
Introduction

The development of ectopic varices due to portal hypertension
[1], post-surgical changes [2–6], and tumor metastasis [7] has
been described. We report a case of ileocolonic anastomotic vari-
ces from a combination of surgical changes and retroperitoneal
metastasis. On account of the location of the varices, we used a
novel method of treatment, i. e. argon plasma coagulation (APC),
with excellent results.

Case Report

A 65-year-old man was evaluated for lower gastrointestinal
bleeding. He had been diagnosed with adenocarcinoma of the
colon in 1994 and had undergone right hemicolectomy and adju-
vant chemotherapy. In July 2000 a 4.0 1 2.5 cm retroperitoneal
mass was discovered. Histopathological findings were consistent
with metastatic colon carcinoma.

Later that month the patient presented with a hemodynamically
significant lower gastrointestinal bleed. An endoscopist used
electrocautery to treat a “bleeding vessel” at the ileocolonic sur-
gical anastomosis, resulting in hemostasis.

Over the next several weeks the patient experienced several epi-
sodes of recurrent lower gastrointestinal bleeding requiring
transfusion. The patient was referred for further endoscopic
management. Repeat colonoscopy demonstrated varices at the
ileocolonic surgical anastomosis (Figure 1). The varices had red
wale signs, but were never witnessed to be actively bleeding.

The varices were attributed to localized splanchnic hypertension
from the retroperitoneal mass, likely aggravated by postopera-
tive changes. Since this was a local phenomenon, systemic treat-
ments with somatostatin analogs, nonspecific beta-blockers, and
nitrates were rejected. Surgical resection and portosystemic
shunting were felt to be high risk procedures because of themul-
tiple previous surgeries and the patient’s overall poor functional
status. Additionally, the patient desired to avoid surgery, except
as a last resort. Band ligation of the varices was not possible as
the lesion was located beyond the reach of an upper endoscope.
It was feared that sclerotherapy carried too great a risk of necro-
sis and perforation. Thus, APC was attempted in order to eradi-
cate the varices.

Over an 8-week period, the patient received four APC applica-
tions to the anastomotic varices. Thermal energy was applied di-
rectly to the vascular lesions. At the first session, only the varices
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Various individually tailored endoscopic treatment modalities
have been described for bleeding colorectal varices. We describe
a case of a 65-year-old man, in whom argon plasma coagulation

successfully eradicated ectopic varices at the ileocolonic anasto-
mosis; bleeding could be stopped.
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with stigmata of recent hemorrhage were treated (Figures 1 and
2). Subsequent endoscopies showed progressive obliteration of
the ectopic varices with excellent scar formation (Figure 3). The
patient had a single episode of hemodynamically insignificant
lower gastrointestinal bleeding 7 days after the first treatment
session, and 2 days after the bleeding episode the patient had
his second APC treatment. He had no further bleeding, and only
small ectatic vessels remain at the surgical anastomosis (Fig-
ure 4). There were no complications.

Discussion

A variety of therapies for ectopic varices have been described.
Surgical approaches such as portosystemic shunt [1,8,9] or re-
section [10] are the preferred methods of management. Methods
of vascular recanalization with vascular stenting [11] and trans-
jugular intrahepatic portosystemic shunt (TIPS) [12] have been
described. Reports of endoscopic therapy using cyanoacrylate in-
jection [13] and injection sclerotherapy [14] are also available.

APC is a thermal method of transmitting energy to target tissue
through ionised argon gas. The noncontact approach minimizes
manipulation and mechanical trauma to the target tissue. The
avoidance of tissue contact also allows the endoscopist to treat
a broad surface very quickly.

APC is already in widespread use for human gastrointestinal dis-
ease. The three most common uses are for Barrett’s esophagus
[15–19], gastric antral vascular ectasia [20,21], and arterio-
venous malformations [22,23]. APC is also used to palliate var-
ious gastrointestinal tumors [24].

APC was chosen in the present case for a variety of reasons. On
account of the patient’s poor overall health, surgical resection
was felt to carry too great a risk ofmorbidity andmortality. Injec-
tion sclerotherapy was rejected due to fears of necrosis and per-
foration. Band ligationwas considered; however, the lesion could
not be reached with available equipment (Witte’s method [25]
had not yet been published). Cyanoacrylate injection is not ap-
proved in the USA. Since the process was localized and not
caused by portal hypertension, surgical portosystemic shunt
and TIPS were not considered. Medical therapy, by nature, is sys-
temic and was also rejected.

The key advantage of APC is the control of depth of thermal in-
jury. With this in mind, we elected to use APC to treat this pa-
tient. We considered that the thermal injury would cause endo-
thelial injury and subsequent sclerosis of the treated varices. We
also considered that the perforation risk would be low, as would
the risk of early and late bleeding given the localized nature of
the injury.

Figure 3 Anasto-
mosis with residual
varices, 9 days fol-
lowing initial treat-
ment with argon
plasma coagulation
(APC)

Figure 4 Ileocolo-
nic anastomosis
2 weeks after the
final APC treatment

Figure 2 Varices
immediately follow-
ing treatment

Figure 1 Ileocolo-
nic anastomosis
with varices, before
treatment
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It is too early to recommend APC as a treatment for splanchnic
varices outside of a controlled research setting, unless no other
options are available. Questions which remain to be answered
include the duration of the effect, the area which can be treated
in a single setting, and possible long-term sonsequences. Early
reports of this method for the treatment of esophageal varices
are promising [26], but large randomised trials are lacking.

