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Massive bleeding from a rectal Dieulafoy lesion in a patient with 
alcoholic cirrhosis
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Although Dieulafoy lesion can occur in any part of the gastrointestinal tract, its occurrence in the rectum 
is rare. Rectal Dieulafoy lesions have been associated with advanced age, renal failure, burns, liver trans- 
plantation and cirrhosis. Here, we report on a case of massive bleeding from a rectal Dieulafoy lesion after 
lung decortication surgery in a 57-year-old male patient with alcoholic cirrhosis. Although rare, a rectal 
Dieulafoy lesion should be included in the differential diagnosis of massive lower gastrointestinal bleeding 
in a patient with cirrhosis.
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INTRODUCTION

Many types of gastrointestinal (GI) bleeding can occur in 

cirrhotic patients, however, the most common type is upper 
GI bleeding due to variceal rupture or ulcer [1]. Variceal blee- 
ding represents 60-65% of the bleeding episodes in cirrhotic 

patients [2]. Common causes of lower GI bleeding include di-
verticular disease, neoplasms, angiodysplasia, hemorrhoids, 
and polyps, accounting for more than 95% of cases [3].

Dieulafoy lesion, a submucosal artery that protrudes throu- 
gh a small mucosal defect into the lumen, is a life-threatening 
cause of GI bleeding. Although it can occur in any part of 

the GI tract, the stomach is the most common location, acco- 
unting for approximately 71% of cases and it is very rare 
in the rectum [4]. Bleeding due to a rectal Dieulafoy lesion 

has been reported sporadically in many medical conditions 
including one case of alcoholic cirrhosis in Korea [4-10].

We report on a case of massive bleeding from a rectal 
Dieulafoy lesion in a patient with alcoholic cirrhosis.

CASE 

A 57-year-old male patient with alcoholic cirrhosis was 

rushed to the emergency room complaining of shortness of 
breath. He underwent chest tube insertion due to large lung 
empyema (Fig. 1A, 1B) and received ventilator care. His bowel 

movement was unremarkable without constipation. On the 
26th day after admission, he underwent decortication surgery 
because of intractable empyema. At that time, his body mass 

index was 17.7 (height 173 cm, weight 53 kg), his vital signs 
included a blood pressure (BP) of 127/90 mmHg and a heart 
rate of 97 beats per minute. His laboratory findings were as 

follows: white blood cell (WBC) count, 8,500/μL; hemoglobin 
(Hb), 9.4 g/dL, hematocrit, 28%; platelet count, 92,000/μL; 
total/direct bilirubin, 2.8/1.6 (mg/dL); aspartate aminotransfe- 

rase (AST), 38 IU/L; alanine aminotransferase (ALT), 13 IU/L; 
and prothrombin time, 18.1 sec (56%); HBsAg (-), HBsAb (-), 
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Fig. 1. (A, B) Computed tomography showed a large lung empyema displacing the heart and cirrhotic liver with ascites. (C) Upper
en doscopy showed large esophageal varices. (D) Fresh blood was gushing from a large exposed blood vessel in the distal rectum.
(E) Active bleeding was controlled using hemoclips (HX-610-090L, Olympus, Tokyo, Japan). (F) Two days later, the hemoclips were 
correctly placed.

anti-HCV (-). On the 8th day after surgery, painless hemato- 

chezia occurred. At that time, his BP dropped to 67/45 mmHg 
and heart rate increased to 108 beats per minute. His labo-
ratory findings were as follows: WBC count, 12,600/μL; Hb, 

