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CASE REPORT
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Massive Life-threatening Lower Gastrointestinal Hemorrhage Caused by an Internal
Hemorrhoid in a Patient Receiving Antiplatelet Therapy: A Case Report

Miyeon Kim, Hyun Joo Song, Sunghyun Kim, Yoo-Kyung Cho, Heung Up Kim, Byung-Cheol Song, Weon Young Chang1 and Seung

Hyoung Kim?

Departments of Internal Medicine, Surgelry1 and Radiologyz, Jeju National University School of Medicine, Jeju, Korea

A Dieulafoy lesion in the rectum is a very rare and it can cause massive lower gastrointestinal bleeding. An 83-year-old man
visited our hospital. He had chronic constipation and had taken aspirin for about 10 years because of a previous brain infarction.
He was admitted because of a recent brain stroke. On the third hospital day, he had massive hematochezia and suddenly
developed hypovolemic shock. Abdominal computed tomography showed active arterial bleeding on the left side of the mid-rectum.
Emergency sigmoidoscopy showed an exposed vessel with blood spurting from the rectal wall. The active bleeding was controlled
successfully by an injection of epinephrine and two hemoclippings. On the fourth day after the procedure, he had massive
recurrent hematochezia, and his vital signs were unstable. Doppler-guided hemorrhoidal artery band ligation was performed
urgently at two sites. However, he rebled on the third postoperative day. Selective inferior mesenteric angiography revealed
an arterial pseudoaneurysm in a branch of the superior rectal artery, as the cause of rectal bleeding, and this was embolized
successfully. We report a rare case of life-threatening rectal bleeding caused by a Dieulafoy lesion combined with pseudoaneurysm
of the superior rectal artery which was treated successfully with embolization. (Korean J Gastroenterol 2012;60:253-257)
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INTRODUCTION

Rectal bleeding represents 9% to 10% of all causes of low-
er gastrointestinal (GlI) bleeding.l The most common causes
of massive rectal bleeding include hemorrhoids, anal fis-
sures, and fistulas-in-ano. More unusual causes of bleeding
include solitary rectal ulcer syndrome, radiation proctitis,
and prostate biopsy.2 Massive low Gl bleeding is often diffi-
cult to diagnose and to manage. A Dieulafoy lesion has been
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widely described in the stomach, but in the rectum is a very
rare entity that can cause massive lower Gl bleeding.3
Pseudoaneurysm arising from superior rectal artery is also
rare and selective embolization offers a viable option for
treatment in patients with massive lower Gl bleeding.4
Herein, we report a rare case of life-threatening rectal bleed-
ing that caused by a rectal Dieulafoy leision combined with
a pseudoaneurysm of superior rectal artery that was treated
successfully with selective arterial pseudoaneurysm emboli-
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zation.

CASE REPORT

An 83-year-old man had chronic constipation and had tak-
en aspirin for about 10 years because of a previous brain
infarction. He was admitted to our hospital because of a re-
cent brain stroke. Aspirin was discontinued and clopidogrel
therapy was started. On the third hospital day, he had mas-
sive hematochezia and suddenly developed hypovolemic
shock. The volume of rectal bleeding was about 1,300 mL.
His blood pressure was 80/40 mmHg, pulse rate 134
beats/min, and hemoglobin level 7.7 g/dL. Clopidogrel ther-
apy was discontinued. Initial resuscitation was performed us-
ing crystalloid solution and pack red blood cell transfusion.
We found only food material via a Levin tube. Abdominal CT
angiography showed active arterial bleeding on the left side
of the mid-rectum (Fig. 1). Emergency sigmoidoscopy sho-
wed an exposed vessel with blood spurting from the rectal

wall without mucosal defect, which was consistent with

Dieulafoy lesion (Fig. 2A). The active bleeding was controlled
successfully by injection of epinephrine (8 mL, 1 : 10,000)
and two hemoclippings (Fig. 2B). On the next day, follow-up
sigmoidoscopy showed multiple stercoral ulcers with in-
ternal hemorrhoid but with no more bleeding (Fig. 2C).

