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Bleeding ileal varices are rare in liver cirrhosis, where the gastroesophageal varices

frequently accompany ectopic varices. Small bowel varices usually develop in patients
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Introduction

Ectopic varices account for 1 to 5% and 20 to 30%' of clinically
detected variceal bleeding in intrahepatic and extrahepatic
portal hypertension, respectively. Small intestinal varices
present with hematochezia without hematemesis in patients
with previous abdominal surgery.? Clinical management of the
small bowel varices is challenging due to the delay in detection,
and limited accessibility at routine endoscopy. Anatomical
details are vital in planning the approach to management.
The outflow of small bowel varices is more commonly seen
through the gonadal veins, and less commonly through the
internal iliac veins.? Vascular intervention to obliterate these
varices plays a major role in the management.

Case Report

A 59-year-old lady, with type 2 diabetes mellitus, hypertension,
and hypothyroidism on medications presented with acute
hematochezia for 4 days. Three blood transfusions were admin-
istered in her hometown before she was referred to our center.
Clinically the patient presented with pallor, heart rate of 106/
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with a history of abdominal surgery. We report a case of bleeding ileal varices without
accompanying gastroesophageal varices, managed by percutaneous embolization, in a
case of liver cirrhosis with no history of laparotomy. Computed tomography-guided
percutaneous adnexal biopsy had been undertaken a year before the onset of bleeding.

min, blood pressure of 120/70 mm Hg, and a postural drop in the
blood pressure of 18 mm Hg, with no clinical evidence of chronic
liver disease. Laboratory parameters included the following:
hemoglobin 8.1 g%, total leukocyte count 5520/mm?, platelets
105 x 10> mm?, international normalized ratio (INR) 1.07, total
bilirubin 0.5 mg%, aspartate aminotransferase 50 IlU/mL, alanine
aminotransferase 29 IU/mL, alkaline phosphatase 81 IU/ml,
albumin 2.8 g%, globulin 4 g%, and creatinine 0.9 mg%. The
viral markers (hepatitis B and C) and the serological tests for
autoimmune liver disease were negative. The patient had
presented to a gynecologist a year ago with right iliac
fossa pain and anorexia. Splenomegaly, cholelithiasis, and
bilateral adnexal cystic masses with inflammatory pelvic
collection had been reported on ultrasonography. She under-
went computed tomography (CT) guided right adnexal biopsy—
ovary with suppurative inflammation as per the histopathology
report—and had a laparoscopic tubal ligation 30 years back.
There was no history of exploratory laparotomy. On admission, a
nasogastric tube was placed for gastric lavage, and the aspirate
was bloodless. Packed red blood cells were transfused and bowel
preparation was undertaken. Hematochezia had ceased with
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conservative management, and she underwent gastroduodeno-
scopy and colonoscopy. No upper gastrointestinal abnormality
was detected, and varices were absent. Small rectal varices,
diminutive rectal polyp, and nonbleeding diverticula in the
proximal colon were observed. No blood was encountered up
to the proximal duodenum, in the colon and distal ileum. Coarse
hepatic echotexture without ascites, splenomegaly, the portal
vein of 12 mm, and incidental cholelithiasis were reported on
ultrasonography. The patient was deemed to have nonalcoholic
fatty liver disease (NAFLD) and was stratified to Child-Pugh-
Turcotte (CPT) grade A6 as per the calculated score comprising
parameters of ascites, encephalopathy, serum bilirubin, albu-
min, and prothrombin time. Further, a detailed workup and
investigations were pending the patient’s approval.

