CASE REPORT

Dieulafoy’s lesion treated with argon plasma coagulation and injection
sclerotherapy: A rare case report

Dieulofaloy lezyonunun kombine tedavisi: Olgu sunumu
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Dieulafoy’s lesion is an uncommon, but important, cause of upper gastroin-
testinal bleeding. Dieulafoy’s lesion is usually seen in the stomach, but some-
times can be seen in the small or large bowel. Typically, it is located within
6 cm of the esophagogastric junction, generally along the lesser curvature
of the stomach. Various methods with endoscopy are used to control the
hemostasis due to these lesions, but the most suitable endoscopic treatment
method for treating bleeding Dieulafoy’s lesion is not yet well established.
Argon plasma coagulation has been used successfully in upper gastrointes-
tinal bleeding; however, the experience using argon plasma coagulation to
treat Dieulafoy’s lesion is quite limited. Herein, we report a case with a bleed-
ing gastric Dieulafoy’s lesion that was treated using a combined endoscopic
approach with injection therapy and argon plasma coagulation.
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INTRODUCTION

Dieulafoy’s lesion (DL) is a caliber—persistent submucosal ar-
tery associated with a minute mucosal defect (1). DL is a rare
cause of gastrointestinal bleeding, which can be life- threaten-
ing or recurrent if left untreated, and it has an incidence of
0.3-6.7% (2). Endoscopic treatment has replaced surgery as

Dieulafoy lezyonu nadir gorilen ancak énemli bir tst gastrointestinal ka-
nama nedenidir. Siklikla midede goriilmekle birlikte ince ve kalin bagirsak-
larda da gorulebilir. Tipik olarak gastroozolageal bileskeden sonraki 6 cm
icinde, kuctik kurvatur yontinde yerlesir. Bu lezyonlara bagh kanamada, he-
mostazi saglamak icin degisik endoskopik yontemler kullanilir ve kanayan
Dieulafoy lezyonu tedavisi i¢in en uygun endoskopik tedavi yéntemi hentiz
iyi tanimlanmamustir. Argon plazma koagtilasyonu ust gastrointestinal kana-
mada bagsarili bir sekilde kullanilmasina ragmen Dieulafoy lezyonuna bagh
kanamalarda kullanimi siirhdir. Burada enjeksiyon tedavisi ve argon plaz-
ma koagiilasyonu ile kombine olarak tedavi edilen, kanayan gastrik Dieula-
foy lezyonu olan olguyu sunacagiz.
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the standard diagnostic and therapeutic method for bleed-
ing DLs (3). Endoscopic interventions, such as band ligation,
thermocoagulation with heater probe, bipolar electrocoagu-
lation, photocoagulation, injection therapy, and endoscopic

hemoclip application, are among the first choices in the ther-

Figure 1. Dieulafoy’s lesion on the lesser curvature near the cardia.
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Figure 2. Millimetric ulcers with white exudate three days after treatment.
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Figure 3. No lesion is seen six weeks after the treatment.

apy (1,2). The control of bleeding due to DLs can usually be
provided with endoscopic therapy, but the best modality of
endoscopic intervention is not yet certain (1,2). Epinephrine
monotherapy has a higher rate of rebleeding (4). Argon plas-
ma coagulation (APC) is compact, mobile and easy-to—use,
and has a relatively low cost when compared with the other
treatment modalities (5). APC has been used successfully in
the upper gastrointestinal tract. However, experience using
APC to treat DLs is quite limited (3,6). We report a case of a
58-year-old female who admitted to the emergency depart-
ment with hematemesis and melena. During endoscopy, a
non-bleeding vessel was seen on the lesser curvature of the
stomach near the gastroesophageal junction, and a diagnosis
of DL was made. The lesion was managed with APC and in-
jection sclerotherapy.