7.8 g/dL; platelet count, 126,000/μL; albumin, 2.7 g/dL; total/ 
direct bilirubin 2.7/1.3 (mg/dL); AST/ALT, 30/11 (IU/L); BUN/ 
Creatinine 12.8/0.5 (mg/dL). Emergency sigmoidoscopy was 

performed. However, we failed to find the bleeding focus be-
cause of a large amount of stool in the rectum and a large 
amount of fresh blood in the sigmoid colon. Hence, we con-

sidered that the bleeding focus was within the proximal part 
of the sigmoid colon. Upper endoscopy showed large esoph-
ageal varices and portal hypertensive gastropathy, but no evi-

dence of bleeding (Fig. 1C). He received conservative care in-
cluding transfusion. Hematochezia stopped transiently, but 
the next day, massive hematochezia started again. Despite ad-

ministration of 10 units of packed red blood cells and 6 units 
of fresh frozen plasma, his systolic BP was 60 mmHg and Hb 
was 6.3 g/dL. Emergency sigmoidoscopy was performed again. 

At first, finding the bleeding focus was difficult because there 

was still a large amount of stool. However, that the amount of 
fresh blood had decreased. We withdrew the scope back into 
the rectum and searched the area meticulously. After changing 

to the right lateral decubitus position, we finally observed blood 
gushing from a large exposed blood vessel (Fig. 1D). The blee- 
ding was controlled successfully using hemoclips (HX-610- 

090L, Olympus, Tokyo, Japan) (Fig. 1E). He became hemody-
namically stable after the procedure. Two days later, the hemo- 
clips were correctly placed and no further bleeding occurred 

(Fig. 1F). He was discharged from the hospital with relatively 
good health. 

DISCUSSION

In this case, the patient had underlying alcoholic liver cir-

rhosis and he underwent lung decortication surgery due to 
intractable empyema. Occurrence of a rectal Dieulafoy lesion 
in this patient is difficult to explain. It might have occurred 



Young Hoon Choi et al.

90 YUJM VOLUME 34, NUMBER 1, JUNE 2017  

coincidentally because Dieulafoy lesion itself has so far been 
regarded as congenital pathology [11], however, it may be 
multifactorial.

Most cases of rectal Dieulafoy lesions have been reported 
in patients with multiple comorbidities like advanced age [4-6], 
renal failure [7], burns [8], and liver transplantation [9]. In 

Korea, one case was reported for alcoholic cirrhosis [10].
Mucosa of a large artery is vulnerable to mechanical trauma 

and tissue ischemia from repeated strong pulsation leading 

to mucosal ulceration [11,12]. Macroscopically, the lesion was 
bulging into the lumen of the GI tract with predilection for 
mechanical trauma [13].

Perivascular tissue ischemia and degenerative changes may 
precipitate the rupture of a congenitally deformed submucosal 
artery [11]. In this case the patient had medical conditions 

including alcoholic cirrhosis and lung empyema. Therefore, 
we postulate that acquired tissue ischemia might have precipi- 
tated the rupture of an underlying congenital large submu- 

cosal artery.
With respect to diagnosis and treatment, we initially did 

not consider Dieulafoy lesion as a differential diagnosis. Ins- 

tead, we considered upper GI bleeding such as variceal or 
ulcer bleeding. After ruling out upper GI bleeding, we consid-
ered lower GI bleeding from a diverticulum or angiodyspla- 

sia, etc.
Finding the bleeding focus was difficult because of poor 

visibility. In the previous study, the main reasons for unsucce- 

ssful initial endoscopy were excessive blood (44%) and the 
lesions were subtle or overlooked (56%) [14].

On the second try, we suspected rectal bleeding because 

the amount of blood decreased as the scope was advanced 
up to the sigmoid colon. Hence, we withdrew the scope and 
searched the rectum meticulously. Finally, we found the active 

bleeding focus after changing to the right lateral decubitus 
position. We were able to control the bleeding successfully 
using hemoclips and no bleeding occurred thereafter. Endo- 

scopic treatment is currently considered the first option for 
management of GI Dieulafoy lesions [7].

Although rare, a rectal Dieulafoy lesion should be included 

in the differential diagnosis of massive GI bleeding in a pa-
tient with cirrhosis.
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