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RATIONALE 

Ectopic varix at the hepaticojejunostomy site is a rare finding. So symptomatic 

jejunal varices at this site are difficult to manage. 

 

PATIENT CONCERN 

A 37-year-old female presented with bleeding per rectum for 5 months with a 

history of hepaticojejunostomy done 6 years back for management of 

postcholecystectomy bile leak. 

 

DIAGNOSIS 

The endoscopic investigation could not identify the source of bleeding. When 

conservative management could not control her bleeding, she underwent DSA 

which showed haemorrhage from ectopic varices at the hepaticojejunostomy site. 

 

INTERVENTION 

The patient underwent embolization of ectopic varices to arrest bleeding 

 

OUTCOME 

After embolization, patient bleeding per rectum stopped and improvement in 

haemoglobin was noted within 3 days of the procedure. 

 

ABBREVIATIONS 

DSA: Digital subtraction angiography, SMA: Superior mesenteric artery, SMV: 

Superior mesenteric vein, HJ: Hepaticojejunostomy, AVSC: Adult variable stiffness 

colonoscope, SBE-Single balloon enteroscopy, DBE: Double balloon enteroscopy 
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INTR ODUCT IO N  

 

The small intestine is not the common site for the 

development of varices. Diagnosis of small intestinal varices 

is difficult as they are not accessible by a normal upper GI 

endoscope. Moreover, the majority of intestinal varices are 

often accompanied by extrahepatic portal vein obstruction, 

which is found to be associated with intra-abdominal 

adhesions secondary to trauma or some previous surgery. 

Therefore, it becomes very difficult to perform any operative 

obliteration of this varix and also shunt surgery is difficult as 

these areas are highly vascular. We report a case of ectopic 

jejunal varices at the hepaticojejunostomy site which is not 

associated with extrahepatic portal vein obstruction and 

presented as obscure GI bleed with portal biliopathy. These 

varices were managed by transcatheter embolization to 

occlude the collaterals from the jejunal vein supplying the 

hepaticojejunostomy site. 

 

Ca se  Repor t  

A 37-year-old female presented with complaints of bleeding 

per rectum for the last 5 months not associated with 

hematemesis. Six years before this presentation, the patient 

had undergone laparoscopic cholecystectomy in January 

2015. Post-procedure the patient developed abdominal pain 

not relieved with medications and was found to have 

developed postcholecystectomy bile leak for which the 

patient initially was managed by ERCP with CBD stenting but 

due to persistent bile leak, the patient underwent 

hepaticojejunostomy (HJ) on 24th February 2015. The patient 

was doing well for initial 11 months post-

hepaticojejunostomy, after which she developed jaundice and 

abdominal pain and on evaluation, the patient was found to 

have developed an anastomotic benign stricture at the HJ site 

for which the patient underwent percutaneous biliary 

drainage along with balloon dilatation of stricture at HJ site 

on 16th February 2016.  

 

 
Figure 1. The Portal Phase of Abdominal Angiography (Digital Subtraction Portography) Shows a Large  Jejunal Collateral  

from the SMV Supplying Varix at the HJ Site 

 

The patient was finally discharged and was on regular 

follow up. The patient was doing well until 5 months back, 

when she presented with complaints of repeated episodes of 

hematochezia requiring hospitalization for blood transfusion 

along with upper and lower gastrointestinal endoscopy. 

Upper GI endoscopy only revealed 3 diminutive polyps, 

antrum inflamed with no oesophagal or gastric varices and no 

ulcers. Colonoscopy showed features suggestive of 

proctosigmoiditis and was treated with mesalamine, 

prednisolone but the patient continued to have bleeding PR  

 

and so the patient was advised to stop mesalamine and 

prednisolone. USG abdomen was suggestive of chronic liver 

disease with features of portal hypertension. The most likely 

cause of this cirrhosis was the stricture at the anastomotic 

site of hepaticojejunostomy. Multidetector CT Abdominal 

angiogram revealed features suggestive of Hepatic AV 

malformation with collaterals from left hepatic artery 

supplying right lobe of the liver, collaterals noted at the level 

of hilum draining into SMV and thrombosed left portal vein. 

Technetium-99m-labelled red cell scintigraphy also did not 
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show any abnormality. The patient further underwent digital 

subtraction angiography (DSA) that revealed on the delayed 

phase of SMA run showed predominant flow from SMV into 

large jejunal collateral which was contributing to the HJ site 

varices and few collaterals were seen directly into liver 

parenchyma from the HJ site and the AV malformation seen 

on CT Abdominal angiogram were tortuous collaterals of left 

hepatic artery as shown in DSA, Main portal vein, Right portal 

vein were normal on DSA but left portal vein was thrombosed 

as it was not opacified on transsplenic portogram. The patient 

was given symptomatic treatment with IV antibiotics, blood 

transfusion, octreotide but still, the patient continued to have 

a drop of haemoglobin and developed portal biliopathy due to 

compression of the HJ site by the varices and so was planned 

embolization of varices at the HJ site. Under SAP, a guidewire 

and catheter were passed into SMV through the right portal 

vein and entered the large jejunal branch supplying the 

varices at the HJ site and a mixture of glue and lipiodol was 

injected into the three branches supplying varix. Post-

procedure, there was no further bleeding and patient 

bilirubin decreased drastically from direct bilirubin of 19 

mg/dl to 2.1 mg/dl within 3 days along with significant 

improvement in haemoglobin from 5.2 gm/dl to 8.7 gm/dl. 

