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Portal venous hypertension associated with liver cirrhosis usually leads 
to gastroesophageal varices.1 However, ectopic varices secondary to 
liver cirrhosis are not common, especially colonic varices, which oc-

cur at low frequency.2 Hemorrhage due to colonic varices is usually massive 
and threatens life or is fatal.3 Immediate treatment is urgent. Multiple meth-
ods have been described for intervention, such as hemicolectomy, vascular 
intervention, and endoscopic surgery. Nevertheless, the ideal intervention 
for colonic varices is still unclear, possibly due to the rarity of cases. We re-
port a case of transverse colonic variceal bleeding associated with alcohol 
liver cirrhosis that we treated by endoscopic band ligation (EBL), which is 
commonly used to arrest esophageal varices. 

CASE 
A 42-year-old man with a 20-year history of alcohol abuse presented with 
hematochezia and abdominal distension. Upon physical examination, his 
heart rate was 102 bpm, and his initial blood pressure was 96/62 mmHg, 
and expiration 26 bpm. Examination revealed a pale body with brownish 
pigmentation on the skin of the face, not accompanied with spider nevus. 
The abdomen was soft and flat without abdominal wall varices. Abnormal 
laboratory data included the following: RBC 2.37×1012/L, Hb 6.7g/dL, ALB 
32.6g/L, PT 17.9s, INR 1.39s, and Fb 0.89 g/L. The Child-Pugh score was 
class B. Liver cirrhosis, characterized by an enlarged caudate lobe, wid-
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Colonic varices are lesser-known in comparison with gastroesophageal 
varices in a complication associated with liver cirrhosis. The ideal thera-
peutic intervention for a colonic varix is still unclear. We report a 42 
year-old man with 20 years of alcohol use who presented with hemato-
chezia and abdominal distension. The patient was diagnosed with al-
coholic liver cirrhosis. The colonoscopy revealed a dilated and tortuous 
varix in the transverse colon close to the hepatic flexure with oozing 
blood, a communicating branch and with “red sign”, evidence of acute 
bleeding. Endoscopic band ligation (EBL), the most useful intervention 
for esophageal varices, was further successfully performed to arrest the 
bleeding colonic varices. One month after initial treatment, the colonic 
varices nearly vanished and were replaced by an ulcer. It is extremely 
rare for colonic varices to be treated with EBL. There is only one similar 
case in reported literature, but it seems to be safe and effective as an 
intervention for EBL for acute colonic variceal bleeding.
SIMILAR CASES: Second case treated by endoscopic band ligation.
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ening of the fissures, enlarged portal vein, esophageal 
varices and splenomegaly, was shown by enhanced 
computed tomography (CT). 

A gastroscopy indicated mild esophageal varices 
but did not show signs of recent bleeding. To detect 
the cause of hemorrhage, a colonoscopy was used to 
observe the whole large intestine. The colonoscopy 
showed a dilated and tortuous varix with blood ooz-
ing, a communicating branch and a “red sign” in the 
transverse colon close to the hepatic flexure showing 
signs of acute bleeding (Figure 1). The bleeding was 
arrested with EBL using a gastroscope. All five bands 
were deployed to ligate the colonic varix (Figure 2). 
There were no signs of re-bleeding after EBL, that is, 
no hematochezia within 48 hours, the level of hemoglo-
bin increased and vital signs recovered within 48 hours. 
One month after initial treatment, a second colonos-
copy revealed that the varices in the transverse colon 
had almost disappeared, and had been replaced with 
mild ulcer (Figure 3).

DISCUSSION
Colonic varices, usually secondary to portal venous hy-
pertension, are a relatively rare cause of hematochezia.4 
The acute colonic variceal bleeding may be massive 
and occasionally fatal. Since Brill and colleagues re-
ported a case of colonic varices in 1969, fewer than 100 
cases have been reported in the following decades.5 
In our case, a patient with a 20-year history of alcohol 
abuse had a typical stereograph of liver cirrhosis by CT, 
and was diagnosed with alcoholic liver cirrhosis. After a 
complete diagnostic workup, hematochezia was attrib-

Figure 3. One month after endoscopic treatment, the 
transverse colon varices had nearly disappeared (arrow) 
and were replaced with a mild ulcer.

