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Trauma Associated Ectopic Ileal Varices
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ABSTRACT Ectopic varices (EcV) are portosystemic collaterals that can be observed anywhere in the gastrointestinal tract (GIT) except stom-
ach and esophagus. It was most frequently localised in duodenum while it was rarely observed in ileum. Its etiology is usually associated with
portal hypertension. Herein, we present a case of patient with ectopic ileal varices succesfully treated with angiographic coil embolization. In

this patient, portal hypertension was not observed in the etiology of EcV.

Keywords: Ileum; varicose veins; radiology, interventional; embolization, therapeutic

Ectopic varices (EcV) are portosystemic venous
collaterals that are observed outside the gastroe-
sophageal region. It accounts for 1-5% of all variceal
hemorrhages.! The most common cause of the
etiopathogenesis is portal hypertension. Ileum is the
rarest localization of ectopic varices in the gastroin-
testinal tract (GIT).? There are no clear treatment
guidelines. In the literature, invasive radiological and
surgical methods have been tried for the treatment.

Here, we have reported a case who was diag-
nosed with EcV localised in the ileum and treated
with angiographic coil embolization. In this case,
thrombus in the inferior vena cava (IVC) due to pen-
etrating trauma and associated systemic venous pres-
sure increase was responsible for the pathogenesis
unlike other EcV in the literature.’

I CASE REPORT

A 37-year-old male patient presented to our clinic
with complaint of intermittent black color defecation
since 2011. The patient underwent multiple esopha-

gogastroduodenoscopies (EGD) and colonoscopies
previously. Computed tomography (CT) angiography
scan did not demonstrate a clear identification of the
source of bleeding. Capsule endoscopy was also per-
formed once, but the origin of hemorrhage was not
detected. The patient had 3 episodes of syncope in the
past and had a total of ten units of blood transfusion
over the years. The patient did not have comorbid dis-
eases and drug use. He had a history of stabbing in
2004. On physical examination, his skin was pale but
his vital signs were stable. In the abdominal exami-
nation, a linear scar area of 3 cm in diameter was ob-
hypogastric area. The
examination was compatible with melena. In his

served in the rectal
laboratory values, hemoglobin: 7.1 g/dl, platelet
count: 284.000/mm?, PT INR: 1. After initial evaula-
tion, four units of erythrocyte suspension were re-
placed. EGD and colonoscopy were repeated in our
clinic, but bleeding was not observed. In biphasic ab-
domen computed tomographic angiograms (CTA),
EcV protruding into the lumen of the ileal segment

was observed at the right paramedian portion of
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lower quadrant (at the position of penetrating trauma
scar) (Figure 1). In addition, IVC was finely cali-
brated at bifurcation level and more distal to throm-
bosis. Numerous pelvic and intraabdominal venous
collateralization was observed. Doppler ultrasonog-
raphy showed a chronic complete occlusion in the
caudal section of the [IVC and the bilateral main iliac
vein. It was found that both lower extremities and
pelvic veins were drained through deep pelvic venous
collaterals. The patient was consulted to the Depart-
ment of Interventional Radiology and angiography
was performed. The venographies were obtained
through the right femoral vein; the right iliac vein and
IVC were occluded. Portosystemic varicose collater-
alization was observed on the right side of the midline
(Figure 2). The late phase images showed that ileal
varicose veins drained into the superior mesenteric
vein (Figure 3). Fistulosis was embolized with 0.018
inch pushable coils (VortX 0.018 Fibered Platinum
Coils, Boston Scientific Corporation, Natick, MA)
after venous catheterization of the EcV with 2.8 Fr
microcatheter (Progreat microcatheter; Terumo,
Tokyo, Japan) through the right femoral vein. There
was no filling in EcV in control venography (Figure
4). The patient having stable hemogram values during
3-day follow-up was discharged and had been fol-
lowed up for about 1 year had no GIT bleeding again.

DISCUSSION

Variceal hemorrhage is a common and serious com-
plication of portal hypertension. In esophagogastric
varices, 6-week mortality rate varies between 10-
20%. The risk of EcV hemorrhage and mortality is
4 fold higher and approximately 40%.°* According
to the results of the survey conducted by the Japan
Portal Hypertension Association about EcV, local-
isation was most common in rectum (44.5%) and
most rare in ileum (2%) in GIT.> In Western coun-
tries, intestinal EcV are more common than rectal
localisation.’ In a study, asymptomatic patients with
portal hypertension were screened by capsule en-
doscopy, intestinal EcV were observed in 8.1%
(3/37) of the patients.®

The most common cause of EcV is cirrhosis.? In
addition, the history of abdominal surgery in patients
with portal hypertension is an important risk factor
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for small intestine varicose veins. Postoperative ad-
hesions between abdominal wall and small intestine
is also thought to be important in the pathogenesis.’

The pathophysiology of varicose veins should
be known when planning the treatment of EcV. Por-
tosystemic flow is provided by collaterals developed
due to portal hypertension because of various rea-
sons. Magnetic resonance and CT angiography can
be used for varicose veins hemodynamics.® In our pa-
tient, the systemic circulation drained into the portal
circulation as a result of the systemic circulation oc-
clusion unlike in other EcV. Abdominal CT angiog-
raphy revealed total occlusion in the iliac vein and

FIGURE 1: Computed tomographic angiography showing features suggestive
of ectopic varices (thin white arrows).

| Ectopic varices

FIGURE 2: Portosystemic varicose collateralization was observed on the right
side of the midline (thin black arrows: portosystemic varicose collaterals, long
thin black arrow: iliac vein occlusion).



Abdullah Murat BUYRUK et al.

Turkiye Klinikleri J Case Rep. 2020;28(1):45-8

FIGURE 3: The late phase images showed that ileal varicose veins drained
into the superior mesenteric vein (SMV: thin white arrow).

FIGURE 4: There was no filling in EcV in control venography after coil em-
bolisation.

IVC due to penetrating trauma and ectopic varices
protruding into the lumen in ileal segment. In the
venogram taken during the angiography, an ectopic
anastomosis was found between the inferior epigas-
tric vein and the ileal branches of the superior mesen-
teric vein.

Numerous guidelines have been suggested for
the management of esophagogastric variceal bleed-
ing.>>!1® However, there is no clear guidelines for the
treatment of EcV. Endoscopic treatments (Endo-
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scopic band ligation (EBL) and endoscopic injection
sclerotherapy (EIS)) are very limited especially in
EcV hemorrhage of the small intestine. Endoscopic
treatment have been performed successfully espe-
cially for duodenal varices.® In few reported cases in
the literature, invasive radiological treatments (Bal-
loon-occluded retrograde transvenous obliteration (B-
RTO), transjugular intrahepatic portosystemic shunt
(TIPS)) and surgical resection are among the applied
treatments for the treatment of EcV.!"!* In our case,
embolization was performed in the treatment of EcV
in the ileum for the first time unlike in other cases in
the literature.

In conclusion, EcV should be considered during
the investigation of the etiology of gastrointestinal
hemorrhage, especially in the patients who has the
history of abdominal surrgery or trauma even if there
is no portal hypertension. Because its diagnosis and
treatment is different from the esophagogastric
varices, multidisciplinary approach (gastroentero-
hepatology, interventional radiology and general sur-

gery) is necessary.
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