The lady got readmitted after 3 months with acute hema-
tochezia. She had a heart rate of 118/min and blood pressure of
100/70 mm Hg. Hemoglobin levels had dropped to 5.7 g% (from
7.1 g%)along with a drop in hematocrit to 16.5% (from 21.5%) and
a dropping platelet count (73 x 103/mm?). Two units of packed
red blood cells and four bags of random donor platelets were
transfused along with octreotide infusion. Gastrointestinal
endoscopies were repeated after bowel preparation. There was
no evidence of varices or bleeding in the upper gastrointestinal
endoscopy. Mixed blood residue was encountered in the colon
and the distal ileum, suggesting an obscure small bowel source of
bleeding. Thereafter, on the CT enteroclysis with mesenteric
angiography study (=Fig. 1), ileal varices draining into the
inferior vena cava via the right ovarian vein were detected in
the portal venous phase. The portal vein size was 16 mm, the
umbilical vein had recanalized, and collaterals were seen in the
right iliac fossa. The superior mesenteric venogram was under-
taken through the left portal vein via a percutaneous transhepatic
route. A 6-Fr sheath was placed in the liver and with the help of
4-Fr Cobra catheter and 2.7-Fr Progreat catheter, the varices were
cannulated. Contrast injection revealed ileocolic veins retro-
gradely filling up the ileal varices and draining into the inferior
vena cavavia the right ovarian vein (- Fig. 2A). All the ileal varices
did not get obliterated during the initial attempt at embolization
with 20% n-butyl cyanoacrylate (Endocryl, Samarth Lifesciences
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Pvt. Ltd., India). The outflow veins, accessed via the right common
femoral vein (~Fig. 2B), were then occluded by 14-mm Amplat-
zer Vascular Plug 2 (AVP-2; Abbott Medical, Plymouth, MN,
United States) and 7 mm x 100 mm Nester Coil (Cook Medical,
Bloomington, IN, United States). Gelfoam (Abgel, Shri Gopalk-
rishna Labs. Pvt. Ltd, India) and n-butyl cyanoacrylate were
re-infused antegradely to obliterate the ileal varices, followed
by blocking of the inflow veins with coils. The subsequent
superior mesenteric venogram (= Fig. 2C) showed total obliter-
ation of the varices. The access site was closed by 33% glue
instilled via a 4-Fr Cobra catheter through the sheath under
fluoroscopic and ultrasound guidance. She had an uneventful
clinical recovery. On telephonic follow-up after 13 months, she
was asymptomatic without gastrointestinal rebleed.

Discussion

There are no standard guidelines in the management of bleeding
ectopic varices.! In a review on ectopic varices, Tranah et al*
recommend an algorithm-based approach in the management.
Medications (octreotide, nonselective B blockers), enteroscopy-
guided sclerotherapy/glue injection, vascular intervention
(percutaneous embolization, balloon occluded retrograde
transvenous obliteration [BRTO]), transjugular intrahepatic
portosystemic shunt (TIPS), and surgery (devascularization,
selective portosystemic shunts with or without bowel resec-
tion) are the various treatment options."*® Due to the under-
lying chronic liver disease, the role of surgery may be limited to a
select few patients for emergency salvage, or in those unrespon-
sive to the nonsurgical therapies. Rebleeding rates up to 20%
have been reported after percutaneous embolization in a small
case series.” In patients with rebleeds and occlusive type of
extrahepatic portal hypertension, BRTO and surgery are
the second-line therapies.* The risk of rebleeds in intrahepatic
portal hypertension depends on the severity of underlying
chronic liver disease. Selective surgical shunts in Child A cirrho-
sis' and TIPS in advanced cirrhosis,” as a bridging procedure to
liver transplantation, are options after rebleed. Superior mesen-
teric vein thrombosis has been an ascribed cause of stand-alone

Fig. 1 Computed tomography (CT) scan images. (A) Portovenous phase: The filling of ileal varices communicating with the superior mesenteric vein
(SMV). (B) The varices draining into the right ovarian vein and inferior vena cava (IVC). (C) The SMV filling the ileal varices that drain into the IVC.
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Fig. 2 Percutaneous embolization. (A) Afferent and efferent tracts of ileal varices. (B) Variceal outflow closed by 14 mm Amplatzer Vascular
Plug 2 (AVP-2) and 7 mm x 100 mm Nester coil. (C) Varices completely obliterated and excluded from circulation.

ileal varices.® In severe portal hypertension, acute gastrointesti-
nal bleed is a rare manifestation of portal hypertensive gastro-
pathy (2-12%) and colopathy (5%)° to be considered in the
differential diagnosis.

In our patient with silent chronic liver disease, the absence of
gastroesophageal varices was misleading for the diagnosis of
ectopic variceal bleed. The ileal varices were obliterated by
percutaneous embolization. Probably the inflammatory right
adnexal mass, or its CT-guided percutaneous needle biopsy, led
to the formation of ileal varices. Past intervention in the pelvis
has been recognized as a risk factor for ectopic ileal varices.°

Conclusion

In patients of liver cirrhosis, bleeding ileal varices are rare but
merit a high index of suspicion in obscure gastrointestinal
bleeding. Transabdominal needle biopsies of inflammatory
adnexal masses may have a role in the formation of ectopic
varices. Obliteration of the bleeding ileal varices by vascular
intervention would be a preferred option over surgery, if
these varices are not accessible at endoscopy.
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