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Abstract 

Duodenal vascular ectasia (DVE) is a rare but important cause of upper gastrointestinal bleeding, particularly in patients with 

chronic liver disease. Gastric antral vascular ectasia (GAVE) is a more commonly recognized vascular lesion associated with 

cirrhosis; however, vascular ectasia involving the duodenum is infrequently reported and may pose diagnostic and therapeutic 

challenges. We report a case of a cirrhotic patient presenting with recurrent upper gastrointestinal bleeding manifested as melena 

and progressive anemia. Initial evaluation suggested variceal bleeding; however, endoscopic examination revealed the presence 

of GAVE along with vascular ectasia involving the duodenal bulb and extending into the third part of the duodenum. 

Histopathological examination of duodenal biopsies demonstrated dilated vascular channels within the lamina propria, consistent 

with duodenal vascular ectasia. Endoscopic management was initially directed toward GAVE using argon plasma coagulation 

(APC). Due to persistent anemia and recurrent bleeding, APC therapy was subsequently applied to the duodenal vascular lesions 

with careful technique to minimize the risk of perforation. Hemostasis was successfully achieved without complications, and the 

patient showed sustained clinical improvement with stabilization of hemoglobin levels and no further transfusion requirement 

during follow-up. This case highlights duodenal vascular ectasia as a potential source of gastrointestinal bleeding in cirrhotic 

patients and demonstrates that argon plasma coagulation can be a safe and effective therapeutic modality when applied cautiously. 
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1. Introduction 

Duodenal vascular ectasia is a rare condition [1] and an un-

common cause of upper gastrointestinal bleeding. It has been 

associated with chronic systemic diseases such as aortic valve 

pathology and end-stage renal disease in patients undergoing 

long-term hemodialysis (2-4). Gallagher et al. [5] described a 

case of small bowel capillary dilatation in a cirrhotic patient, 

suggesting that such vascular changes may be specific to por-

tal hypertension and could contribute to gastrointestinal hem-

orrhage. However, only a limited number of cases of duodenal 

http://www.sciencepg.com/journal/ijg
http://www.sciencepg.com/journal/282/archive/2821001
http://www.sciencepg.com/
https://orcid.org/0000-0002-3759-4397
https://orcid.org/0000-0003-1919-5381
https://orcid.org/0009-0006-4513-2711
https://orcid.org/0000-0002-7488-0261
https://orcid.org/0009-0008-4812-8878
https://orcid.org/0009-0006-8507-2661
http://www.sciencepg.com


International Journal of Gastroenterology http://www.sciencepg.com/journal/ijg 

 

40 

vascular ectasia have been documented in patients with cir-

rhosis (5-7). Here, we report a case of upper gastrointestinal 

bleeding due to duodenal vascular ectasia in a cirrhotic patient, 

effectively treated with argon plasma coagulation (APC). It 

has been previously described in association with systemic 

disorders including aortic valve disease and renal failure [2, 

4]. 

2. Case Report 

An elderly male in early 60 was admitted with history of 

black colored stool, abdominal distension, bilateral feet swell-

ing and generalized weakness since last 3 months. He visited 

the emergency room one year ago because of hematemesis, 

and an endoscopic examination revealed esophageal varices 

with bleeding, which were treated with endoscopic band liga-

tion. 

Physical examination revealed a distended abdomen with 

prominent shifting dullness. 

The results of initial laboratory tests were as follows: white 

blood count (WBC) = 3900/mm3, hemoglobin = 7.1 g/dL, 

platelets = 54 000/mm3, prothrombin time =21.8 s, interna-

tional normalized ratio = 1.8, total bilirubin= 1.9 mg/dL, direct 

bilirubin = 1 mg/dL, protein = 5.13 g/dL, albumin =2.73 g/dL, 

alanine aminotransferase = 58 IU/L, aspartate aminotransfer-

ase = 52 IU/L, gamma-glucuronyl transferase = 40 IU/L, al-

kaline phosphatase = 93 IU/L, glucose = 98 mg/dL and 

Na/K/Cl = 122/3.9/89 mEq/mL. Paracentesis revealed clear 

yellow-colored ascitic fluid, which on analysis showed 

230/mm3 WBC, 400/mm3 red blood cells, 200 mg/dL glucose, 

and 210 mg/dL protein. The serum α-fetoprotein concentra-

tion was 4.2 ng/mL. 

