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Abstract 
Objective – Massive gastrointestinal bleeding in children is rare. A Dieulafoy lesion is an uncommon condition which may lead 
to massive and repeated upper gastrointestinal bleeding. We report a pediatric case of gastric Dieulafoy lesion which was success-
fully treated surgically, after repeated unsuccessful endoscopic treatment. Case Report – A previously healthy 13-year-old boy 
presented with hematemesis upon admission to the hospital. He had tachycardia and mild anemia. A gastroscopy revealed erosive 
gastritis. During the following days, hematemesis continued to reoccur and consequently led to the development of hemorrhagic 
shock requiring endoscopic treatment with hemoclipping and adrenalin injection. Despite that, hematemesis continued, and it 
was decided to perform surgical treatment. During open surgery, a tortuous blood vessel was found, suggesting a Dieulafoy lesion. 
Conclusion – Although rare, a Dieulafoy lesion should be suspected when treating repeating hematemesis in children. Endo-
scopic treatment is recommended as first-line management, but rarely, in unclear cases, surgery proves to be a better diagnostic 
and therapeutic option for massive gastrointestinal bleeding. 
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Introduction

A Dieulafoy lesion (DL) is an extremely rare cause of 
repeated and sometimes massive upper gastrointes-
tinal (GI) hemorrhage in children. The symptoms 
and signs range from mild anemia, hematemesis 
and/or melena to hemorrhagic shock (1). A Dieula-
foy lesion is a submucosal ectatic arterial lesion asso-
ciated with a tiny mucosal defect. The exact process, 
that results in the tortuosity of the superficial artery 
that erodes through the mucosa and then may bleed, 
is unknown. The majority of lesions (75–95%) are 
in the proximal part of the stomach, particularly 
within six centimeters of the gastroesophageal junc-
tion on the lesser curve (2). However, DL can be 

found anywhere in gastrointestinal system, as well 
as in the respiratory system, especially in the bron-
chial tree (3). The exact incidence of DL in children 
remains undefined, while it can cause 0.5% to 14% 
of upper gastrointestinal bleedings in adults (4). DL 
occurs more frequently in boys, and it can occur at 
any age, starting from birth. Currently, endoscopy is 
the method of choice for diagnosis and treatment of 
patients with acute active bleeding (5). 

We present the case of 13-year-old boy with 
repetitive hematemesis due to a Dieulafoy lesion 
in his stomach. To our knowledge, this is the first 
pediatric case reported in Croatia, also including 
neighboring countries. 

Case Presentation
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A previously healthy 13-year-old boy was admitted 
to the Department of Pediatrics of Dubrovnik Gen-
eral Hospital because of hematemesis preceded by 
epigastric pain, without melena or hematochezia. 
The medical history revealed no previous trauma. 
He had stopped taking phenoxymethyl penicillin 
due to tonsillopharyngitis four days earlier.  At the 
time of admission he was conscious but adynamic, 
pale, and tachycardic, with pulse frequency 117/
min and blood pressure 124/79 mmHg. His abdo-
men was only slightly painful in the epigastrium. 
Laboratory findings revealed mild anemia, with 
erythrocyte count of 3.71 T/L, hemoglobin level 
of 106 g/L, hematocrit of 0.311 L/L, mean corpus-
cular volume of 83.8 fL and platelets of 341 G/L. 
His urea level was increased to 10.2 mmol/L, with 
normal creatinine (58 μmol/L). The coagulation 
tests were normal. Abdominal ultrasound and chest 
X-ray were unremarkable. He was given crystalloids 
and proton pump inhibitor pantoprazole, intrave-
nously. Oral intake was omitted and a nasogastric 
tube was placed. During the subsequent 24-hours 
he remained stable, without vomiting and/or signs 
of bleeding from the nasogastric tube. After the 
laboratory results showed a significant drop in red 
blood cell (RBC) count (erythrocytes 3.07 T/L, 
hemoglobin 89 g/L and hematocrit 0.256 L/L), a 
RBC transfusion was ordered. Due to the inability 
to perform endoscopic examination, the boy was 
referred to the Pediatric Intensive Care Unit of the 
University Hospital in Split.  

