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Abstract
Introduction Stomal varices can develop in patients with ostomy in the setting of portal hypertension. Bleeding from the
stomal varices is uncommon, but the consequences can be disastrous. Haemorrhage control measures that have been
described in the literature include pressure dressings, stomal revision, mucocutaneous disconnection, variceal suture ligation
and sclerotherapy. These methods may only serve to temporise the stomal bleeding and have a high risk of recurrent bleed.
While transjugular intrahepatic porto-systemic shunting has been advocated as the treatment of choice in patients with
underlying liver cirrhosis, histoacryl glue or coil embolisation has been successfully employed in patients who are not
suitable candidates for TIPS.
Methods and Results Direct percutaneous embolisation of the dominant varices was performed successfully under ultrasound
and fluoroscopic guidance in two patients using a combination of coils and histoacryl glue.
Results While transjugular intrahepatic porto-systemic shunting has been advocated as the treatment of choice in patients
with underlying liver cirrhosis, histoacryl glue or coil embolisation has been successfully employed in patients who are not
suitable candidates for TIPS.
Conclusion Direct percutaneous embolisation is a safe and effective treatment for stomal varices in selected patients.
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Embolisation

Stomal varices are an uncommon cause of gastrointestinal
haemorrhage and occur in the presence of portal hyperten-
sion. The management of bleeding from stomal varices in-
cludes simple measures such as local compression, suture
ligation and sclerotherapy to more invasive methods such as
stomal revision, mucocutaneous disconnection and porto-
systemic shunts. We describe a safe and effective alternative

in the management of bleeding stomal varices when simple
local measures fail to control the haemorrhage.

Patient 1

A 57-year-old female presented with a 2-day history of dizzi-
ness and recurrent episodes of bleeding from her colostomy.
Her background history included a Duke C rectal cancer with
synchronous solitary liver metastases 3 years previously for
which she underwent Hartmann’s procedure and adjuvant
chemoradiotherapy. She developed metachronous liver me-
tastases 12 months later for which a staged liver resection was
planned. She initially underwent a left lobe metastasectomy
and right portal vein embolisation; however, there was disease
progression and the patient subsequently underwent only
chemotherapy.

During this presentation, the patient was anaemic
(haemoglobin 64 g/L) with a normal coagulation profile. The
bleeding from the stoma persisted despite direct pressure and
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local infiltration of haemostatic agent. Subsequent endoscopic
investigation via the stoma revealed peristomal portal hyper-
tensive changes without obvious varices or source of active
bleeding. Abdominal computed tomography confirmed multi-
ple recurrent hepatic metastases with secondary portal hyper-
tension. In addition, a large varix arising from the jejunal branch
of the superior mesenteric vein was present and drained into the
colostomy site (Fig. 1a).

Under ultrasound guidance, a direct percutaneous puncture
of the dominant stomal varix was achieved under sterile
conditions. Digital subtraction venography demonstrated
hepatofugal flow within the varix towards a complex mesh-
work of peristomal variceal veins (Fig. 1b). A 7-cm segment
of the varix was selected with a 4-French catheter and
embolised with 0.035 coils initially (Fig. 1c), followed by
controlled injection of histoacryl glue. Post-embolisation ve-
nography confirmed complete occlusion of the varix (Fig. 1d).

The stomal bleeding resolved immediately after the proce-
dure and the patient had no further episodes of bleeding before
her death 1 month later from the progressive metastatic disease.

Patient 2

A 74-year-old female presented with recurrent episodes of
bleeding from her ileal conduit secondary to a dominant stomal
varix, which was a result of the underlying portal hypertension

from non-alcoholic steatohepatitis (Fig. 2a). She had a back-
ground history of interstitial cystitis for which an ileal conduit
urinary diversion surgery was performed 5 years ago.

Direct pressure, injection of sclerosants (phenol and al-
mond oil), attempted banding of the stomal varices as well
as commencement of β-blocker medication only served to
control the stomal haemorrhage temporarily.

