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CASE REPORT

A 58-year-old woman with a medical history significant for end-stage renal disease requiring a kidney transplant presented to the
hospital with a complaint of melena. Initial physical examination revealed pallor and tachycardia (110 beats/minutes) and blood
pressure of 90/60mmHg. The admission laboratory results revealed hemoglobin 6.5 g/dL, white blood cell count 13.03 103 cells/mL,
platelet count 2403 103 cells/mL, aspartate aminotransferase 38 U/L, alanine aminotransferase 50 U/L, alkaline phosphatase 68 U/L,
total bilirubin 0.5mg/dL, prothrombin time of 13 seconds, international normalized ratio 1.0, creatinine 1.36mg/dL, and blood urea
nitrogen 38 mg/dL. She underwent esophagogastroduodenoscopy that revealed isolated large duodenal varices with fresh blood in
the duodenum (Figure 1). Abdominal ultrasound showed the liver normal in size and morphology. A triple-phase abdominal
computed tomography scan showed numerous varices within and adjacent to the duodenum with complete occlusion of the
suprarenal inferior vena cava (IVC) (Figure 2). She underwent digital subtraction angiography with balloon angioplasty with an
endograft placement (Figure 3). Digital subtraction angiography of the IVC after stent deployment showed no evidence of stenosis,
and no flow is seen in the varices or collateral vessels (Figure 4). Postprocedure, the patient improved with no further drop in
hemoglobin.

Ectopic varices (EV) are complex pressurized portosystemic collaterals that can occur anywhere in the gastrointestinal tract apart
fromgastroesophageal regions and account for 2%–5%of all variceal bleeding.1,2Duodenal varices are themost common small bowel

Figure 1. Esophagogastroduodenoscopy showing large duodenal
varices with fresh blood in the duodenum.

Figure 2. Triple-phase abdominal computed tomography scan
showed numerous varices within and adjacent to the duodenum
with termination of the inferior vena cava superior to the renal veins
suggestive of complete occlusion of the suprarenal inferior vena
cava.
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varices and are frequently seen in patients with cirrhosis.2 EV
has a 4-fold higher risk of bleeding when compared with gas-
troesophageal varices and can present with massive hemor-
rhage with mortality rates as high as 40%.1,2

Unfortunately, no treatment guidelines have been established for
EV management because the literature is limited to case reports
and small case series. Our patient did not have any identifiable
hypercoagulation disorder and more likely developed EV due to
IVC thrombosis. In the literature, endoscopic therapy (scle-
rotherapy, band ligation, or glue injection), percutaneous
transcatheter embolization, transjugular intrahepatic portosys-
temic shunt, and transvenous obliteration through either retro-
grade or antegrade, percutaneous mesocaval shunt, and surgical
procedures have been described for themanagement of EV.1–3 In
the absence of stigmata of chronic liver disease, further in-
vestigation revealed IVC obstruction as a cause of EV that was
treated with balloon angioplasty and endograft placement. Al-
though rare, IVC obstruction should be considered as a differ-
ential in a noncirrhotic patient with ectopic duodenal varices.
The idealmanagement of EV is to ensure prompthemostasis and
identify and address the etiology of the EV.
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Figure 3. Digital subtraction angiography with balloon angioplasty
with the placement of an endograft.

Figure 4. Digital subtraction angiography of the inferior vena cava
after stent deployment showed no evidence of stenosis, and no flow
is seen in the varices or collateral vessels.
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