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  Urgent upper gastrointestinal endoscopy was per-
formed and documented a small esophageal varix with-
out evidence of recent bleeding and, in the inferior wall 
of the second portion of the duodenum, a 20-mm elevat-
ed longitudinal lesion with a central hematinic depres-
sion, at that time misinterpreted as a subepithelial lesion 
with a visible vessel, and therefore, an endoclip was placed 
( Fig. 1 ).

  Further investigation with endoscopic ultrasound 
(EUS) showed that the previously identified duodenal 
subepithelial lesion was in fact a 13-mm-large duodenal 
ectopic varix ( Fig. 2 a). Endoscopic injection of 4.8 mL of 
cyanoacrylate and lipiodol (0.5:   0.7) was successfully per-
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   A 56-year-old male patient with chronic hepatitis C 
infection, without regular medical follow-up, was admit-
ted due to severe acute gastrointestinal bleeding, mani-
fested by syncope and melena. On examination, the pa-
tient was tachycardic (122 bpm), blood pressure was 
96/65 mm Hg, and there were no evident stigmata of 
chronic liver disease. Empirical intravenous therapy with 
octreotide and esomeprazole was started.

  At admission, hemoglobin level was 12.5 g/dL, with a 
subsequent 4 g/dL drop in the first 6 h. Remaining labo-
ratory results showed INR 1.7, platelets 61,000/μL, biliru-
bin 2.2 mg/dL, and serum aminotransferase levels about 
2 times the upper limit of normal.
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  Fig. 1.  Upper endoscopy showing a 20-mm subepithelial lesion 
(ectopic varix), with a central hematinic depression, in the second 
portion of the duodenum. 
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  Fig. 2.  Radial endoscopic ultrasound (duo-
denum): 13-mm duodenal varix, with 
blood flow on Doppler imaging ( a ). One-
month follow-up EUS showing total oblit-
eration of the variceal lumen in Doppler 
evaluation ( b ). 

  Fig. 3.  Endoscopic image of duodenal varix 
2 weeks after cyanoacrylate and lipiodol in-
jection. Late extravasation of glue with mu-
cosal ulceration and complete eradication 
of the ectopic varix was documented.     
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formed. Endoscopic evaluation, 2 weeks postinjection 
documented ulceration and late extravasation of glue, 
with eradication of the ectopic varix ( Fig.  3 ). EUS at 1 
month of follow-up confirmed total obliteration of the 
variceal lumen ( Fig. 2 b). At 2 years of follow-up, the pa-
tient remains stable, with compensated cirrhosis follow-
ing HCV eradication.

  Gastrointestinal ectopic varices are dilated portosys-
temic collateral veins located out of the esophagus and 
stomach. They account for 1–5% of all variceal bleeding 
episodes and are associated with massive bleeding with 
high mortality rates ( ∼ 40%)  [1] . The rupture of duodenal 
varices corresponds to 17% of all cases of rupture of ecto-
pic varices, with the bulb being the most common site  [2] .

  Although an endoscopic therapeutic approach is not 
yet consensually defined, there are some reports on the 
use of band ligation, injection sclerotherapy, and EUS-
guided angiotherapy (coil and/or cyanoacrylate injec-
tion). Although endoscopic band ligation can be used for 
temporary hemostasis, re-bleeding is frequent  [1, 2] . The 
use of endoscopic injection sclerotherapy with cyanoac-
rylate has been reported in some cases of bleeding due to 
duodenal varices, with favorable results. However, this 
technique may be associated with some adverse events, 
namely embolism and hemorrhage from postinjection ul-
cers  [1–3] . EUS-guided angiotherapy (EUS-guided cya-
noacrylate or coil therapy) is a recent technique, better 

described for the treatment of gastric varices, showing a 
similar variceal obliteration rate in fewer sessions and 
also fewer adverse events compared with the standard cy-
anoacrylate injection  [4] . Recently, a case of duodenal 
varix bleeding successfully treated by EUS-guided thera-
py was reported  [5] .

  In this rare case report, the inaugural presentation of 
cirrhosis was severe bleeding from an ectopic duodenal 
varix, which was successfully managed by endoscopic cy-
anoacrylate injection. As in the present case, EUS may 
play an important role in the definitive diagnosis of the 
underlying ectopic varix and in the evaluation of the per-
meability of the varix following therapy. Real-time EUS-
guided therapy may also be potentially useful in accessi-
ble ectopic varices, requiring further validation.
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