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--Case Report-- 
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Summary 

We described a patient with isolated duodenal varices of the third portion, preoperatively diagnosed by 
hypotonic duodenography and endoscopy. These varices seemed to be caused by portal hypertension due to 
liver cirrhosis. The third to the fourth portion of duodenum should be examined carefully in patients with 
liver cirrhosis, especially with gastrointestinal bleedings of unknown origin. 
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Gastrointestinal bleeding of unknown origin 

often plagues the clinician. Varices of the ali- 

mentary tract might cause such bleedings. It is 

generally recognized that the esophagus is the 

most common site of varices of the alimentary 

tract and the fundus of stomach is less fre- 

quent. Varices of the rectum, sigmoid colon, 

cecum and jejunum are seldom reportedt.2). 

Alberti reported the first three patients with 

duodenal varices in 1931s), and added a fourth 

in 19334). Since then, there have been several 

reports of duodenal varices, but almost all of 

them were located in the bulb 5-7) or the second 

portion s,9) of the duodenum. Our patient had 

varices located in the third portion of the duo- 
denum and at the same time no remarkable 

varices of the esophagus or stomach were 
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demonstrated. The diagnosis was preopera- 
tively made by hypotonic duodenography and 

endoscopy. 
So far as we know, this in the first case of 

bleeding from isolated duodenal varices of the 

third portion. In this paper, we emphasize the 

importance of hypotonic duodenography and 

endoscopy in establishing the diagnosis before 

operation. 

Case Report 

The patient was a 45-year-old woman. She 

had no history of alcohol intake. She had two 

brothers, one of whom had died of liver cirrho- 

sis and the other had died of liver cirrhosis with 
hepatocellular carcinoma, respectively. They 

were heavy drinkers. She was well until August, 

1979 when she developed fatigue. Liver dys- 

function was pointed out by a physician, and 

received medications frequently. At the begin- 

ning of March, 1980, she complained of perior- 

bital and pretibial edema and abdominal dis- 



600 M. N A K A Y A M A  E T  A L .  Vol. 18, No. 6 

tension. On March 11, she was admitted to 

Kumamoto University Hospital for further liver 

evaluation. 

Physical examination revealed slight pre- 

tibial edema, slight ascites and a firm liver edge 

palpable 3 cm below the costal margin in the 

right mid-clavicular line, but no icterus was 

found. Other findings were normal. Labora- 

tory findings were as follows; peripheral red 
blood cell count was 326 x 104/mm 3, hemoglo- 

bin 9.4 g/dl, hematocrit 30.2%, white blood 
cell count 4,500/mm 3 and platelet count was 

10.2 x 104/mm ~. Prothrombin time and par- 

tial thromboplastin time were normal. SGOT 

was 50 U/L, SGPT 29 U/L, alkaline phos- 

phatase 69 U/L, LDH 178 U/L, total bilirubin 

0.5 mg/dl, total serum protein 5.6 g/dl with 

albumin of 2.7 g/dl  and y-globulin of 1.8 g/dl,  

total serum cholesterol 128 mg/dl, blood sugar 

75 mg/dl, blood urea nitrogen 9 mg/dl,  serum 

creatinine 0.7 mg/dl,  venous ammonia 40.1 

pg/dl,  and serum electrolytes were within nor- 

mal limits. HBs antigen and antibody were 

negative. Alfa-fetoprotein was 18.3 ng/ml 

(N<20 ng/ml). Bromo-sulfaleine (BSP) reten- 
tion was 22.8% at 45 minutes after the injec- 

tion. Plasma disappearance rate of indo- 

cyanine green was 0.069. Chest and abdominal 

X-rays were not remarkable. Liver scintigram 

showed a flying bat pattern, but no space oc- 

cupying lesions were found. Upper gastrointes- 
tinal endoscopy revealed slightly dilated veins 

in the lower portion of esophagus. On the 27th 

hospital day, peritoneoscopy was performed. 

The surface of the liver was nodular to varying 

degrees, and histologically micronodular cir- 

rhosis was diagnosed. 

On the 36th hospital day, she suddenly ex- 

perienced an episode of melena. Emergency 

endoscopy was performed but no bleeding in 

the esophagus, stomach or duodenal bulb was 

observed. Melena continued for 12 days, and 

she received intermittent transfusions of 

2,200 ml red blood cells. Thereafter two mild 

episodes of melena occurred 7 days apart. After 
improvement of general conditions, on the 71st 

hospital day she underwent hypotonic duo- 

denography, and clearly lobulated filling de- 

fects without ulcerations and umbilications on 

the surface were demonstrated in the third por- 

tion of the duodenum (Fig. 1). Upper gastro- 

intestinal endoscopy showed large bluish 

Fig. 1. Hypotonic duodenograph showing lobulated 
filling defects in the third portion. 

Fig. 2. Endoscopic view of the third portion of duo- 
denum showing bluish varices in the submucosa of the 
duodenal wall. 
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varices in the same por t ion  (Fig .  2). Bleeding 

had  a l ready  ceased. Celiac and  super ior  mesen- 

teric ang iography  demons t r a t ed  r emarkab ly  

d i l a ted  super ior  mesenter ic  vein and several 

varices a long it in the venous phase (Fig.  3). 