The views expressed in this article are those of the authors and do not reflect

the official policy or position of the Department of the Navy, Department of

Defense, or the United States Government.

References

1 Izsak EM, Finlay JM. Colonic varices. Three case reports and a review of
the literature. Am J Gastroenterol 1980; 73: 131–136
2 Arbona JL, Lichtenstein JE, Spies JB, Hyatt JR Jr. Colonic varices as a
complication of colonic sugery. Gastrointest Radiol 1987; 12: 350–
352
3 Cooper MJ, Mackie CR, Dhorajiwala J et al. Hemorrhage from ileal vari-
ces after total proctocolectomy. Am J Surg 1981; 141: 178–179
4 Bunt TJ, Bynoe R. Adhesion-related variceal hemorrhage. South Med J
1983; 76: 1449–1451
5 Crawford DJ, MacKay C, Burnett RA. Haemorrhage from an adhesion-
related mesenteric varix in a patient with portal hypertension. Scott
Med J 1988; 33: 271–273
6 Manzi D, Samtana AK. Adhesion-related colonic varices. J Clin Gastro-
enterol 1985; 7: 71–75
7 Radin DR, Siskind BN, Alpert SR, Bernstein RG. Small-bowel varices
due to mesenteric metastasis. Gastrointest Radiol 1986; 11: 183–184
8 Katz LB, Shakeed A, Messer J. Colonic variceal hemorrhage: diagnosis
and management. J Clin Gastroenterol 1985; 7: 67–69
9 Goldstein MB, Brandt LJ, Bernstein LH, Sprayragen S. Hemorrhage
from ileal varices: A delayed complication after total proctocolectomy
in a patient with ulcerative colitis and cirrhosis. Am J Gastroenterol
1983; 78: 351–354

10 Yuki N, Kubo M, Noro Y et al. Jejunal varices as a cause of massive gas-
trointestinal bleeding. Am J Gastroenterol 1992; 87: 514–517

11 Stafford Johnson DB, Narasimhan D. Successful treatment of bleeding
jejunal varices using mesoportal recanalization and stent placement:
Report of a case and review of the literature. Clin Radiol 1997; 52:
562–565

12 Lagier E, Rousseau H, Maquin P et al. Treatment of bleeding stomal
varices using transjugular intrahepatic portosystemic shunt. J Pediatr
Gastroenterol Nutr 1994; 18: 501–503

13 ChenWC, HouMC, Lin HC et al. An endoscopic injectionwith N-butyl-
2-cyanoacrylate used for colonic variceal bleeding: A case report and
review of the literature. Am J Gastroenterol 2000; 95: 540–542

14 Weiserbs DB, Zfass AM, Messmer J. Control of massive hemorrhage
from rectal varices with sclerotherapy. Gastrointest Endosc 1986; 32:
419–421

15 Schulz H, Miehlke S, Antos D et al. Ablation of Barrett’s epithelium by
endoscopic argon plasma coagulation in combination with high-dose
omeprazole. Gastrointest Endosc 2000; 51: 659–663

16 Pereira-Lima JC, Busnello JV, Saul C et al. High power setting argon
plasma coagulation for the eradication of Barrett’s esophagus. Am J
Gastroenterol 2000; 95: 1661–1668

17 Brand B, PorthunM, von Schrenck Tet al. Endoscopic argon plasma co-
agulation for the eradication of Barrett’s esophagus. Z Chir 2000; 95:
437–442

18 Byrne JP, Armstrong GR, Attwood SE. Restoration of the normal squa-
mous lining in Barrett’s esophagus by argon beam plasma coagula-
tion. Am J Gastroenterol 1998; 93: 1810–1815

19 Dumoulin FL, Terjung B, Neubrand M et al. Treatment of Barrett’s
esophagus by endoscopic argon plasma coagulation. Endoscopy
1997; 29: 751–753

20 Abedi M, Haber GB.Watermelon stomach. Gastroenterologist 1997; 5:
179–184

21 Focke G, Seidl C, Grouls V. Treatment of watermelon stomach (GAVE
syndrome) with endoscopic argon plasma coagulation (APC). A new
therapeutic approach. Leber Magen Darm 1996; 5: 254–259

22 Klump B, Schneider GA, Fierlbeck G et al. Argon plasma coagulation in
endoscopic therapy of CREST syndrome associated upper gastrointes-
tinal hemorrhage. Z Gastroenterol 1997; 35: 469–476

23 Bergler W, Riedel F, Baker-Schreyer A et al. Argon plasma coagulation
for the treatment of hereditary hemorrhagic telangectasia. Laryngo-
scope 1999; 109: 15–20

24 Robertson GS, Thomas M, Jamieson J et al. Palliation of oesophageal
carcinoma using the argon beam coagulator. Br J Surg 1996; 83:
1769–1771

25 Witte JT. Band ligation for colonic bleeding: Modification of multiband
ligating devices for use with a colonoscope. Gastrointest Endosc 2000;
52: 762–765

26 Nakamura S, Mitsunaga A, Murata Yet al. Endoscopic induction of mu-
cosal fibrosis by argon plasma coagulation (APC) for esophageal vari-
ces: A prospective randomized trial of ligation plus APC vs. ligation
alone. Endoscopy 2001; 33: 210–215

Sch
afer

TW
,B

in
m

oeller
K

F.A
PC

for
th

e
Treatm

en
t

of
C

olon
ic

V
arices

·
En

d
oscop

y
2002;34:661

–
663

Case
R
ep

o
rt

663