CASE REPORT

A 58-year-old female admitted to the emergency department
with hematemesis and melena. She had no complaints of dys-
pepsia, abdominal pain or ulcer. The patient had a history
of diabetes mellitus and hypertension. Her body temperature
was 37,2°C, blood pressure 160/90 mmHg, and pulse rate 88
beats/min and regular. The physical examination was normal.
Routine biochemical test results were within the normal rang-
es. During endoscopy, a non- bleeding vessel was seen on
the lesser curvature of the stomach near the gastroesophageal
junction, and the diagnosis of gastric DL was made (Figure
1). We used epinephrine (4 cc 1:10000) together with APC
as the first choice of endoscopic treatment. Three days after
the combined treatment, ulcer with white exudate was seen
via endoscopy (Figure 2). Six weeks after beginning the treat-
ment, no lesion was seen via endoscopy (Figure 3).

DISCUSSION

Dieulafoy’s lesion (DL) is an important cause of upper gas-
trointestinal bleeding, and this lesion may be seen anywhere

Combined treatment of Dieulafoy’s lesion: Case report

throughout the gastrointestinal tract, but it usually develops
in the proximal stomach, predominantly on the lesser cur-
vature (1,9). DLs are usually found within 6 cm of the gas-
troesophageal junction; the arterial flow in this area emerges
directly from the left gastric artery (4). DLs are usually associ-
ated with comorbidity such as cardiovascular disease, arterial
hypertension or renal failure (4,7).)

The most frequent clinical manifestation of DLs is a massive
upper digestive hemorrhage. It is probably a recurrent bleed-
ing without pain, and is associated with a severe life-threat-
ening hemodynamic condition, affecting previously healthy
individuals without gastrointestinal diseases or peptic symp-
toms (3,4).

Advances in endoscopy have increased the detection rate of
DLs and significantly decreased the mortality (3,7). The en-
doscopic criteria proposed to define DLs are: active arterial
spurting or micropulsatile streaming from a minute (<3 mm)
mucosal defect or through normal surrounding mucosa; visu-
alization of a protruding vessel with or without active bleed-
ing within a minute mucosal defect or through surrounding
normal mucosa; and fresh, densely adherent clot with a nar-
row point of attachment to a minute mucosal defect or to
normal appearing mucosa (7). The first step to diagnosis DLs
is endoscopy, but due to the small size of the lesion, its rela-
tively inaccessible localization and the presence of blood and
blood clots, the diagnosis is difficult (3,7). Success rates for
the first endoscopy range from 77-92,4% (1,8). Therefore,
repeated endoscopy may be necessary (3,7). Endosonogra-
phy and angiography can also be used for the diagnosis of
DLs (4,7).

Several treatment methods like endoscopy, surgery and angi-
ography with embolization have been described for DLs (7).
Embolization treatment may lead to ischemia. Surgical treat-
ment may only be necessary in 5% of DLs. Today, endoscopic
treatment is the first treatment choice. The safety and efficacy
of endoscopic treatments have been widely accepted (1,2,7).
Endoscopic interventions in DLs have a success rate of 75—
100% in controlling the hemostasis using variable treatment
methods, such as injection therapy, heater probe, endoscopic
hemoclip placement (EHP), and endoscopic band ligation
(EBL) (1,2,9), and the mortality rates have decreased from
80% to 8.6% (7). Nevertheless, there is still no consensus
with regard to the optimal method of treatment (1,2,7).

Epinephrine injection is the most commonly used method
due to its availability, low cost and safety. Hemostasis in
DLs can be controlled with epinephrine injection alone, but
the risk of rebleeding is high, and it requires surgery rather
than other endoscopic methods (4,9). Mechanical hemosta-
sis causes less damage to the surrounding tissue than injec-
tion or thermal therapy, and several reports have shown the
superiority of the mechanical endoscopic methods (EHP or
EBL) over injection or thermal treatment. Both EHP and EBL
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have shown good results for initial hemostasis and long-term
outcome. Both are simple methods and easy to perform. The
advantage of EHP is its lack of side effects, and therefore, it is
a preferred therapy option for DLs (1,9); however, it is very
hard to perform when the lesion is tangential or visible only
in the retroflexed position of the endoscopy (2,6). On the
other hand, APC is a noncontact electrocoagulation method
that is used especially for chronic radiation proctitis, water-
melon stomach and ablation of Barrett’s esophagus. Further,
APC can be used in bleeding due to peptic ulcers, angiodys-
plasia and DLs (6). This method may be advantageous over
the contact thermal methods since it permits targeting of the
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