On the fourth day after the procedure, he had massive re-
current hematochezia and his vital signs were unstable. His
blood pressure was 86/62 mmHg, and hemoglobin level 8.6
g/dL. Emergency sigmoidoscopy showed an exposed vessel
with blood spurting from the rectal wall. After injection of epi-
nephrine (5 mL, 1 : 10,000) and one hemoclipping, the ac-
tive bleeding was not controlled. The patient was transferred
to general surgery for an emergency hemorroidectomy be-
cause the bleeding could be possible from the internal
hemorrhoid. Doppler-guided hemorrhoidal artery band liga-
tion was performed urgently at two sites.

On the third postoperative day, rebleeding occurred.
Selective inferior mesenteric arteriography revealed an arte-
rial pseudoaneurysm in a branch of the superior rectal artery.
Concerned about complicating the ischemic proctitis, we su-

Fig. 1. Abdominal pelvic CT findings
(enhanced image). Contrast-enha-
nced axial (A) and coronal (B) CT
images showing contrast extrava-
sation from the left side wall of the
mid-rectum (arrows), which was
suggestive of active arterial blee-
ding.

Fig. 2. Endoscopic findings. (A) Emergency sigmoidoscopy showed an exposed vessel with blood spurting from the rectal wall with an internal
hemorrhoid. (B) The active bleeding was controlled successfully after injection of epinephrine and two hemoclippings. (C) On the next day,
follow-up sigmoidoscopy showed multiple stercoral ulcers with internal hemorrhoid but no further bleeding.
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perselectively embolized the pseudoaneurysm with a gelatin

sponge pledget as a temporary embolic agent. Three days af-
ter the embolization, he had massive recurrent hema-
tochezia. Emergency selective inferior mesenteric arteriog-
raphy revealed that the previously noted arterial pseudoa-
neurysm in the superior rectal arterial branch had increased
in size and active pseudoaneurysmal bleeding was noted. We
superselectively embolized it successfully with n-butyl cya-
noacrylate (Histoacryl®; B. Broun, Melsurgen, Germany), a
permanent embolic agent (Fig. 3). He was finally stable with-
out further bleeding.

DISCUSSION

Acute massive Gl bleeding involves symptoms of hema-
temesis, melena, or hematochezia that causes hemody-
namic instability (hypotension with systolic blood pressure
<90 mmHg) or required transfusion of at least four units of
blood within 24 hours of symptoms of acute bleeding.5
Massive low Gl bleedings are often difficult diagnostically
and in terms of management. Although rare, Dieulafoy le-
sions need to be considered in the differential diagnosis of
major rectal bleeding, particularly as they are often suitable
for endoscopic therapy.6 Rectal Dieulafoy lesions have been
associated with advanced age, renal failure, burns, liver
transplantation and Gl stromal tumors, but not with other
type of tumors.® The Dieulafoy lesion is an unique vascular
malformation, consisting of a tortuous long vessel, located in

Fig. 3. Angiographic findings. Selec-
tive inferior mesenteric arteriography
revealed an arterial pseudoaneury-
sm (A) in a branch of the superior
rectal artery, which was the cause of
the massive rectal bleeding. It was
embolized successfully by supersel-
ective embolization with n-butyl cya-
noacrylate (Histoacry|®), a perma-
nent embolic agent (B).

the submucosa, causing a small lesion in the overlying
mucosa.’

Pseudoaneurysms can be life-threatening due to rupture
and bleeding. Therefore, pseudoaneurysms are considered
an emergency disease and need to be diagnosed accurately
and quickly.7 Causes of pseudoaneurysm are iatrogenic com-
plication, trauma, injury by tumor, infection, vasculitis and
inflammation.” Visceral Pseudoaneurysms are uncommon
and rare entities.® The splenic artery is the most commonly
affected visceral artery and they usually develop secondary
to pa ncreatitis.® In our patients, the cause of superior rectal
artery pseudoaneurysm is rectal Dieulafoy lesion. Bleeding
diathesis due to antithrombotic agent, chronic constipation
and stercoral ulcers might be aggravating factor of massive
lower Gl bleeding.