Figure 1. Colonoscopy showed a dilated and tortuous 
varix in the transverse colon close to the hepatic flexure 
with massive red color sign, a communicating branch and 
bloody scab (arrow).

Figure 2. All five rings were deployed to ligate the 
transverse colon varices (arrow).

uted to transverse colonic variceal bleeding detected 
by colonoscopy. Although ‘various’ interventions for 
colonic variceal bleeding has been reported for de-
cades, treatment guidelines for colonic varices have not 
been standardized possibly due to their low incidence. 
Hemicolectomy, which was initially shown to stop blood 
loss, emerged as the most useful measure to treat co-
lonic varices. However, abnormal liver function or even 
liver failure from decompensated liver cirrhosis, may 
restrict the usage of surgery. Thus, minimally invasive 
surgery, including vascular intervention and endoscopic 
treatment, has generally been accepted as treatment 
for colonic varices secondary to liver cirrhosis. Ko et al 
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obliterated distal ascending colonic varices by vein coil 
embolization and histoacryl injection.6 Matsumoto et al 
performed balloon-occluded retrograde transvenous 
obliteration to prevent the rupture of an ascending co-
lonic varix.7 A transjugular intrahepatic portosystemic 
shunt, a vascular intervention for decreasing portal hy-
pertension, was recently reported to cure the ascend-
ing colonic varices.3,8 

With the development of newer endoscopic instru-
ments, more operative procedures will be performed 
by endoscopic therapy. In contrast to traditional sur-
gery or vascular intervention, endoscopic treatment for 
ectopic varices is simple, low-risk and cost-effective. 
Additionally, most physicians are inclined to apply en-
doscopic therapy for colonic varices secondary to liver 
cirrhosis, possibly because of abnormal liver function 
or even liver failure. Endoscopic therapy is usually used 
in patients with high MELD (model for end-stage liver 
disease) and Child-Pugh scores. The colonic varices in 
this case were indications for endoscopic surgery due 
to abnormal liver function, characterized by lower al-
bumin and worsening coagulation. Matsumoto et al 
reported a case of endoscopic histoacryl injection for 
treatment of varices in the ascending colon.9 Sato et 
al reported a case of transverse colonic varices near 
the splenic flexure, which was controlled successfully 
by endoscopic sclerotherapy (EIS).10 

EBL has been used to treat acute bleeding for de-
cades, especially for gastroesophageal variceal bleed-
ing. EBL is now considered the most useful and popu-
lar intervention for acute esophageal bleeding, and 
has recently been reported as treatment for ectopic 
varices, such as duodenal varices and rectal varices, 
and non-variceal bleeding, such as angiodysplasia, 
Dieulafoy’s lesion, and even iatrogenic gastrointestinal 
perforation.11,12 There have been a few reports of EBL 
to arrest rectal variceal bleeding.13 However, reports on 
the use of EBL to arrest colonic variceal bleeding are 

rare. Additionally, a few case reports indicate that co-
lonic diverticular bleeding has been controlled by EBL, 
which can be safe and effective measure for the non-
expert endoscopist.14-16 Similarly, Misra et al reported 
a case of a descending colonic bleeding treated with 
EBL deployed with three bands, which is the only re-
port on EBL treatment for colonic varices as far as we 
are aware.17 Unlike other centers, we have used more 
bands to arrest the bleeding colonic varices due to 
our skilled experience in treating esophageal varices 
in our endoscopy center, a well-known department in 
China, with almost 2000 cases of EBL per year. Our 
procedure had excellent hemostatic effects and a low 
recurrence rate, while patients with esophageal varices 
applied with 2-3 bands per session had recurrence of 
the varices which required a repeat session of banding. 
Additionally, at the one month follow-up there was no 
evidence of recurrence of varices detected by colos-
copy after one-month operation, to evaluate the long 
term effect of EBL on the transverse colonic varices. 
Both techniques, EBL and EIS, have been highly effec-
tive in the control of variceal bleeding. However, EBL 
was safer, involved less pain and had higher patient 
satisfaction than EIS.18 Nevertheless, EBL is need of 
combination with other interruptions like a transjugular 
intrahepatic portosystemic shunt procedure to prevent 
recurrence of ectopic varices. In our patient, the trans-
verse colonic varices almost vanished at one month 
follow-up after the initial presentation, suggesting that 
EBL may be a safe and effective intervention for acute 
colonic variceal bleeding for future clinical application.
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