Bleeding from the esophageal varices was suspected and 

urgent endoscopic examination was performed. However, the 

endoscopy showed no esophageal varices. It showed GAVE, 

Mild portal hypertensive gastropathy (PHG) and vascular ec-

tasia was found on the duodenal bulb and in duodenum till 

deep in third part (Figure 1). Endoscopic biopsy was per-

formed from the vascular ecstatic mucosa and histological ex-

amination revealed patchy mild chronic active duodenitis with 

patchy mild villous blunting with mild Brunner's gland hyper-

plasia and lamina propria shows mild fibrosis and dilated vas-

cular channels filled with blood and few shows thrombus sug-

gestive of Duodenal vascular ectasia (Figure 2). We went 

ahead initially with APC for the GAVE and did not perform 

APC of duodenum in view of high risk of perforation in duo-

denum with APC. Patient still had complaints of black stool 

and drop in HB even after 2 more sessions of APC for GAVE 

in follow up with repeated iron and blood transfusion require-

ments. In view of persistent drop in HB, APC for duodenal 

vascular ectasia was performed twice at the interval of 1 

month (Figure 3). After endoscopic treatment, his hemoglobin 

concentration stabilized and his anemic symptoms improved, 

and the patient was off iron and blood transfusion in follow-

up visit. To minimize the risk of bowel perforation, we applied 

APC for 4–6 seconds at a power setting of 50 W, successfully 

controlling the bleeding without any complications. 

 
Figure 1.  Endoscopic image showing vascular ectasia in the second 

part of duodenum. 

 
Figure 2. Histological image showing patchy mild chronic active du-

odenitis with patchy mild villous blunting with mild Brunner's gland 

hyperplasia and lamina propria shows mild fibrosis and dilated vas-

cular channels filled with blood and few shows thrombus within sug-

gestive of Duodenal vascular ectasia (DVE). 

 
Figure 3. Endoscopic image showing Argon plasma coagulation 

(APC) of the duodenal vascular ectasia (DVE). 
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3. Discussion 

Upper gastrointestinal bleeding is a common and serious 

complication in the clinical course of liver cirrhosis, contrib-

uting significantly to morbidity and mortality. [8] Gas-

troesophageal varices are the most frequent source of bleeding 

in cirrhotic patients, accounting for 59.1% of cases in a recent 

study. [9] Similar rates have been reported in other studies, 

with esophageal variceal bleeding occurring in 49% to 72% of 

patients. [10, 11] Peptic ulcer bleeding ranks as the second 

most common cause, responsible for 15.7% of bleeding epi-

sodes. [9]. 

Upper gastrointestinal vascular ectasia is increasingly rec-

ognized as a significant source of gastrointestinal bleeding, 

presenting either as overt bleeding or as a cause of obscure 

gastrointestinal blood loss. [3, 12, 13] Gastric antral vascular 

ectasia (GAVE) is a distinct form of vascular abnormality pre-

dominantly affecting the gastric antrum, characterized endo-

scopically by linear, friable red streaks radiating from the py-

lorus. In contrast, angiodysplastic lesions typically appear as 

discrete, flat or slightly elevated, bright-red spots measuring 

2–10 mm, often with fern-like borders and a pale surrounding 

halo. [14] Clinically, these lesions may manifest as chronic 

low-grade bleeding, frequently resulting in iron-deficiency 

anemia, or as acute bleeding with hematemesis or melena. Pa-

tients often experience recurrent bleeding episodes, necessi-

tating multiple blood transfusions and potentially leading to 

transfusion dependency. [14]. 

To date, only a limited number of cases of duodenal vascu-

lar ectasia have been reported in patients with cirrhosis. [5-7] 

Arendse et al. [6] described a fatal case of duodenal vascular 

ectasia in a cirrhotic patient, diagnosed postmortem. To our 

knowledge, the present case is the first to document successful 

hemostasis of duodenal vascular ectasia in a cirrhotic patient 

using argon plasma coagulation (APC). 

Prior to the widespread adoption of therapeutic endoscopy, 

vascular ectasia was managed primarily through surgical re-

section. [15, 16] APC is a non-contact electrocoagulation 

method that delivers high-frequency monopolar alternating 

current to tissue via ionized argon gas. [17, 18] This technique 

offers several advantages, such as the ease of treating broad 

mucosal areas, controlled depth of coagulation, and faster 

healing of treated regions, allowing for a more efficient 

achievement of therapeutic goals. [17, 18]. 

4. Conclusion 

In conclusion, duodenal vascular ectasia should be consid-

ered a potential source of upper gastrointestinal bleeding in 

patients with cirrhosis. Argon plasma coagulation appears to 

be a safe and effective therapeutic modality for achieving he-

mostasis in such cases. 
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