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Small-bowel bleeding is a relatively uncommon event of gastrointestinal bleeding. 
Some causes of small-bowel bleeding, such as vascular lesions, are still challenging 
to confirm, despite the use of various diagnostic modalities (e.g., capsule endoscopy, 
deep enteroscopy, and radiographic imaging). Vascular lesion−induced bleeding 
tends to be insidious and intermittent, but sometimes it can be massive and fatal, so 
that the timing of an endoscopy is critical. We describe herein the case of an elderly 
female patient with Dieulafoy’s lesion−induced small-bowel bleeding presenting 
with recurrent melena. In this article, we describe how the cause of her bleeding 
was found and how the bleeding was stopped endoscopically. Finally, we discuss 
the characteristics of a small-bowel Dieulafoy’s lesion and its endoscopic treatment.  
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Bleeding from the small intestine, which used to be 
referred to as obscure gastrointestinal hemorrhage 
(OGIB), remains an unusual event of gastrointestinal 

(GI) bleeding (1). Although small-bowel bleeding can now 
be detected due to advances in capsule endoscopy, deep 
enteroscopy, and radiographic imaging, some causes, such 
as vascular lesions (including Dieulafoy’s lesions), are still 
challenging to diagnose (2). In this paper, we describe the 
challenging case of an elderly patient who suffered from 
recurrent melena and discuss the clinical course and endoscopic 
intervention that led to the resolution of her symptoms.

Case Report

A 65-year-old female farmer was admitted to our hospital 
with a 5-year history of melena. Her past history included 
hypertension and a duodenal ulcer. She regularly took 
an antihypertensive drug, and her blood pressure was 
well-controlled. She denied the use of non-steroidal anti-
inflammatory drugs. A physical examination upon her 
arrival revealed stable vital signs, a clear mind, and an 
anemic appearance; no positive signs were detected upon 
examination of her heart, lungs, or abdomen. Laboratory 
examinations immediately after admission demonstrated an 
extremely low hemoglobin level (2.8 g/dL), normal white 
blood cell and platelet counts, a normal hemagglutination 
and a positive fecal occult blood test. The admitting diagnosis 
was a GI hemorrhage. After routine treatment, including fluid 
resuscitation, acid suppression, and a blood transfusion, the 
patient underwent a gastroscopy and colonoscopy, but only a 
healed duodenal ulcer was found, which could not explain the 

patient’s GI bleeding. As a result of our studies, we believed 
the bleeding site to be in the small intestine. Two days later, 
computed tomography enterography was performed in order 
to screen for disorders of the small intestine and to exclude 
contraindications to further examinations, but nothing was 
found. Considering her advanced age and weakness, we advised 
her to allow us to perform a video capsule endoscopy (VCE) 
to confirm the bleeding site, but she refused because VCE 
was not included in the medical insurance of our country, 
which meant the patient would have had to pay the entire 
cost herself. Instead, she chose a reimbursable double-balloon 
enteroscopy (both anterograde and retrograde), the result of 
which was negative. Two days later, her stool turned yellow 
and her hemoglobin ascended to 8.5 g/dL on a routine blood 
test. She left the hospital the next day because she thought 
her GI bleeding had been stopped and she was not able to pay 
the necessary medical costs for an extended hospitalization, 
although we told her that the bleeding might reoccur at any 
time and finding the locus of that bleeding was necessary. 
Unfortunately, one month later, the patient was readmitted 
with a massive melena. We talked with a team of surgeons 
about what the next step should be, including whether or not 
surgery might be needed. Because the bleeding site had not 
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been identified, the risk of surgery was extremely high. Digital 
subtraction angiography (DSA) seemed to be an appropriate 
method for both diagnosis and therapy, given the acute, 
active GI bleeding and, especially, the patient’s hemodynamic 
instability (3). However, she refused our suggestion, again, after 
we informed her of the indications and limitations of DSA. A 
VCE was accepted, which found fresh blood between the distal 
part of the duodenum and the proximal jejunum (Figure 1). 
An emergency endoscopy was performed. A protruding vessel 
with active bleeding (Dieulafoy’s lesion) in the horizontal part 
of the duodenum was found, and the vessel was clipped with 
titanium hemoclips (from MICRO-TECHTM, China), so that 
the bleeding was stopped, successfully (Figure 2). Two days 
later, her stool turned yellow and she was discharged. The 
patient is still under follow-up, and no further episodes of GI 
bleeding have been reported.

Discussion

Small-bowel bleeding accounts for a small part of GI bleeding 
and is still a challenging diagnosis, despite the use of advanced 
technology and proper endoscopy. Clinical presentation and 
age may be helpful to determine etiology. Patients over the 
age of 40 years complaining of recurrent GI bleeding with no 

findings after conventional examinations are more likely to have 
vascular lesions, such as angioectasia and Dieulafoy’s lesion, 
while inflammatory bowel disease or Meckel’s diverticulum are 
more likely in patients under 40 years old (1).

