clear option for treating the Dieulafoy’s lesion [13]. The\ option for treatment is

chosen by presentation, the location of the lesion and the access to expertise. |
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1- Endoscopic procedure.
2- Angiography

3- Surgical intervention

4- Laparoscopic intervention.

Endoscopic procedure is preferred in easy access to lesions. The success rate is near to
90%. Endoscopic methods are further categorized as electrocoagulation, local epinephrine



injection, sclerotherapy, banding and haemoclip. Angiography is another modality of
treatment, used to embolize actively bleeding lesions. It is helpful when the endoscopic
methods fail to achieve hemostasis.

Surgical intervention is a classical treatment option. Mostly done by under-running of the

lesion or a wedge resection of the affected section of the gut [[14] surgical resection depends - [ Comment [G25]:
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upon the location of the lesion and clinical aspects of the patient. [Laparoscopic intervention
is also recommended as it is least invasive among the options. But it depends on the good
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The advancement in the modality of diagnosis has decreased the mortality from 80% to
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as compared to bleeding from gastric or duodenal ulcers.
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Patient information:

LA 40-year-old married woman presented with a history of hematemesis for 17 days.
Hematemesis was episodic with the frequency of 2-3 times in a day, which
aggravated with intake of food. According to patient, there was approximately 2
cups of fresh and clotted blood per episode. She also had melena for the same
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needed for knee pain. Patient denied the occurrence of hematemesis in the past. ' ‘?\\{ Comment [G35]:
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On general physical examination, patient looked pale. She was
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hypotensive(100/60mmHg) and tachycardia (Pulse= 110/ minute). She was afebrile |
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with respiratory rate of 16 respirations per minute. Abdominal examination showed
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mild splenomegaly. |
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The patient was admitted in the gastric ward and basic diagnostic tests were done. - {Comment [G39]:
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CBC| ( complete blood picture) showed a hemoglobin of 6.5 g/dl at that time. \\{Comme"t [G40]:
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results were in normal range. Liver profile was also in normal range (Table 1). { comment [42J:
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Ultrasound showed Splenomegaly.

EGD was planned to have a better look into esophagus, stomach, and duodenum to
know the cause of Bleeding. The first EGD reported "Pan Gastritis". Patient was
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another Endoscopy, but no significant findings were reported other than clotted \\\
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Blood. She was kept again kept NPO for three days, but conservative management
failed again. After 3 days, she was suggested to take food orally but this time the
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endoscopy , but this time it revealed a visible vessel at the margin of body and N>
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fundus near lesser curvature of stomach and Dieulafoy’s lesion was suspected.
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(Figure 1)
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location of the lesion, further management was halted and surgery department was ‘%\{Comment [G57]:
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Exploratory Laparotomy was done. Per-operative findings, "A lesion was found near " comment [css]:
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The patient was discharged from hospital on her 7 day of surgery. The patient was ' Gomment fo70}
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\

Inserted: The p

Dieulafoy’s Lesion is acute Gl (gastrointestinal) bleeding disorder, a rare but life- \\(
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trauma of a minor level and gradually erodes into the lumen to cause severe acute

Gl bleeding. |
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Hematemesis for 17 days. Series of 3 upper Gl endoscopies were done, and the
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patient was diagnosed with Dieulafoy’s lesion. Due to the failure of 2 attempts of _ - comment [cge]:
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Surgical intervention is selected on the basis of lesion's presentation and clinical

aspects of the patient. Surgical intervention remains a better choice in case of { -
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massive hematemesis in setting where there is less access to the availability of ,
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Conclusion:

presented with massive hematemesis| Series of 3 EGD were done to diagnose the
disease. Two attempts of local epinephrine injection via EGD failed to stop |

lesion, surg|cal intervention was done. Surgical outcomes were sausfactory.
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Table: 1 Labs Value

CBC:
Date Hb g/dl Platelets x10"9/I RBC WBC
x107M12/1 | x1079/
I

When admitted in Gastro ward ( before surgical ward admission )

1* day 6.5 107 3.34 4.7

7" day 10.6 128 3.53 4.5

13" day 9.0 211 2.80 9.0

17" day 7.3 180 2.26 4.2

When admitted in surgical ward

Day of admission 8.2 169 2.62 7.09

2 weeks after 12.0 220 4.42 7.90

surgery

ELECTROLYTES :

On day 17", When Patient was referred to Surgical department, following work up was done

before :

Sodium 133.4 mmol/L Urea 55 mg/dl
Potassium 3.35 mmol/L Creatinine 0.7 mg/di
Chloride 99.8 mmol/L Prothrombin Time 15 sec
Alk Phosphatase 187 u/L APTT 34 sec




ALT 24 u/L INR 1.28

Gamma-GT 14u/L Bilirubin Total 0.7 mg/di
HbsAg Negative Anti HIV Negative
HCV antibodies Negative Anti H.Pylori Negative
Dengue Antibodies Negative Dengue antibodies IgG Negative

IgM ICT

ICT

Figure 1 showing a visible vessel at the margin of body and fundus near lesser

curvature of stomach




