
ieulafoy lesion (DL) is a vascular malformation.1 It was first de-
scribed by Paul Georges Dieulafoy in 1989.2 It is usually found in
the stomach. But, it can also occur anywhere in the gastrointesti-

nal (GI) tract, such as the small bowel.3 Endoscopic diagnosis is very dif-
ficult especially on the first episode of acute gastrointestinal hemorrhage
(GIH). Endoscopic treatments are very effective and successful in con-
trolling bleeding. Especially combination endoscopic therapy is superior
to monotherapy because of a lower rate of recurrent bleeding.4 We re-
port an ileal DL, which was successfully treated with combined dual en-
doscopic therapy.

CASE REPORT

A forty-year old female presented with bloody stool that had begun one day
earlier. Records showed that she was diagnosed with Glanzmann Throm-
basthenia (GT) at 3 years of age. She was using no drugs except oral con-
traceptives. Physical examination on admission, arterial blood pressure
at admission was 128/72 mmHg, and heart rate was 110 bpm. The naso-
gastric aspirate was clear. Rectal examination revealed bright red blood.
Her haemoglobin level was 8.7 g/dl, platelet count was 103 000/mm3. The
result was rechecked and revealed a platelet count of 180 000/mm3. She
received tranexamic acid and one unit of apheresis platelet. Colonoscopy
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Ileal Dieulafoy Lesion in a Patient with
Glanzmann Thrombasthenia Presented with

Hematochezia

AABBSS  TTRRAACCTT  Dieulafoy lesion (DL) is an important cause of acute gastrointestinal hemorrhage (GIH)
because endoscopic diagnosis is very difficult. We report an ileal DL in a patient with Glanzmann
Thrombasthenia (GT). A forty-year old female presented with bloody stool. Records showed that
she was diagnosed with GT at 3 years of age. Physical examination on admission, she was clinically
stable, except for tachycardia (110 bpm). Rectal examination revealed bright red blood. Her haemo-
globin level was 8.7 g/dl. Colonoscopy revealed a DL at the terminal ileum. It was treated with
combined endoscopic therapy of epinephrine injection followed by two clips application. Haemo-
globin values were stable in the post-procedural period. DL in the terminal ileum is very rare. There
have been fewer than 20 cases reported in the literature to date. Also GT is a rare congenital bleed-
ing disorder. This case report revealed the coincidence of two rare disorders.

KKeeyywwoorrddss::  Gastrointestinal hemorrhage; dieulafoy; ileum; endoscopy; thrombasthenia

Abdullah Murat BUYRUKa,
Nilay DANIŞa,
Ömer ÖZÜTEMİZa

aDepartment of Gastroenterology,
Ege University Faculty of Medicine,
İzmir, TURKEY

Re ce i ved:  18.07.2018
Received in revised form: 04.01.2019
Ac cep ted: 22.01.2019
Available online:  30.01.2019

Cor res pon den ce:
Abdullah Murat BUYRUK
Ege University Faculty of Medicine,
Department of Gastroenterology,
İzmir, TURKEY,
amuratbuyruk@gmail.com

This work was presented as a video 
presentation at the National Congress of 
Gastroenterology (1-6 December 2017, 
Antalya).

Cop yright © 2019 by Tür ki ye Kli nik le ri

DOI: 10.5336/caserep.2018-62151 CASE REPORT

For the video/videos of the article:

http://orcid.org/0000-0002-6960-4043
http://orcid.org/0000-0002-3939-3089
http://orcid.org/0000-0002-7233-2042
https://www.turkiyeklinikleri.com/article/tr-ileal-dieulafoy-lesion-in-a-patient-with-glanzmann-thrombasthenia-presented-with-hematochezia-84370.html


revealed a DL on the terminal ileum approxi-
mately 2 cm from the ileocecal valve (Figure 1).
It was treated with dual endoscopic therapy of
epinephrine injection (1:10.000 solution) fol-
lowed by two clips application (Olympus HX-
110UR) (Figure 2) (Video). Haemoglobin values
were stable in the post-procedural period and pa-
tient had had no recurrence of bleeding at a 3-
month follow-up visit. Informed consent was
taken from the parents.

DISCUSSION

DL is a rare cause of acute GIH (1-2%).1 These are
most frequently observed in the upper GI tract,
particularly in the lesser curvature.4 However, they
can be observed in the small intestines as well,
being most commonly in jejunum and rarely in the
ileum.3 There have been fewer than 20 cases re-
ported in the literature to date.5-10 Despite its rarity,
DL should always be considered in the differential
diagnosis of lower GIH. Endoscopy has advanced
in recent years and endoscopic treatment is very
successful in terms of achieving  hemostasis.10

Combined endoscopic therapy consists of injection
therapy followed by thermal or mechanical ther-
apy proved significantly superior to epinephrine
injection alone. Angiography may be used for both
localization and also therapy. If the rate of bleeding
is massive or after failure of therapeutic endoscopic
and angiographic interventions, surgical interven-
tion can be used.11

GT is a rare congenital bleeding disorder and
GI tract is the site of bleeding in about 10% of
cases. Most common causes of GIH are gastroduo-
denal chronic lesions (gastric and duodenal ulcers)
and from acute lesions (erosive acute gastritis).12

Here, we think this case revealed the coincidence
of two rare disorders. Also we observed only a tem-
porary control of the GIH in our patient due to the
past medical history of bleeding diathesis. In this
setting, mechanical therapy (clip or band ligator) is
one of the best modalities in active bleeding with a
visible vessel.13

In summary, we showed that ileal DL in a pa-
tient with GT presented with hematochezia. It was
treated with dual endoscopic therapy.
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FIGURE 1: Colonoscopy revealed a Dieulafoy lesion on the terminal ileum.

FIGURE 2: Dieulafoy lesion was treated with injection of epinephrine and follo-
wed by two clips application.
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