The  site of  some varices cor responded  to the 

th i rd  por t ion  of  duodenum.  

On  18, May, she underwent  celiotomy. Fine 

nodu l a r  liver cirrhosis, associated with exten- 

sive col la tera l  vessels and  en la rged  spleen were 

found.  Large d i la ted  serpiginous varices were 

shown on the la teral  wall  of  the th i rd  por t ion of  
Fig. 5. Excised specimen showing the varices on the in- 

ternal surface of duodenum. Ulceration can be seen on 
the surface of a varix (arrow). 

Fig. 3. Superior mesenteric arteriograph (venous 
phase) demonstrating dilated superior mesenteric vein 
and several varices along it. 

Fig. 4. Large dilated serpiginous varices are seen on 
the lateral wall of the third portion of duodenum. 

d u o d e n u m  (Fig.  4). The  o ther  areas of  the 

d u o d e n u m  a p p e a r e d  normal .  These tor tuous 

varices were dissected together  with the spleen 

and  uppe r  gastric a n d  pa raesophagea l  devas- 

cular iza t ion  was car r ied  out.  No obstruct ion of  

the  ex t rahepa t ic  por ta l  vein and  splenic vein 

was demons t ra ted .  A porto-systemic shunt  was 

not  done.  The  excised spec imen showed the 

varices on the in te rna l  surface of  d u o d e n u m  

(Fig .  5). Microscopic examina t ion  revealed an 

u lcera t ion  on the surface of  a varix. The  post- 

opera t ive  course was uneventful .  No varices 

have recur red  dur ing  one year  follow-up of  re- 

pea t ed  endoscopy.  

Discussion 

Gastrointest inal  varices are  one of the most 

significant signs in the diagnosis of  por ta l  

hypertension,  but  b leed ing  f rom unknown sites 

of ten presents problems.  T h e  esophagus and  

gastr ic  fundus  are c o m m o n  sites of  a l imenta ry  

t rac t  varicesl). Varices of  o ther  areas of  the ali- 

m e n t a r y  t ract  such as the rec tum,  s igmoid 

colon, caecum and j e j u n u m  have often been re- 

portedl.~). There  have been several reports  on 

duodena l  varices, bu t  a lmost  all were loca ted  in 

the  bu lb  or the second por t ion  of  the duo- 

denum.  

In this pat ient ,  no r emarkab l e  varices of  the 
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esophagus or s tomach  were demons t ra t ed  by 

rout ine  upper  G. I .  series. After  the episodes of  

melena,  hypotonic  duodenog raphy  was ca r r i ed  

out  and  clearly l obu l a t ed  filling defects were 

observed in the th i rd  por t ion  of the d u o d e n u m .  

Forma t ion  and rup tu r e  of varices isolated in 

the th i rd  por t ion  are  very rare in pat ients  with 

liver cirrhosis. 

In  infancy, varices of  the a l imenta ry  t rac t  

might  arise f rom obst ruct ion  of  the extra-  

hepat ic  por ta l  vein due to omphal i t is ,  congeni-  

tal  atresia and  so on. In  adul t ,  varices can  of ten 

be caused by the obs t ruc t ion  of  the ex t rahe-  

pat ic  porta l  vein or  splenic vein due to neo- 

plasm, pancreat i t i s ,  panc rea t i c  pseudocyst  and  

thrombosis.  However  celiac and  super ior  

mesenteric  ang iography  d id  not demons t ra te  

such lesions in this case. The  duodena l  varices 

of  this pa t ien t  might  have been caused by por-  

tal  hyper tension resul t ing f rom liver cirrhosis.  

The re  have been several reports  on the surgical  

t r ea tmen t  of d u o d e n a l  varices. Par t ia l  resec- 

t ion of  the d u o d e n u m  (the th i rd  to the four th  

port ion) ,  sp lenectomy and  upper  gastric and  

paraesophagea l  devascular izat ion were per-  

fo rmed  in this case. T h e  postoperat ive course 

was uneventful  and  there  has been no more  

bleeding or varices fo rma t ion  dur ing  a follow- 

up  per iod  of over one year.  Her liver funct ion  

has not  de te r iora ted .  It would appea r  from this 

case tha t  surgical  t r ea tmen t  of duodena l  

varices is effective for the prevent ion of  subse- 

quent  varices fo rma t ion  and  bleeding.  

Al though b leed ing  from duodena l  varices 

isolated in the  th i rd  por t ion  is a rare  compl ica-  

t ion of  liver cirrhosis,  the possibility should be 

considered and  these pat ients  should be ex- 

amined  carefully,  especially with episodes of  

gastrointest inal  b leed ing  of  unknown origin.  

Hypotonic  d u o d e n o g r a p h y  and gast rointes t inal  

endoscopy can  con t r ibu te  to accura te  diagnosis 

of such pat ients .  
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