One day after the procedure, the patient underwent screening 

USG abdomen with Doppler showing significant reduction in 

the collaterals at HJ site with reduced flow, ectopic varices at 

HJ site were not visualised and minimal flow in the jejunal 

collateral vein. The patient was clinically stable with 

improving haemoglobin, normalising bilirubin and with no 

complaints of bleeding per rectum post-procedure. 

 

 
Figure 2. Pre- & Post Embolization of Varices Showing Complete Obliteration of Varices by the Mixture of Glue + Lipiodol Inserted into the Varices 

 

 
Figure 3. Transsplenic Portogram Showing Normal Opacification of the Splenic Vein, Main Portal Vein and Right  

Portal Vein but the Left is not Opacified: Thrombosed 
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DI SCU S SI ON  

 

Ectopic varices are uncommon and it accounts for less than 5 

% of cases of variceal bleeding.1,2 Variceal bleed from the HJ 

site almost occurs secondary to portal vein stenosis or 

thrombosis which leads to the development of portal 

hypertension. Other reasons implicated are due to repeated 

inflammation at the site of anastomosis like recurrent 

retrograde cholangitis due to narrowing or stricture, bile leak 

at the anastomotic site or some tumour invading or 

compressing. The exact reason why varices develop at the 

site is still not clear.3,4 

1st episode of bleeding may take months to years from the 

initial surgery, as seen in our case the patient developed 

bleeding after a span of 6 yrs from HJ. 

In our case, although the main portal vein was patent the 

left portal vein was thrombosed, there was development of 

the collateral at the HJ site, in which multiple thin collaterals 

from the HJ site entered in the left lobe of the liver which 

communicated with the jejunal branch of SMV of the jejunal 

afferent loop. 

Management of ectopic varices at the HJ site will involve 

two types of treatment; either obliteration of varix 

responsible for bleeding or shunt surgery. The aim of 

obliteration of the varix is to stop blood flow to the varix, but 

there will be a possibility of rebleeding from newly developed 

varices that remain because the procedure does not correct 

portal hypertension. Whereas shunt surgery aims for portal 

system decompression to prevent bleeding and it also 

prevents the formation of new varices. However, rebleeding 

can still occur from the same varix, if the shunt flow is not 

adequate to decompress for the portal system.5 

Merits of embolization of varices: Reduced surgical insult, 

embolization point can be selected by portography as it 

allows to stop the inflow of blood to the varices at a point 

near the varices and can help to prevent possible relapse of 

varix, to predict hemodynamic changes which accompany the 

embolization and also which may provide information about 

possible relapse and maintain haemostasis. Therefore, 

embolization of intestinal varices using an interventional 

radiology technique is a safe and effective treatment for 

intestinal bleeding.6 

Endoscopy is the ideal approach for rapid diagnosis and 

immediate management for bleeding from the afferent jejunal 

loop of hepaticojejunostomy. However, due to altered 

anatomy due to surgery, it would not be possible to reach the 

jejunal afferent loop with conventional gastroduodenoscopy. 

Therefore, a longer endoscope is needed to access the loop of 

Roux-en-Y. Compared with conventional 

gastroduodenoscopy, a single-balloon endoscope (SBE)7,8,9 

and double-balloon endoscope (DBE) have more length and 

also have balloon overtube to insert more deeply. SBE and 

DBE seem to be equally useful for diagnostic and therapeutic 

procedures.10,11 However, these specialized devices are not 

easily and always available at all institutions. 

The adult variable stiffness colonoscope (AVSC) can be 

used in place of SBE or DBE if not available to access the 

lumen of the gastrointestinal tract beyond the duodenum as 

well as to enter the Roux-en-Y jejunal loop for diagnostic as 

well as therapeutic purposes. 

Literature that describes the use of AVSC for upper GI 

investigation and treatment, particularly for Roux-en-Y 

anatomy, are not found easily. Chahal et al. have reported in 

endoscopic retrograde cholangiography for post-orthotopic 

liver transplant population with Roux-en-Y biliary 

anastomosis, the usefulness of AVSC.12 Azeem et al. compared 

paediatric colonoscope, SBE with AVSC and concluded that 

AVSC has a less procedural success rate as compared to 

SBE.13 AVSC can be an alternative device for SBE and DBE but 

because it has a diameter which is larger than balloon 

enteroscopy and it is much stiffer than the conventional 

gastroduodenoscopy, it may be stressful for the patient’s 

throat. Neumann et al. first reported the treatment using 

endoscopy in a patient with pancreatic cancer whose portal 

vein was obstructed 1 year after the operation. DBE was used 

to gain access to the afferent loop and haemostasis was 

achieved using Argon plasma.14 Prachayakul et al. used SBE 

and varix was obliterated using an injection of histoacryl, and 

although successfully done, thrombosis at the branch of the 

superior mesenteric vein occurred.15 Curcio et al. used SBE 

and endoclips for haemostat, but after the clip placement, it 

led to the rupture of varix and cyanoacrylate injection was 

given to control bleeding.16 Therefore, out of reach bleeding 

can be managed even without the use of advanced 

endoscopes. 

 

 
 

 

CONC LU S ION S  
 

 

Ectopic varices at the hepaticojejunostomy site are not 

accessible through conventional gastroduodenoscopy, they 

require special endoscopes like SBE or DBE or by using AVSC. 

Embolization of these varices by interventional radiology is a 

safe and effective method to deal with these ectopic varices 

and shunt surgery should be reserved for those patients who 

fail to respond to other therapies. 
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