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Abstract
Background: Rectal varices are portosystemic collaterals 
that arise as a complication of portal hypertension. Despite 
their significant prevalence among cirrhotic patients, clini-
cally important bleeding occurs only in a minority. Various 
treatment options are available, with endoscopic therapies 
being widely used, and both interventional radiology and 
surgery being considered for refractory bleeding rectal vari-
ces. Case: We report the case of a 61-year-old male with he-
patic cirrhosis and bleeding rectal varices refractory to endo-
scopic therapy, successfully managed with a combination of 
transjugular intrahepatic portosystemic shunt (TIPS) and  
selective variceal embolization. Conclusions: Radiological 
techniques are effective options for refractory bleeding. 
Adding embolization to TIPS implantation could represent a 
valid adjunctive measure for haemostasis of recurrent rectal 
variceal bleeding. © 2019 Sociedade Portuguesa de Gastrenterologia 
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Tratamento de varizes retais de difícil controlo

Palavras Chave
Cirrose hepática · Varizes retais · Shunt portossistémico 
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Resumo
Introdução: As varizes retais são colaterais portossistémi-
cos que se formam como complicação da hipertensão por-
tal. Apesar de serem frequentes em doentes com cirrose 
hepática, cursam com hemorragia apenas numa minoria 
dos casos. Entre as opções terapêuticas disponíveis, a en-
doscópica é a mais amplamente disponível e utilizada, 
sendo as intervenções da radiologia ou da cirurgia reser-
vadas para casos de hemorragia refratária. Caso: Apresen-
ta-se o caso de um homem de 61 anos com cirrose hepá-
tica e hemorragia com ponto de partida em varizes retais. 
Por refratariedade ao tratamento endoscópico, uma com-
binação de shunt portossistémico intrahepático transjugu-
lar e embolização seletiva das varizes retais foi necessária 
para uma hemóstase eficaz. Conclusão: A combinação do 
TIPS com a embolização seletiva das varizes retais é uma 
alternativa terapêutica na hemorragia por varizes retais re-
fratárias a tratamento endoscópico.
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Introduction

Portal hypertension is a recognized complication re-
lated to different nosological entities that alter either por-
tal blood flow or increase vascular resistance, with liver 
cirrhosis being by far its commonest aetiology.

Rectal varices are portosystemic collaterals that arise 
as a complication of portal hypertension. Their preva-
lence has been reported to be between 38 and 56% in pa-
tients with cirrhosis [1], and clinically important bleeding 
may occur in up to 38% of these patients, a higher inci-
dence than previously reported [2]. Although bleeding 
rectal varices may be fatal without proper treatment, its 
rarity precludes the establishment of clinical guidelines to 
define appropriate management strategies. Currently, 
various treatment options are available, with endoscopic 
therapies being widely used and both interventional radi-
ology and surgery being considered for refractory bleed-
ing rectal varices.

We report a case of difficult-to-treat rectal varices 
managed with a combination of endoscopic injection 
sclerotherapy (EIS), transjugular intrahepatic portosys-
temic shunt (TIPS), and selective variceal embolization.

Case Report

A 61-year-old man with alcohol-induced hepatic cirrhosis 
(Child-Pugh score A, Model for End-stage Liver Disease score of 
9 points) and portal hypertension with small oesophageal and rec-
tal varices had previously suffered hepatic decompensation with 
ascites and hepatic encephalopathy 5 years before and had stopped 
drinking alcohol by that time. Rectal varices were identified in a 
colonoscopy 2 years afterwards and further characterized by endo-
scopic ultrasound.

He presented to the emergency department with haematoche-
zia that had persisted for 10 days and fluctuating level of conscious-
ness in the past few hours. On admission, the patient had hepatic 
encephalopathy grade II (West Haven). His vital signs were within 
the normal range and the abdomen non-tender without clinical 
signs of ascites. Digital rectal examination showed fresh blood. He 
had anaemia (haemoglobin 8.7 g/dL) and thrombocytopenia 
(platelets 106,000/µL), total bilirubin level of 1.29 mg/dL with the 
remaining liver, and coagulation profile within the normal range. 
Upper endoscopy showed small oesophageal varices without evi-
dence of bleeding. A sigmoidoscopy was performed which dem-
onstrated large rectal varices, congestive haemorrhoids, and 
brown-coloured blood with no bleeding point detectable. An ab-
dominal ultrasound revealed a patent portal vein. 