For patients with a history of coagulopathy, anticoagulants
or antiplatelet therapy should correct clotting deficien-
cies.>™ Aspirin and other nonsteroidal anti-inflammatory
drugs act by irreversibly inhibiting cyclooxygenase, thereby
preventing platelet thromboxane A2 formation.™ To stop
massive bleeding, platelets are transfused in patients on an-
tiplatelet agent.10 In this case, the patient had hemorrhagic
diathesis caused by aspirin and clopidogrel medication.

A digital rectal examination is used to detect anal pa-
thology.10 Flexible sigmoidoscopy is useful for evaluating the
rectal mucosa and determining whether blood is coming

10,12

from a source proximal to the rectum. Submucosal in-

jection of epinephrine is the most commonly described endo-
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scopic technique for achieving hemostasis. In addition to the
direct vasospasm, there may be a component of tamponade
in the hemostatic effects of epinephrine injection, although
epinephrine may provide only temporary control of hemorr-
hage.10 Endoscopic hemostatic clips are used for active
bleeding. Hemostatic clips have the advantages of a lon-
ger-lasting effect than epinephrine injection and the lack of
risk of thermal injury compared with coagulation techni-
ques.10 Endoscopic band ligation is a standard treatment in
esophageal varix bleeding,13 and has been used recently for
the endoscopic treatment of bleeding rectal varices and rec-

tal Dieulafoy lesion.**™®

Endoscopic rubber band ligation of
a hemorrhoid is considered a useful and safe technique,14 al-
though a few cases of delayed massive rebleeding have been

reported after endoscopic rubber band ligation."**

In our pa-
tient, we tried epinephrine injection with two hemoclippings,
which seemed to be effective at first. However, another bleed-
ing episode occurred four days later, and we decided to oper-
ate to provide a complete resolution, because rectal Dieula-
foy lesion was confused with internal hemorrhoidal bleeding
at that time.

Large pseudoaneurysm can be detected easily on con-
trast-enhanced CT, whereas small lesions can be overlooked
easily. In such cases, angiography is required.7 The vascular
blood supply to the rectum is from a relatively rich anasto-
motic supply the inferior mesentery artery via the superior
rectal artery and the middle and inferior rectal arteries that
arise as branches of the internal iliac artery and supply the
lower one-half to two-thirds of the rectum.” The collateral
blood supply allows a safety margin during embolization to
prevent ischemia or infarction, which can occur during colon-
ic or small bowel embolization.™® The right and left inferior
rectal artery are distal branches of the internal pudendal ar-
tery within the ischiorectal fossa. These arteries have an ex-
tensive anastomotic network within the wall of the rectum.
The goal of embolization therapy should be to decrease the
pulse pressure at the bleeding site to allow for hemostasis.?
The major risk of embolization is bowel is;chemia,18 which is
why we did not perform embolization as the first procedure.
Superselective, distal embolization would be expected to
minimize that risk.* Increasing evidence supports the theory
that superselective embolization is more efficacious in re-
ducing complications. Diagnostic angiography, with a view to
superselective embolization if the sigmoidoscopy fails to lo-

calize and treat the cause of hemorrhage, obviating the need
for repeated endoscopy or emergency surgery.™

In our case, we report on a patient with massive lower Gl
bleeding that required frequent endoscopic intervention,
surgical hemorrhoidal artery ligation, and two applications of
angiographic embolization. An endoscopic diagnosis of rec-
tal Dieulafoy lesions is not always easy, because the lesions
are very small, and there are usually clots or stools in the
rectum.® Angiography allows confirmation of site of pseu-
doaneurysm and the pseudoaneurysm of the superior rectal
artery was successfully treated with superselective emboli-
zation without rectal ischemia. To best of our knowledge, this
case is the first report of life-threatening rectal bleeding
caused by a Dieulafoy lesion combined with pseudoaneur-
ysm of the superior rectal artery, which was treated success-
fully with embolization.
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