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Dieulafoy's lesion is responsible for 2±7%

of the cases of significant upper gastro-

intestinal hemorrhage. Diagnosis by endo-

scopy is particularly difficult because

bleeding is often massive and obscures

the lesion, and frequently there is no large

overlying ulcer to mark the spot through

which the submucosal artery has pene-

trated and bled [1,2]. We present a case of

Dieulafoy bleeding that was successfully

treated with gastric hemoclips.

Patient Description

A 74 year old diabetic hypertensive woman

was brought to the Kaplan Hospital emer-

gency room following two episodes of

hematemesis. Initial hemoglobin was 5.5

mg/dl. After administration of four units of

packed red blood cells, an emergency

gastroscopy was performed. Although no

definite source of bleeding was found at

that time, the endoscopist believed that

the bleeding came from the gastric fundus,

and random injections with epinephrine

into that area were performed. On repeat

endoscopy the following day, a `̀ stream of

blood'' was clearly seen coming from a

Dieulafoy lesion located on the lesser

curvature of the distal body of the stomach.

Although bleeding was slowed consider-

ably by direct injections of epinephrine

into the lesion, complete hemostasis was

not obtained. Because the lesion itself was

so edematous after the large amount of

epinephrine in-

je c ted , i t was

decided to mark

the lesion with an

Indian ink tattoo

[Figure A], and to

use hemoclips the following day. On the

third endoscopy, the lesion was quickly

identified because of the tattoo, and two

hemoclips were applied [Figure B] using

the Olympus HX 5/6 (Japan) rotatable fixing

device.

Due to concurrent social and other

medical problems, the patient was hospi-

talized for an additional 4 days, which

allowed us to document success of the

treatment. The patient was finally dis-

charged in stable condition with no further

episodes of gastrointestinal bleeding.

Comment

Approximately 100 years ago the French

surgeon Dieulafoy described a bleeding

gastric lesion, which today bears his name

[3]. Dieulafoy's lesion is a disproportio-

nately large caliber submucosal artery that

is situated unusually close to the mucosa

and breaks through the mucosa for reasons

that are unknown [1,4]. Bleeding is massive

653IMAJ . Vol 4 . August 2002 Hemoclip Therapy for Dieulafoy's Lesion

[A] Dieulafoy lesion tattooed with Indian ink. [B] Hemoclips in place on the

Dieulafoy lesion.
A

B



but intermittent, making localization diffi-

cult, and frequently requires more than one

endoscopic examination for confirmation.

Dieulafoy's lesions occur most commonly,

but not exclusively, in the cardia or

proximal body of the stomach [1,2,5].

Until the 1980s surgery was the treat-

ment of choice for Dieulafoy's lesion.

However, this intervention carried a 25%

mortality rate in those patients who re-

bled [4]. Today, as documented in a large

recently published series from the Mayo

Clinic, most patients are successfully trea-

ted with injection therapy followed by

thermal ablation [1]. Nevertheless, owing

to the acute nature of a Dieulafoy bleed,

the superficial location of the `̀ offending''

artery, and the absence of significant

fibrosis around the lesion itself, we believe

that hemoclip placement can also be an

effective and definitive therapy. The suc-

cessful outcome in the case presented here

supports hemoclip placement for treating a

Dieulafoy lesion.

References

1. Norton ID, Petersen BT, Sorbi D, Balm RK,

Gostout CJ. Management and long-term

prognosis of Dieulafoy lesion. Gastroenterol

Endosc 1999;50:762±7.

2. Reilly HF, Al-Kawas FH. Dieulafoy's lesion:

diagnosis and management. Dig Dis Sci

1991;36:1702±7.

3. Dieulafoy G. Ex ulceration simplex: L'inter-

vention chirurgical dans la hematemeses

foudroyantes consecutives a l'exulceration

simple de l'esomac. Bul l Acad Med

1898;39:4984.

4. Clouse RE. Vascular lesions: ectasias, tu-

mors, and malformations. In: Yamada T, ed.

Textbook of Gastroenterology. Philadelphia:

JB Lippincott, 1995:2483±5.

5. Blecker D, Bansal M, Zimmerman RL, et al.

Dieulafoy's lesion of the small bowel causing

massive gastrointestinal bleeding: two case

reports and literature review. Am J Gastro-

enterol 2001;96:902±5.

Correspondence: Dr. S.A. Becker, 19/7 Pines

St., Rehovot 76463, Israel.

Phone/Fax: (972-8) 949-4694

email: becker11@inter.net.il

Case Communications

Fulminant Wound Infections due to Vibrio vulnificus

R. Finkelstein MD, S. Edelstein MD
, and G. Mahamid MD

Infectious Diseases Unit, Department of Internal Medicine C, and Intensive Care Unit. Rambam Medical Center, Haifa, Israel

Affilated to Technion Faculty of Medicine, Haifa, Israel

Key words: Vibrio vulnificus, Tilapia (St. Peter's fish), shellfish, wound infections, mortality

IMAJ 2002;4:654±655

For Editorial see page 631

Vibrios are natural inhabitants of the

marine environment. Transmission of vi-

brio infections is primarily through the

consumption of raw or uncooked shellfish

or exposure of wounds to warm seawater

[1]. Pathogenic vibrios cause three major

clinical syndromes: gastroenteritis, wound

infections, and primary bacteremia, the

latter being acquired through ingestion of

the organisms through the gastrointestinal

tract. Vibrio vulnificus is the most important

pathogenic vibrio in the United States

because of its invasiveness and the high

fatality rates associated with infection.

Indeed, this organism is considered the

leading cause of seafood-associated

deaths in the U.S. [1]. Exceedingly rare

before 1995, V. vulnificus has since become

an emerging pathogen in Israel. Bisharat et

al. [2] recently reported the clinical and

epidemiological features of a major and

ongoing outbreak of wound infection and

bacteremia caused by a new strain of V.

vulnificus in Israel. In contrast to previously

published data, cases in Israel occur al-

most exclusively among people handling

the Tilapia spp. fish (popularly known in

Israel as St. Peter's fish) that is grown in

fresh water fishponds. In addition, no

deaths have been reported. A new market-

ing policy introduced in January 1998

requires that fish be sold only after being

cleaned and refrigerated. This policy re-

duced but did not completely eradicate the

morbidity of the disease. As many new

cases continue to occur, we report the first

two fatal cases associated with V. vulnificus

wound infection in Israel. Preliminary

identification of V. vulnificus in these cases

was done by isolation of gram-negative

rods growing as large pigmented colonies

on blood agar and on thiosulphate-citrate-

bile-salts-sucrose agar, but not on Mac-

Conkey agar. Final identification was per-

formed by the reference Central Labora-

tories of the Ministry of Health, Jerusalem.

Isolates were susceptible to all antibiotics

used in the standard disk susceptibility

test.

Patient Descriptions

Case 1

In September 1999 a 71 year old woman

arrived at the emergency room with com-

plaints of severe pain in the left hand. The

patient denied having been injured while

handling a Tilapia fish 36 hours earlier. Past

medical history was unremarkable. On

admission, the patient was alert with a

temperature of 39.48C; blood pressure was

80/60 mmHg and pulse 130 beats per

minute. The left hand was markedly swol-

len and the fingertips were cyanotic. Lab-

oratory results were unremarkable, except

for findings compatible with severe meta-

bolic acidosis and coagulopathy. The pa-

tient was admitted to the intensive care

unit, where large amounts of vasopressor

drugs and amoxycillin/clavulanate were

immediately administered intravenously.

A fasciotomy was performed 6 hours later.

Coagulation disorders and acute renal
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