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Abstract  
Bleeding from sternal varices in a patient with portal hypertension, 
uncontrolled by surgical ligation and sclerotherapy, was well con- 

trolled by percutaneous transhepatic embolization with platinum 
and stainless-steel coils. 
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Peristomal varices form occasionally in patients with portal hyper- 
tension who have a surgically created intestinal anastomosis or a 
stoma [l]. Percutaneous transhepatic embolization can be used as a 
means of treating bleeding stomal varices. 

Case Report  
A 56-year-old woman with hepatic cirrhosis and marked splenomegaly was 
transferred to our institution after ineffective surgical ligation and sclero- 
therapy of bleeding varices around a sigmoid colostomy. She had undergone 
eight prior operations for gastric ulcer and ileus. The most recent operation 
was a sigmoid colostomy 2 years prior to admission; 1 year later intermittent 
stomal bleeding occurred twice with an episode of hemorrhagic shock. 

On admission she had a hemoglobin of 11.0 g/dl and platelets of 
32,000/ram 3 despite multiple blood transfusions. An upper gastrointestinal 
(GI) series and endoscopy showed no evidence of gastroesophageal varices. 
Enhanced computed tomography (CT) demonstrated anomalous vascular 
structures in the abdominal wall surrounding the stoma (Fig. 1). A celiac 
arteriogram showed splenomegaly and patent splenic and portal veins with 
no evidence of gastroesophageal varices. The venous phases of superior and 
inferior mesenteric arteriograms revealed flow reversal into many dilated 

and tortuous veins around the stoma draining into the left lilac vein. The 
superior mesenteric arteriogram also showed dilated vessels in the abdom- 
inal wall, probably due to postoperative adhesions. 

A percutaneous transbepatic portogram (FFP) 6 days after admission 
confirmed the findings of indirect mesenteric venography (Fig. 2). To 
control varieeal bleeding, variceal feeder branches were embolized with a 
total of 15 coils [l I fibered platinum microcoils (Vortex; Cook, Blooming- 
ton, IN, USA), 3 platinum coils (0.35 Pt-Max; Cook), and a stainless steel 
coil] of appropriate size, selected by measuring the caliber of feeder 
branches on venography. The main trunk was then embolized with 13 
stainless-steel coils. The total number of coils used was 28. 

Fig. 1. Contrast-enhanced CT scan demonstrates anomalous vas- 
Correspondence to: K. Kishimoto, M.D. cular structures around the stoma (arrows) in the abdominal wall. 
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Fig. 2. Percutaneous transhepatic 
inferior mesenteric venogram showing 
stomal varices. The blood flow of the 
inferior mesenteric vein is reversed 
toward the colostomy stoma and the left 
iliac vein (arrowheads). 

Fig. 3. After coil embolization the 
varices are obliterated. 

Absorbable gelatin sponge was not used. A PTP after coil embolization 
demonstrated complete obliteration of the varices (Fig. 3). The preprocedure 
portal pressure of 40 mmH20 did not change significantly thereafter (41 
mmH20 ). The initially bluish discolored skin around the stoma improved 
markedly within the 24 hr following the procedure. At 1 year follow-up, the 
patient has remained well without further episodes of stomal bleeding. 

Discussion 
7Varicosity associated with portal hypertension is usually seen in the 
esophagus, rectum, and umbilicus. However, some patients have 
varices in other sites, particularly those who have had previous 
surgery [2]. Bluish discoloration of the skin at the site of a stoma is 
a valuable clue to the presence of stomal varices. 

Resnik et al. [3] described three patients with hemorrhages from 
an ileostoma and portal hypertension. The ileostomy varices arose 
from postsurgical anastomoses between the high-pressure portal 
system and the low-pressure systemic veins of the abdominal wall. 
On the parietal surface of the gut, small venous communications 
connect mesenteric venous to systemic venous channels in the 
retroperitoneum and in the abdominal wall. Edwards [4] demon- 
strated by postmortem venography that these preexisting networks 
arise in the embryo due to the juxtaposition of the developing 
systemic and visceral venous plexuses. 

Several authors have reported bleeding from stomal varices in 
cirrhotic patients [l, 5-7]. Eade et al. [7] described variceal hemor- 
rhage from ileostomy in five patients with coexisting inflammatory 
bowel disease. There is a high mortality rate (approximately 30%- 
40%) associated with bleeding from esophageal varices, whereas death 
from acute stomal hemorrhage has been estimated at 3%-4% [1, 8]. 
Therapeutic measures for recurrent stomal bleeding have ranged from 
locally administered therapy to stomal revision and portosystemic 
shunt surgery. Local measures such as manual compression, direct 

variceal ligation, and sclerotherapy appear to control bleeding only 
temporarily and often require multiple transfusions [6-9]. Portosys- 
temic shunt surgery is effective in preventing recurrent bleeding [10], 
but it is associated with significant moi~lity, ranging from 5% to 15% 
[11]. Portosystemic shunt surgery may be technically difficult in pa- 
tients with previous abdominal surgery because of adhesions. 

Transjugular intrahepatic portosystemic shunt (TIPS) placement is 
an effective therapeutic alternative for bleeding stomal varices [ 12, 13]. 
Weinberg et al. [13] reported two pediatric cases in which bleeding 
stomal varices were successfully managed with TIPS placement. TIPS 
placement may prevent the development of esophageal varices by 
decompressing portal venous pressures. In young patients in whom the 
potential for liver transplantation exists, TIPS placement may be an 
effective bridge to liver transplantation because the shunt is intrahe- 
patic. But in the presence of decompensated liver function, TIPS 
would result in secondary hepatic encephalopathy or liver failure [12]. 

As other treatment choices, balloon-occluded retrograde trans- 
venous obliteration (BRTO) and double balloon-occluded embolo- 
therapy (DBOE) were considered. BRTO obliterates the outlet 
veins of the varices by retrograde injection of 5% ethanolamine 
oleate (EOI) [14]. DBOE closes both the variceal inflow and 
outflow by filling the closed spaces between the occlusion balloons 
with 5% EOI [15]. The major complication is EOI-induced renal 
failure. Successful treatment was reported for duodenal varices by 
BRTO [15] and rectal varices by DBOE [14]; however, these 
procedures were not established for the treatment of stomal varices. 

Samaraweera et al. [1] reported four patients who underwent 
transhepatic mesenteric vein catheterization with successful embo- 
lization of stomal varices for intractable bleeding. These authors 
used Gianturco coils with or without an absorbable gelatin sponge 
plug for embolization. In our patient, the use of platinum and 
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metallic coils was sufficient to obliterate the stomal varices. Gelatin 

sponge and other solutions were not used to prevent undesirable 
systemic and portal vein embolization. 

The potential complications of transhepatic variceal emboliza- 
tion include bleeding, bile leak, liver trauma, and portal thrombosis 
[5]. We used Gelfoam pieces to occlude the parenchymal track 
when we removed the transhepatic sheath. 
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