Once again, the dominant varix was directly accessed under
ultrasound and fluoroscopic guidance via one of the dilated
veins at the base of the ileal conduit. A 4-French catheter was
passed to the vein draining to the superior mesenteric vein
(Fig. 2b). After confirming the absence of any vital draining
visceral vessels, the dominant vessel feeding the varix was
embolised using a combination of coils and histoacryl glue
(Fig. 2c).

At the end of the procedure, the ileostomy was visually
less congested and there was no report of stomal bleed for at
least 6 months.

Discussion

Peristomal varices develop when the hepatofugal flow from
the high pressure portal venous system decompresses into
the low pressure systemic veins of the abdominal wall via
the mucocutaneous venous network surrounding the stoma
site.1 This phenomenon can occur in up to 50 % of patients
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Fig. 1 a A large varix at the
colostomy site (arrow shows
the varix). b Venography
demonstrating a complex
network of peristomal variceal
vessels (arrow). c Embolisation
with coils (arrow). d Post-
embolisation venography
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with enterostomies/colostomies with concurrent portal
hypertension.2, 3 The risk of stomal bleeding in this setting
has been estimated to be approximately 27 %.

A number of treatment options have been described in an
attempt to decrease the portal pressure at the stomal site and
arrest bleeding from the peristomal mucocutaneous venous
network. Local therapies such as direct compression and
injection of vasoconstrictive or sclerosing agents have prov-
en to be less successful in preventing recurrent variceal
bleeding from the stoma, as these temporizing techniques
do not address the underlying portal hypertension and may
be associated with stomal injury.1, 4, 5 While surgical revi-
sion and re-siting of the stoma, disconnection of mucocuta-
neous porto-systemic communications are other options but
these procedures are invasive and carry high risk of postop-
erative morbidity in patients with portal hypertension.2, 6–8

In addition, new venous collaterals may also develop at the
newly formed stomal site.9

Liver transplantation would be an ideal treatment of
recurrent stomal bleed in patients with portal hypertension
due to underlying liver cirrhosis.10 This option, however,
was not indicated in the first patient as the nature of the liver
disease was outside of the liver transplantation criteria.
Transjugular intrahepatic porto-systemic shunt is an effec-
tive treatment modality in patients with stomal bleeding, but
it has been associated with a recurrent bleeding rate of up to
25 %.11 This approach was not appropriate for the first
patient as she had multiple liver metastases obstructing the
right and left hepatic veins.12 Both liver transplantation and
transjugular intrahepatic porto-systemic shunt were not ap-
propriate in the second patient as she was elderly and had no
identifiable cause for underlying liver disease.

Embolisation of bleeding stomal varices, either via the
internal jugular vein or the percutaneous approach, has been
successfully performed.13 While the transhepatic approach
can potentially be associated with an increased risk of he-
patic bleeding or injury,9, 13 direct percutaneous embolisa-
tion of the dominant stomal varix under ultrasound guidance
using either glue or coils is a safe and effective technique in
controlling stomal bleeding in the setting of portal hyper-
tension. This approach is particularly useful when a single,
dominant feeding varix is identified. In order to minimise
the development of future varices, the ideal length of em-
bolisation should commence from the origin of the major
varix to as distally as possible, preferably the ostomy site.
The benefit of using the cyanoacrylate glue at the distal end
of the vessel in addition to the coils is to anchor the coils
thereby preventing migration of the embolisation materials.

One of the limitations of this approach is that the patient
may still develop additional varices or venous collaterals at
the stomal site as the underlying cause of portal hyperten-
sion remains untreated. This could potentially lead to further
stomal bleeding from the newly developed venous network
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Fig. 2 a Dominant stomal varix (arrow). b Venography showing varix
draining into the superior mesenteric vein (arrow). c Post-embolisation
venography
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surrounding the stoma. In addition, this technique relies
heavily on the ability of the ultrasound to clearly visualize
the feeding varix so that accurate percutaneous puncture and
subsequent embolisation of the vessel can be achieved.
Finally, transhepatic route would be an easier option tech-
nically if there are numerous collateral vessels to be
accessed and embolised in the same setting.

In conclusion, direct percutaneous embolisation with
glue and coils is a safe and effective treatment for stomal
variceal bleeding in selected patients.
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