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Abstract 

In patients with portal hypertension, bleeding from rectal varices is rare. However, it can be 

life-threatening. We report a case of massive bleeding from large rectal varices in a 59-year-

old man with alcoholic cirrhosis. Emergent transjugular intrahepatic portosystemic shunt 

(TIPS) placement was performed following failed local endoscopic therapy. Despite normali-

zation of the portosystemic pressure gradient, the patient had another episode of massive 

bleeding on the following day. Embolization of the rectal varices via TIPS successfully 

stopped the bleeding. After the procedure, rapid decompensation of the cirrhosis led to se-

vere encephalopathy, and death was observed. Although TIPSs have been reported to be 

useful in controlling bleeding from rectal varices, our case illustrates the potential pitfalls in 

using this technique in the treatment of rectal variceal bleeding. TIPSs may not be always 

successful in controlling massive bleeding from large rectal varices, even after normalization 

of portal hypertension. TIPSs can also be associated with life-threatening complications that 

may lead to early mortality. © 2015 The Author(s) 

 Published by S. Karger AG, Basel 

Introduction 

Rectal varices are not an uncommon manifestation in cirrhosis with portal hyperten-
sion [1]. However, serious bleeding from rectal varices is uncommon. Because of its rarity,  
a standard treatment for bleeding rectal varices has not been established. Several authors 
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have reported the utility of transjugular intrahepatic portosystemic shunt (TIPS) placement 
to control such bleeding when local therapy, such as endoscopic sclerotherapy or banding, 
fails [2–5]. However, we experienced a case of massive bleeding from large rectal varices 
that could not be controlled by TIPS placement, despite normalization of the portosystemic 
pressure gradient. Furthermore, we observed rapid decompensation of the cirrhosis that led 
to severe encephalopathy and death after the TIPS placement. We report this case to high-
light and discuss potential pitfalls of TIPS placement when using this technique to treat rec-
tal variceal bleeding. 

Case Presentation 

A 59-year-old man with a history of alcoholic cirrhosis was hospitalized at an outside fa-
cility for massive hematochezia and fainting. He had no prior history of gastrointestinal 
hemorrhage or malignancy. He underwent upper endoscopy and tagged red blood cell scan, 
both of which were negative for active bleeding. A computed tomography of the abdomen 
was performed and did not reveal the source of the gastrointestinal bleeding; a nodular liver 
with splenomegaly consistent with liver cirrhosis was seen, and a markedly dilated inferior 
mesenteric vein was also noted. During his 5-day hospitalization, he had approximately 10–
15 bloody bowel movements and received a total of 6 units of packed red blood cells and  
2 units of fresh frozen plasma. 

The patient was then transferred to our institution for further management of his per-
sistent hematochezia. He was alert and oriented, and his vital signs were within normal lim-
its. His admission laboratory tests showed a hemoglobin level of 8.3 g/dl, a serum ammonia 
level of 45 µg/dl, a total bilirubin level of 2.8 mg/dl and a Model for End-Stage Liver Disease 
(MELD) score of 18. A flexible sigmoidoscopy was performed and revealed giant bleeding 
rectal varices (fig. 1). He was successfully treated with variceal banding and sclerotherapy 
with ethanolamine. He was then aggressively fluid-resuscitated. Beta-blocker and octreotide 
drips were started. However, he had another episode of massive hematochezia on the fol-
lowing day, with a decrease in hemoglobin level to 5.0 g/dl. Therefore, the decision was 
made to proceed with emergent TIPS placement. 

A transjugular portogram showed a markedly dilated inferior mesenteric vein with 
hepatofugal flow. A TIPS was successfully created with a 10 × 90 mm Viatorr stent-graft 
(Gore & Associates, Flagstaff, Ariz., USA). This resulted in a decrease in the portosystemic 
pressure gradient from 12 to 6 mm Hg. After the TIPS placement, brisk hepatopetal flow 
through the TIPS was seen on the portogram. Despite the successful normalization of the 
portosystemic pressure gradient, he had another episode of massive bleeding on the fol-
lowing day. Subsequently, the markedly dilated inferior mesenteric vein was catheterized 
through the patent TIPS. An angiogram of the superior rectal vein was performed, which 
showed tortuous large rectal varices with brisk hepatofugal flow (fig. 2). Flow into the inter-
nal iliac vein branches was observed, confirming portosystemic shunting. Embolization of 
the rectal varices was then performed, which necessitated multiple coils, 1 ml of N-butyl 
cyanoacrylate glue, 5,000 units of thrombin and several sheets of gelfoam (fig. 3). After the 
procedure, the patient did not have any further bleeding episodes, and the serial hemoglobin 
levels remained stable. The remaining hospital course was significant for rapid decompensa-
tion of cirrhosis, with an increase in the total bilirubin level to 8.7 mg/dl, the ammonia level 
to 121 µg/dl and the MELD score to 28. Stage III hepatic encephalopathy was noted. Despite 
maximal medical management, his clinical condition continued to deteriorate. He developed 
acute hypoxic respiratory failure secondary to multiple causes, including progressive liver 
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failure. He required mechanical ventilation and became minimally responsive. According to 
the family’s wishes, palliative care was instituted. He died 2 weeks after the TIPS placement. 

