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An Unusual Cause of Lower Gastrointestinal Bleeding
Mark Ovsiowitz, MD and Kareem Sassi, MD
Case Presentation
A 29-year-old female presented to the Emergency Department
with bright red blood per rectum. The bleeding started three
days prior and was initially described as smaller amounts of
blood. This progressively increased to five to six loose bowel
movements with blood and clots. The evening prior to
presentation. She fainted while sitting on the toilet. She denied
abdominal pain, nausea, vomiting, change in appetite or weight
loss. She had no significant past medical, surgical or family
history. Her vital signs at presentation included blood pressure
of 98/45 with pulse of 62. Her abdomen was soft and nondistended, with normal bowel sounds. Digital rectal exam
revealed stool mixed with red blood. Her initial hemoglobin
was 9.3 and INR was 1.1. The remainder of the laboratory
evaluation was unremarkable. She was admitted for upper
endoscopy and colonoscopy. Upper endoscopy revealed a
small hiatal hernia, and was otherwise unremarkable. Colonoscopy revealed a large cluster of prominent engorged blood
vessels in the transverse colon, with one focal area of
spontaneous oozing of fresh blood. The area was irrigated with
water, and the bleeding stopped after two to three minutes,
without further intervention. The patient underwent MR
angiogram of the abdomen and pelvis, which did not show any
significant abnormalities. The patient improved clinically,
hemoglobin remained stable, there was no further bleeding, and
she was discharged home.
One week later, the patient was seen for follow up in the office.
She was feeling well and denied any recurrent bleeding. Based
on the concern that the colonoscopy findings were consistent
with colonic varices, she underwent abdominal ultrasound with
Dopplers, which was normal. One month later, she was readmitted to the hospital with recurrent hematochezia.
Hemoglobin was 12.0 at the time of admission, and she was
hemodynamically stable. CT angiogram of the abdomen and
pelvis showed dilated transverse colon vessels, most conspicuous on the venous phase, likely correlating with the
varices seen on colonoscopy. The patient then underwent
transjugular liver biopsy with hepatic venous pressure gradient
measurements, to evaluate for portal hypertension. The biopsy
results and hepatic venous pressure gradient were normal.
Based on these findings, the diagnosis of idiopathic isolated
colonic varices was made, and the recommendation was to
proceed with embolization by Interventional Radiology as an
outpatient. The patient is still considering whether or not to
proceed with this recommendation. She has been feeling well

for the past few weeks and has not had any further episodes of
bleeding.
Discussion
Although there are numerous causes of lower gastrointestinal
bleeding, colonic varices is considered to be a very uncommon
etiology. These dilated vessels are located in the submucosa
and are often associated with portal hypertension. However in
this case, there was no portal hypertension. Idiopathic isolated
colonic varices, not related to portal hypertension, are extremely rare. The incidence of colonic varices in patients with portal
hypertension is only 3.4%.1 The overall incidence of colonic
varices regardless of etiology is 0.07%.2 The most typical
presentation of colonic varices is hematochezia, which can
frequently be a large volume of blood loss. Due to the potential
for significant blood loss, it is important to correctly identify
this condition. In other scenarios bleeding may be intermittent
and recurrent.3 The mechanism of bleeding may be related to
passage of hard stool or possible stretch of the mucosa caused
by the varices themselves.4 Diagnosis is most often made at the
time of colonoscopy. However, MR angiography and CT
angiography may also assist with the diagnosis.5
Treatment options are varied, based upon the volume of blood
loss, hemodynamic stability, and recurrent symptoms. One of
the more conservative approaches, is treatment with osmotic
laxatives in an effort to avoid hard stools and mechanical
trauma to the varices. However, this is only a potential
temporizing measure and is not considered long term definitive
therapy. Sclerotherapy, percutaneous transhepatic obliteration
(PTO), variceal embolization, transjugular intrahepatic portosystemic shunt (TIPS), balloon-occluded retrograde transvenous obliteration (BRTO), and colonic resection have all
been reported as potential treatments for colonic varices.6-8
This case was due to idiopathic isolated varices, with recommended local embolization by Interventional Radiology.
REFERENCES
1.

2.

McCormack TT, Bailey HR, Simms JM, Johnson AG.
Rectal varices are not piles. Br J Surg. 1984 Feb;71(2):163.
doi: 10.1002/bjs.1800710236. PMID: 6692118.
Grasso E, Sciolli L, Ravetta F, Pelloni A. A rare case of
idiopathic colonic varices: case report and review of the
literature. Chirurgia. 2012 April;25(2):111-4.

3.

4.

5.

6.

7.

8.

Speicher MV, Keegan MT, Kirk KE. A case of
idiopathic colonic varices. J Am Osteopath Assoc. 2014
Jan;114(1):56-9. doi: 10.7556/jaoa.2014.008. PMID:
24384974.
Keren D, Rainis T, Stermer E, Goldstein O, Lavy A.
Extensive idiopathic colonic varices in a young patient.
Dig Dis Sci. 2005 Jun;50(6):1175-6. doi: 10.1007/s10620005-2729-z. PMID: 15986879.
Smith TR. CT demonstration of ascending colon varices.
Clin Imaging. 1994 Jan-Mar;18(1):4-6. doi: 10.1016/08997071(94)90137-6. PMID: 8180860.
Sato T, Yamazaki K, Akaike J, Toyota J, Karino Y,
Ohmura T, Nishioka H. Transverse colonic varices
successfully treated with endoscopic procedure. Clin J
Gastroenterol. 2008 Jun;1(2):52-55. doi: 10.1007/s12328008-0010-7. Epub 2008 May 16. PMID: 26193462.
Anan A, Irie M, Watanabe H, Sohda T, Iwata K, Suzuki
N, Yoshikane M, Nakane H, Hashiba T, Yokoyama M,
Higashihara H, Okazaki M, Sakisaka S. Colonic varices
treated by balloon-occluded retrograde transvenous
obliteration in a cirrhotic patient with encephalopathy: a
case report. Gastrointest Endosc. 2006 May;63(6):880-4.
doi: 10.1016/j.gie.2005.11.038. PMID: 16650568.
Norton ID, Andrews JC, Kamath PS. Management of
ectopic varices. Hepatology. 1998 Oct;28(4):1154-8. doi:
10.1002/hep.510280434. PMID: 9755256.