He was admitted to our gastroenterology department, with the 
diagnosis of acute hepatic encephalopathy precipitated by proba-
ble haemorrhoidal bleeding, under prophylactic antibiotic and 
lactulose treatment.

One day after admission, the patient was alert and coherent, but 
a massive haematochezia with haemodynamic instability occurred 

with a decrease in the haemoglobin level to 6.3 g/dL. At that time, 
colonoscopy showed enlarged and nodular rectal varices > 20 mm 
with a ruptured point, despite no active bleeding (Fig. 1). EIS with 
6 ml 1% polidocanol was performed, alongside with intravenous 
crystalloids, transfusion of red blood cells, and terlipressin. Over 
the next week, the patient continued to show blood losses per rec-
tum, demanding transfusion of red blood cells. A second EIS with 
1% polidocanol, with a total amount of 16 ml, was attempted 
(Fig. 2). Due to the absence of clinical improvement, with clini-
cally significant bleeding, a TIPS with a metallic polytetrafluoro-
ethylene-covered stent was placed with no significant immediate 
complications (Fig. 3). Hepatic encephalopathy grade II developed 
9 days later, managed with lactulose and rifaximin, resulting in 
clinical recovery.

Two weeks after TIPS placement, the patient bled again from 
the rectal varices. Successful haemostasis was achieved with the 
injection of 15 ml 1% polidocanol. He restarted vasopressor ther-
apy with octreotide (due to previous terlipressin-induced hypona-
tremia). In the context of refractory rectal variceal bleeding, selec-
tive varices embolization was attempted the following day. Portal 
venous transhepatic angiogram showed hepatofugal flow and a 
mesenteric-renal shunt. Selective varices catheterization followed 
by right hypogastric vein occlusion using an occlusion balloon al-
lowed successful retrograde transvenous embolization of rectal 
varices with ethylene vinyl alcohol and micro-coils. Towards the 
end of the procedure, the mesenteric-renal shunt was embolized 
using an Amplatzer vascular plug occlusion device (Fig. 4).

Four days after obliteration of the rectal varices, no further 
bleeding occurred, and the patient was discharged after 6 weeks of 
hospitalization. Rectal endoscopic ultrasound at 6 weeks of follow-
up did not identify any varices or collateral circulation (Fig. 5). 
During 18 months of follow-up, the patient reported no further 
rectal bleeding, and abdominal ultrasound with Doppler showed a 
patent TIPS.

Discussion

We describe the case of a cirrhotic patient with massive 
haematochezia due to rectal varices, refractory to vasoac-
tive drugs and several attempts of EIS.

The differential diagnosis of haematochezia in cirrhot-
ic adults may be challenging. While in non-cirrhotic pa-
tients the most common source of haematochezia is  
located in the lower gastrointestinal tract (mostly diver-
ticular disease of the colon), in cirrhotic patients, the pro-
portion of upper gastrointestinal bleeding is significantly 
higher, with the major cause of haematochezia being oe-
sophageal variceal bleeding, followed by peptic ulcers. In-
ternal haemorrhoid bleeding is the most frequently iden-
tified cause of bleeding, originating in the lower gastroin-
testinal tract among cirrhotic patients [3]. Rectal variceal 
bleeding accounts for < 5% of all varix-related bleeding 
episodes in Western countries [2], which contrasts with a 
relatively high prevalence of rectal varices reported in cir-
rhotic patients – between 38 and 56% [1]. In accordance 
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Fig. 1. Colonoscopy findings after the sec-
ond bleeding episode. a Enlarged and nod-
ular rectal varices > 20 mm with a ruptured 
point despite no active bleeding. b Con-
gested internal haemorrhoids.

Fig. 2. Sigmoidoscopy findings 1 week after 
the first endoscopic injection sclerothera-
py. Rectal varices before (a) and after (b) 
endoscopic injection sclerotherapy with 
1% polidocanol.