Upon admission, a gastroscopy was performed 
revealing erosive gastritis, but not requiring more 
aggressive treatment. A test for Helicobacter py-
lori was negative.  He continued to receive pro-
ton pump inhibitors intravenously, together with 
parenteral nutrition. However, three days later, 
massive hematemesis occurred, leading to a hem-
orrhagic shock. Boluses of crystalloids, octreotide, 
tranexamic acid, vitamin K, human prothrombin 
complex, red blood cell transfusion and fresh fro-
zen plasma were administered. Upon stabilization, 
a second gastroscopy was performed. A deep ulcer 
was found, 0.5 cm in diameter with a bleeding bot-

tom, in the corpus of the stomach. In order to stop 
the bleeding, diluted adrenaline was injected and 
three clips were inserted, followed by continuous 
octreotide infusion and high-dose proton pump 
inhibitors. On the basis of the laboratory results 
showing anemia, RBC transfusions were repeated, 
together with fresh frozen plasma and platelets. 
Gradually, over the next four days, the boy’s general 
condition and laboratory results improved. Slowly, 
oral intake was initiated. Unfortunately, four days 
after that, another massive hematemesis occurred, 
causing hemorrhagic shock with an erythrocyte 
count of 2.24 T/L, hemoglobin 66 g/L and he-
matocrit 0.19 L/L. Besides the therapy for shock, 
a continuous 48-hour proton pump inhibitor in-
fusion was administered. The third gastroscopy 
showed a coagulum with previously inserted clips 
around it in the subcardial part of the stomach, 
on a lesser curve. The attempt to set up a new clip 
was unsuccessful, and persistent bleeding was seen. 
Diluted adrenalin was applied to slow down the 
bleeding, and another gastroscopy was scheduled 
for the following day. One clip was removed and 
two additional clips were placed to secure hemo-
stasis. At that moment, due to the inconsistent en-
doscopy findings, we suspected a vascular anomaly. 
A digital subtraction angiography of the visceral 
arteries was performed and it was unremarkable. In 
the following days the patient was in a good general 
condition, without vomiting. Conservative therapy 
was continued. 

On the 21th day of treatment there was another 
massive hematemesis with signs of hemorrhagic 
shock, requiring intensive treatment of the shock, 
including RBC transfusion. At that moment, surgi-
cal treatment was indicated. Upper midline laparot-
omy and explorative gastrotomy were performed. 
On the lesser curve of the stomach, after the re-
moval of several metal clips, a tortuous submuco-
sal blood vessel with several active bleeding spots 
was identified, consistent with a Dieulafoy lesion. 
Bleeding was stopped with Z ligatures. Early post-
operative recovery was without complications. On 
the 14th postoperative day, the boy was discharged 
home from the hospital. During the 15-month-
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long follow-up by a pediatric gastroenterologist, no 
more bleeding incidents were observed. 

Discussion

The diagnosis of DL is often delayed, even after 
repeated upper gastrointestinal bleedings and en-
doscopic examinations. Before the widespread use 
of endoscopy, this condition was diagnosed dur-
ing surgery or autopsy (6). DL is usually located 
in the fundus or in the lesser curve of the stomach 
(3).  Recently, endoscopy has become the method 
of choice, both for diagnosis and for treatment of 
gastrointestinal bleeding (5). It enables several tech-
niques to be used, such as adrenalin injections, as 
well as mechanical devices such as clips or banding 
insertions. These procedures have been generally 
effective, even in children (7). The best therapeu-
tic choice for gastrointestinal bleeding depends on 
the clinical presentation, the site of the lesion, and 
the physician’s own expertise in the field (8). Before 
1990, hemorrhage caused by DL was treated sur-
gically (9), but in the following years endoscopic 
treatment was recommended as the first-line man-
agement (10). Even though endoscopy is also the 
first diagnostic tool, it has only a 70% diagnostic 
yield in the diagnosis of DL due to the often small 
lesions or lesions covered by an adherent clot (11). 
In a retrospective study of 177 patients in whom 
DL was a cause of GI bleeding, the first endos-
copy did not reliably detect the bleeding source 
in 33% of cases, so repeated endoscopies were 
performed. If endoscopic therapy is unsuccessful, 
therapeutic alternatives are surgical intervention or 
angiography with embolization (12). 

In this case report we corroborate previous find-
ings regarding the diagnosis and usual location of 
DL on the lesser curve of the stomach. Also, we 
confirm the necessity for repeated endoscopies in 
some patients, as well as an alternative therapeutic 
treatment if endoscopic therapy fails (12). Addi-
tionally, surgical intervention might not just be a 
definitive treatment, it might also be a road map 
to diagnosis. 

Conclusion

Although endoscopic treatment is recommended as 
the first-line management of gastrointestinal bleed-
ing, in rare, repetitive and unclear cases, surgery 
proves to be a better diagnostic and therapeutic 
option. At the moment, there is no consensus re-
garding the optimum treatment of DL. However, 
DL should be definitely suspected when treating 
repeating hematemesis in children. 
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