Small-bowel vascular lesions, including angioectasia, 
Dieulafoy’s lesion, and arteriovenous malformation, are the 
most common causes of small-bowel bleeding (2). The severity 
of the bleeding caused by small-bowel vascular lesions may 
range widely from chronic, intermittent, and well-compensated 
to acute, massive, and life-threatening (4). Different from 
angioectasia (capillary or vein malformation) and arteriovenous 
malformation, Dieulafoy’s lesions consist of histologically 
normal but abnormally large arteries that typically protrude 
through a small mucosal defect (5). Although Dieulafoy’s 
lesions are frequently found in the proximal stomach on the 
lesser curvature, they have been identified as the source of 
OGIB in 3.5% of patients, with most of these lesions located 
in the jejunum (6). However, Dieulafoy’s lesions can be easily 
overlooked, even after careful endoscopic examination, because 
of the intermittent nature of the bleeding; it is often difficult 
to confirm during non-bleeding intervals (7). In additon, in 
the presence of a Dieulafoy’s lesion that has not been treated 
endoscopically, the incidence of rebleeding is reported to 
be high (8). So the timing of performing an endoscopy can 

be decisive in terms of both diagnosis and 
treatment. As was the case in our patient, a 
Dieulafoy’s lesion was confirmed and treated 
effectively when she was actively bleeding but 
not when she was in a stable, non-bleeding 
state. The etiology of Dieulafoy’s lesions 
remains unclear. Patients who bleed from 
Dieulafoy’s lesions often have comorbidities, 
including hypertension, diabetes, and/or 
alcohol abuse (9). Our patient had a long 
history of hypertension, which is believed 
by some authors to alter the normal process 
of angiogenesis and trigger the formation of 
aberrant vessels with a constant diameter, the 
presence of which increases the incidence of 
Dieulafoy’s lesions (10). Although there is 
limited evidence from high-quality clinical trials 
regarding the optimal therapeutic approach for 
a small-bowel Dieulafoy’s lesion, endoscopic 
intervention has been recommended as the 
first choice of treatment, during which a form of 
mechanical hemostasis should be applied, such 
as was seen in our case (2). Techniques that use 
mechanical instruments (such as the hemoclip) 
to achieve hemostasis have been reported 
to be more effective and are assoicated with 
lower rates of recurrence than thermal (argon) 
and injection (adrenaline) techniques (11). 
However, long-term follow-up has proven to be 
necessary in the evaluation of the effectiveness 

Figure 1. Pictures of video capsule endoscopy. The capsule reached the descending 
part of the duodenum at 25 m, where bright red fresh blood was found (picture B). 
The blood turned dark red at 27 m and turned brown at 58 m (picture C). Thus, the 
bleeding site was determined to be located between the inferior part of the duodenum 
and the superior part of the jejunum.
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of the applied endoscopic therapy. Our patient 
has been in follow-up for over 4 years and has 
had no further episodes of bleeding.

To sum up, small-bowel vascular lesions 
should be taken into consideration when there 
is GI bleeding, the source of which is not found 
after conventional examinations, especially 
for patients over 40 years old. Small-bowel 
Dieulafoy’s lesions are easier to confirm in the 
active bleeding state than in a non-bleeding 
interval, so the timing of when an endoscopy 
is performed can be decisive. Small-bowel 
Dieulafoy’s lesions with active bleeding can be 
treated successfully by mechanical endoscopic 
methods, such as placing a hemoclip.

Resumen

El sangrado del intestino delgado es un evento 
relativamente poco frecuente de sangrado 
gastrointestinal. Algunas causas del sangrado del 
intestino delgado, como las lesiones vasculares, 
siguen siendo difíciles de diagnosticar a 
pesar del uso de diversas modalidades de 
diagnóstico, como la endoscopía con cápsula, la 
enteroscopia profunda y la imagen radiográfica. 
El sangrado inducido por lesiones vasculares 
tiende a ser insidioso e intermitente, pero a veces puede ser 
masivo y mortal, por lo que el momento de la endoscopia 
es crítico. Presentamos el caso de una paciente anciana con 
sangrado del intestino delgado inducido por una lesión de 
Dieulafoy que presentó con melena recurrente. En este caso, 
describimos cómo se encontró la causa del sangrado y cómo 
se detuvo endoscópicamente. Finalmente, discutimos las 
características de la lesión de Dieulafoy del intestino delgado 
y su tratamiento endoscópico.
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Figure 2. Pictures of the emergency gastroscopy. Bright red, fresh blood was seen 
at the inferior part of the duodenum (picture A) and a protruding vessel with active 
bleeding (Dieulafoy’s lesion) was found after washing (as marked by an arrow in 
picture B). Titanium hemoclips were used to clip the vessel so that no additional 
active bleeding was seen (pictures C and D).