Fig. 3. Fluoroscopic (a) and digital subtrac-
tion angiography (b) control after trans-
jugular intrahepatic portosystemic shunt 
placement.

a b

Fig. 4. a Embolized rectal varices with eth-
ylene vinyl alcohol and coils (procedure 
made across the transjugular intrahepatic 
portosystemic shunt tract – transjugular 
approach). A balloon is placed in the right 
hypogastric vein (left femoral approach).  
b Fluoroscopic control during Amplatzer 
plug deployment in the mesenteric renal 
shunt.
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with this data, our patient had rectal varices identified 3 
years before variceal bleeding and was asymptomatic 
during that period.

Controlling and treating rectal varices can be an even 
more challenging task. After haemodynamic stabiliza-
tion, endoscopic therapies are the preferred option since 
they are readily available and less invasive. EIS has been 
reported to be more effective in the management of active 
bleeding from rectal varices with a smaller re-bleeding 
rate (33.3%) compared to endoscopic band ligation 
(55.6%) [4]; however, there is no recommendation re-
garding the concentration and volume of the sclerosant 
agent to be injected. These high recurrence rates may be 
a drawback of endoscopic techniques, as portal hyperten-
sion remains unchanged. Endoscopic variceal obturation 
with injection of cyanoacrylate is limited to case reports, 
most of them guided by endoscopic ultrasound in con-
junction with intraluminal placement of embolization 
coils [5]. In our case, injection sclerotherapy was the pre-
ferred endoscopic technique both because of its higher 
efficacy and because the large size of the rectal varices 
made band ligation a sub-optimal choice with a poten-
tially increased risk of post-banding bleeding. 

TIPS is considered the gold standard for treatment of 
upper gastrointestinal variceal bleeding refractory to en-
doscopic therapy in patients with portal hypertension [6], 
while its therapeutic role in rectal or other ectopic vari-
ceal bleeding has only been described in case reports or 
case series. In 2008, Kochar et al. [7] reported the largest 
series of patients with bleeding ectopic varices treated by 
TIPS placement, with 12 out of 28 being due to rectal var-
ices. Despite not reporting the outcomes of rectal vari-
ceal bleeding specifically, overall haemostasis was effec-

tively achieved in 67% of the patients. Vangeli et al. [8] 
published a series of 21 cirrhotic patients who underwent 
TIPS for bleeding ectopic varices, 9 of which had bleeding 
rectal varices. Five patients had variceal embolization us-
ing the same procedure and none re-bled. 

Although TIPS is useful in controlling bleeding from 
rectal varices, it may not always be successful in control-
ling massive bleeding from large rectal varices, even after 
normalization of portal hypertension [7–10]. One reason 
for this phenomenon is related to Laplace’s equation in 
which the tension in the varix wall is proportional to the 
radius of the vessel for any given transmural pressure. 
Thus, larger varices can bleed at a lower portosystemic 
gradient, the same holds for gastric varices. Therefore, in 
some cases as ours, a combination of endoscopic and ra-
diologic procedures, such as TIPS and rectal variceal em-
bolization, is necessary.

Variceal embolization through a radiological approach 
was first described in gastric varices with a success rate of 
89% in controlling bleeding varices [11], although it may 
induce a significant elevation in portal systemic pressure 
gradient with worsening of oesophageal varices [12]. Sev-
eral reports have been published on the successful embo-
lization of rectal varices through distinct endovascular 
approaches [13–18], but none addressed the risk of in-
creasing portal venous pressure when used alone.

At present, no evidence-based recommendations sup-
port primary prophylaxis to prevent bleeding from ecto-
pic varices. To prevent re-bleeding from rectal varices as 
well as other ectopic varices, empirical pharmacologic 
treatment with a beta-blocker is usually tried. 

In conclusion, management of rectal varices should be 
multidisciplinary and on a case-by-case basis. Endoscop-

a b

Fig. 5. Sigmoidoscopy (a) and rectal endoscopic ultrasound (b) at 6 weeks of follow-up with no evidence of rec-
tal varices or collateral circulation.
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ic therapies are the preferred approach since they are 
readily available and less invasive, with radiological tech-
niques such as TIPS being effective options for refractory 
bleeding. Adding embolization to TIPS implantation 
could represent a valid adjunctive measure for haemosta-
sis of recurrent rectal variceal bleeding. 
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