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A solitary jejunal vascular abnormality: a source of
massive rectal bleeding

M.P. Saunders

The Surgical Unit, Guy's Hospital, London SE] 9RT, UK

Summary: Haemorrhage of small bowel origin may prove to be a clinical and diagnostic challenge,
particularly when the bleeding is massive and continuous. Such a case is described where the source of
blood loss was a jejunal vascular abnormality.

Introduction

Vascular abnormalities of the small intestines are
an infrequent though important source of gastro-
intestinal haemorrhage.' 2 Successful management
depends primarily upon localizing the source of
bleeding, though this is notoriously difficult.3 Con-
ventional methods of examination are rarely help-
ful, the precise site and correct diagnosis often
depends upon selective visceral angiography.' 4

This is a case report of a 34 year old man with a
solitary vascular abnormality of the jejunum caus-
ing massive rectal bleeding. The lesion described
shows similar clinical features to reported arter-
iovenous malformations ofthe small intestines.4'5 A
precipitating cause for the haemorrhage is sug-
gested.

Case report

A 34 year old male presented complaining of a
single episode of rectal bleeding. Whilst waiting to
be assessed he collapsed due to a massive gastro-
intestinal haemorrhage.

Six hours earlier he had suffered colicky abdo-
minal pains followed by diarrhoea and vomiting.
There was no haematemesis. He described passing
both fresh and altered blood mixed in with liquid
stool per rectum on one occasion. There was no
relevant past medical history, no family history of
gastrointestinal pathology nor bleeding disorders.
On direct questioning he denied dyspeptic symp-
toms and there was no history of altered stool to
suggest previous episodes of rectal bleeding. He did

not take regular medication though had recently
self-prescribed ibuprofen, a non-steroidal anti-
inflammatory agent, for headache.
At initial examination he was clinically shocked.

There were no stigmata of chronic liver disease nor
cutaneous vascular abnormalities. His abdomen
was palpably normal and rectal examination
confirmed the presence of altered blood. Despite
active resuscitative measures over the following 2
hours his condition remained unstable and his vital
signs (rising pulse, falling blood and central venous
pressures) indicated presistent active bleeding.
An oesphago-gastro-duodenoscopy was normal.

In line with this hospital's radiological department
policy a 9Tc-labelled red blood cell scan preceded a
selective visceral angiogram. The radionucleotide
scan was rapidly positive identifying the bleeding
site in the proximal small intestine. A selective
superior mesenteric arteriogram confirmed this
and identified a solitary jejunal bleeding lesion
(Figure 1).
At laparotomy there was a 1 cm firm polypoid

lesion on the mesenteric border of the proximal
jejunum corresponding to the site of extravasation
of contrast (Figure 1). The adjacent intestine and
mesentery were normal. The laparotomy was
otherwise unremarkable apart from altered blood
within the lumen of almost the entire length of
intestine. A wedge resection of the jejunum was
performed with an end-to-end two layers anasto-
mosis.

Although his post-operative recovery was un-
eventful the initial management was dominated by
the secondary manifestations of massive fluid
exchange. Within the course of 24 hours, from the
commencement ofhis symptoms he had received 22
units of blood products, 6 units of synthetic colloid
and 2.5 litres of crystalloid fluids.

Microscopic examination revealed the polypoid
lesion to be largely organized thrombus (Figure 2).
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Figure 1 Selective (SMA) angiogram showing extravasation of contrast arrow from a solitary lesion in the proximal
jejunum (2 seconds after injection).

Figure 2 Longitudinal section (haematoxylin and eosin staining) of resected jejunum containing 'polypoid' lesion
(original magnification x 8).

It was, however, associated with a large solitary
submucosal jejunal artery. Detailed histopatho-
logy and special staining techniques confirmed a
normal arterial wall though its increased diameter

was disproportionate to surroundingjejunal vascu-
lature (Figure 3). A congenital origin for this
abnormal artery is proposed although the mecha-
nism for rupture could not be elucidated.
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Figure 3 Longitudinal section (haematoxylin and eosin staining) demonstrating the wall of the massive submucosal
jejunal artery. Normal vessels are present for comparison (original magnification x 120).

Discussion

The scarcity of reported cases of small intestinal
vascular abnormalities presenting with acute gas-
trointestinal haemorrhage may reflect a lack of
recognition, or perhaps confusion due to the
variety of descriptive terms used, rather than a true
incidence. Haemorrhage traced ultimately to a

small bowel origin often proves difficult to localize
and requires a disproportionate amount of time
and resources.2'3 Attributable factors include its
length, mobility and relative inaccessability.
From the hospital records of406 patients admit-

ted with gastrointestinal haemorrhage, initially of
unknown cause, 26 were attributable to duodenal
and small bowel pathology. Despite extensive
investigations 17 were ultimately discharged with-
out an identifiable lesion. The remaining 9 patients
had arteriovenous malformations though specifi-
cally only one case was identified in the jejunum
and that only at histopathology.' In a retrospective
review, over a 10 year period, all cases of obscure
gastrointestinal bleeding traced to a small bowel
origin were recorded by Thompson et al.2 This
highly selective series provides a useful differential
diagnosis. Of the 37 cases collected, 13 were

vascular abnormalities, but little more than half
could be identified histologically.
A proximal small intestinal site is recorded in 8

further cases from a series of 37 bleeding vascular
malformations of the intestines.4

In a classification of intestinal arteriovenous

malformations Moore et al. describe 3 clinical
types.5 Type 2 lesions, which most closely resemble
the vascular abnormality described in this case
report, arise in younger patients (less than 50 years
old), they are larger and more easily visible and are
commonly located in the small intestines. Similar
clinical features coupled with angiographic evi-
dence of an early draining vein led Richardson et
al.4 to speculate that 'Type 2' lesions represent true
arteriovenous malformations and are likely to be of
congenital origin. At a microscopic level few
similarities exist since this lesion has neither sup-
porting venous lakes nor complementary areas of
angiodysplasia commonly described in arterio-
venous malformations.45 The solitary 'giant' je-
junal artery described in this case report fails to
conform to any of the previously described vas-
cular malformations'2'4'5 though it too is most
likely of congenital origin.
The cause of haemorrhage may have been relat-

ed to the patient's recent ingestion of non-steroidal
anti-inflammatory agents. An association between
intestinal mucosal damage and these drugs has
been reported6 and these patients are at greater risk
of intestinal haemorrhage and perforation.7
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