Discussion 

This case highlights two potential pitfalls of TIPS placement when using this technique 
in the treatment of rectal variceal bleeding. 

First, TIPSs may not be always successful in controlling serious bleeding from rectal var-
ices, despite optimal portosystemic pressure reduction. We observed rebleeding after the 
TIPS placement despite a 50% reduction in the pressure gradient, with a final pressure gra-
dient of 6 mm Hg. Some authors have also reported that a TIPS failed to control bleeding 
from rectal varices [6, 7]. Recurrent bleeding from rectal varices after TIPS placement may 
be related to the large size of the varices. Rectal varices, unlike esophageal varices, are true 
veins and are likely to have larger diameters. According to Laplace’s equation, the tension in 
the varix wall is proportional to the radius of the vessel for any given transmural pressure 
[8]. Therefore, larger varices can bleed at a lower portosystemic gradient. In general, it is 
recommended to decrease the portosystemic pressure gradient to <12 mm Hg in esophageal 
variceal bleeding [9]. However, this targeted pressure gradient may not be adequate for con-
trolling bleeding from rectal varices. Some authors advocate embolization of the rectal vari-
ces at the time of TIPS placement, even if normalization of portal hypertension is achieved 
[7, 10]. Given the successful control of bleeding following embolization in our case, concomi-
tant variceal embolization at the time of TIPS placement may be necessary to control mas-
sive bleeding, especially when the rectal varices are large. 

Second, TIPSs can be associated with life-threatening complications that can possibly 
lead to early mortality. Since the first application of a TIPS in the treatment of recurrent 
bleeding from anorectal varices in 1993 [2], a TIPS alone or a TIPS combined with variceal 
embolization has been reported to be useful in controlling such bleeding without significant 
morbidity or mortality [2–5, 10]. Favorable long-term outcomes have also been reported [4]. 
However, TIPSs are inherently associated with risks of procedure-related complications, 
hepatic encephalopathy and progressive liver failure. Godil and McCracken [11] reported a 
case of rapid liver function decompensation and encephalopathy following TIPS placement 
in a 73-year-old woman with rectal variceal bleeding. Although no recurrent bleeding was 
seen, the patient died 4 weeks after the TIPS procedure. According to the American Associa-
tion for the Study of Liver Diseases practice guidelines, TIPS is recommended only in the 
absence of other options for patients with 30-day predicted mortality (MELD >15–18 or 
serum bilirubin >4.0 mg/dl) [9]. Although emergent TIPS placement can be the last resort to 
control massive bleeding from rectal varices, even in high-risk patients it must be used cau-
tiously because it can lead to life-threatening complications, as seen in our case. Despite its 
minimally invasive nature, TIPS placement has been associated with a 30-day mortality rate 
as high as 36% when it is used to control acute gastroesophageal variceal bleeding [12]. One 
alternative to TIPS placement in high-risk patients may be the percutaneous embolization of 
rectal varices via a transhepatic approach. Although reports on the use of this technique for 
bleeding rectal varices are limited, it could be useful in controlling an initial acute bleeding 
and in stabilizing a patient without affecting liver function [13]. However, collaterals can 
redevelop after embolization, and recurrent bleeding requiring repeated intervention has 
been reported [13]. Some authors have reported several cases of obliteration of bleeding 
large rectal varices with the use of balloon-occluded antegrade transvenous sclerotherapy 
with or without coil embolization [14, 15]. In this technique, a sclerosing agent, such as eth-
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anolamine oleate, was injected into the varices while the superior rectal vein was occluded 
using a balloon catheter. The initial results were encouraging. Further research is needed to 
determine its efficacy. 

In conclusion, although TIPSs have been reported to be useful in controlling bleeding 
from rectal varices, there are potential pitfalls in using this technique to treat rectal variceal 
bleeding. A TIPS may not always be successful in controlling massive bleeding from large 
rectal varices even after normalization of portal hypertension, and concomitant variceal 
embolization may be necessary. Furthermore, TIPSs can be associated with life-threatening 
complications that may lead to early mortality. 
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Fig. 1. Upper endoscopy picture showing bleeding giant varices in the rectum. 

 

 

 

Fig. 2. Superior rectal venogram obtained through a microcatheter showing tortuous giant rectal varices 

with hepatofugal flow. 
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Fig. 3. Superior rectal venogram obtained after embolization of the rectal varices with multiple coils (ar-

rows), N-butyl cyanoacrylate glue, thrombin and gelfoam. Note that no rectal varices were visualized. 

Hepatopetal flow within the superior rectal vein is noted (arrowhead). 
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