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Abstract

Ectopic varices secondary to portal hypertension cause significant morbidity. There are multiple approaches used to treat these
varices. In this case report, we describe an unusual presentation of ectopic varices that were successfully treated by a simple and
effective percutaneous approach. We also want to emphasize the importance of knowing the afferent and efferent veins of the varix.
We have named this innovative technique "box-assisted retrograde obliteration" (BxRTO) of the varices.

Introduction

Varices that are found outside the esophageal and gastric mucosae are termed ectopic varices.! Stomal varices are a subtype of
ectopic varices and are often secondary to surgery because of the development of collaterals between systemic (abdominal wall)
and portal circulation (bowel).? Various approaches have been described for treating these varices, such as a direct percutaneous
approach, a transhepatic approach, and by creation of a transjugular intrahepatic portosystemic shunt (TIPS).3-6

Case Report

A 21-year-old man who was diagnosed with Budd-Chiari Syndrome 4 years earlier now presented with discharging sinus in the right
iliac fossa for the past 2 years. There was a history of appendicitis and abscess formation 2 years ago for which he underwent
percutaneous catheter drainage elsewhere. However, the catheter insertion site over the abdominal wall never healed and had
persistent serosanguinous discharge for the past 2 years. On examination, the patient's vitals were unremarkable with no abdominal
distension. Discharging sinus was seen over the right iliac fossa, which was oozing serosanguinous fluid (Figure 1). He was
evaluated with ultrasonography of the abdomen and contrast-enhanced computed tomography (CECT) of the abdomen, which
showed a dilated venous channel in continuity with the superior mesenteric vein, in the retroperitoneum anterior to the inferior aspect
of the psoas, which are seen communicating with abnormally dilated venous channels over the discharging sinus in the right iliac
fossa (Figure 2). The liver showed occluded native hepatic veins with collaterals draining into the inferior vena cava. No ascites was
seen. The portal vein was prominent and splenomegaly was seen (Figure 3).
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Figure 1. Clinical photograph showing nonhealing anterior abdominal wall sinus in right iliac fossa.
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Figure 2. Axial contrast-enhanced computed tomography images showing the superior mesenteric vein tributary (a), the afferent vein contributing the varices in the
first image, and its communication to the anterior abdominal wall in subsequent images (b,c).

Figure 3. Image showing the efferent vein and dilated inferior epigastric vein along the anterolateral aspect of abdominal wall over the right iliac fossa. Heterogenous
nodular liver and splenomegaly are also seen.

Based on the imaging findings, the patient was diagnosed as having ectopic varices in the right iliac fossa secondary to portal
hypertension, which are seen communicating around the opening in the abdominal wall, causing venous congestion and nonhealing
of the abdominal wall wound. It was also evident that the ileocolic branch of the superior mesenteric vein (SMV) was the afferent
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vein and the abdominal wall vein, predominantly the right inferior epigastric vein, was the efferent vein (Figure 4).

Figure 4. Venogram through the abdominal wall vein after external compression with a radiolucent box (a) showing retrograde opacification of the superior
mesenteric vein and portal vein (b,c).

After a multidisciplinary meeting, percutaneous embolization of the ectopic varices was planned; however, the SMV tributary
(afferent vein) was not clearly delineated on the duplex sonography. The inferior epigastric vein over the anterior abdominal was
cannulated with an 18-gauge Insyte catheter (BD) using ultrasound guidance. A radiolucent plastic container was placed over the
anterior abdominal wall, over the discharging sinus, and compressed using a sponge-holding forceps to prevent antegrade flow into
the abdominal wall veins during contrast injection. Contrast injection and fluoroscopy showed retrograde opacification of the varices,
SMV tributary, and portal vein. The tributary (afferent vein) was then localized on ultrasound and was cannulated using a 22-gauge
spinal needle. Contrast injection and fluoroscopy showed antegrade flow into the varices around the abdominal wall stoma and
drainage into the abdominal wall veins. Using a road map guidance, 25% glue (0.5 mL Histoacryl [B Braun] mixed with 1.5 mL
ethiodized oil) was used to embolize the varices. Post-embolization contrast injection through the previously cannulated abdominal
vein, after adequate compression of the abdominal wall veins, did not reveal any opacification of the varices and there was no
opacification of the SMV and portal vein (Figure 5).

Figure 5. Venogram through selective cannulation of the afferent vein (superior mesenteric vein [SMV] tributary) showing antegrade drainage into the abdominal
wall (a). Glue cast is shown in (b). Postembolization contrast injection through the efferent abdominal wall vein showing no opacification of the SMV (c).

Discussion

Ectopic varices around the ileostomy or colostomy stoma are a known entity.’-? Variceal erosion or local trauma is often the cause of
bleeding from stomal varices. Though our patient did not have any ileostomy or colostomy, he underwent percutaneous catheter
drainage of the right iliac fossa collection secondary to appendicitis. The catheter entry site into the abdomen and the acutely
inflamed caecum and appendix at that time, with preexisting raised portal pressure, would have contributed to the development of
new collaterals between the SMV tributary (portal system) and the systemic veins (abdominal wall veins around the catheter entry
site). After removal of the drainage catheter, the abdominal wall wound did not heal and persisted as a discharging sinus secondary
to venous congestion. To our knowledge, a similar entity was not reported in the literature. It was assumed that by blocking the inflow
and the varices, the venous congestion would reduce and the wound would heal.

Multiple techniques have been described previously by various authors for embolizing the ectopic stomal varices, such as a direct
percutaneous approach,”8 a transhepatic approach,’® and a transjugular approach with or without creating a TIPS.® We did not
choose TIPS creation to decompress the portal system and embolize the varices since the patient did not have any other indication
for TIPS, such as refractory ascites or refractory varices. The patient's liver function was well preserved, and TIPS may also
preclude future transplantation if being considered. TIPS is also associated with inherent complications such as hepatic
encephalopathy.
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A percutaneous approach
through a transhepatic route
was also considered and
was reserved as a second
option since a direct
percutaneous approach to

_ the ectopic varices is less
Figure 7. Clinical photograph showing completely healed invasive. We achieved

scar after 1year. technical success with our
minimally invasive approach, and the abdominal wall wound healed completely
after 2 months (Figures 6 and 7) and the patient remained symptom-free. To
successfully embolize through a percutaneous approach, one should be well
versed with afferent and efferent veins contributing to the varices. The ileocolic
branch of the SMV was the afferent vein, and the anterior abdominal wall vein,
i predominantly the inferior epigastric vein, was the efferent vein in our

Figure 6. Clinical photograph showing healed sinus after 2 patient. Considering the principle of this technique being similar to balloon-
months. occluded retrograde transvenous obliteration (BRTO), it is appropriate to name
the technique "box-assisted retrograde obliteration" (BxRTO) of the varices.

Conclusion

Portal hypertension and ectopic varices cause morbidity in various ways, and we encountered a such rare scenario in a patient with
Budd-Chiari syndrome and portal hypertension who presented with discharging sinus after abdominal collection drainage. Minimally
invasive approaches can be considered to effectively treat such conditions if the pathophysiology and anatomy of the afferent and
efferent veins in portal hypertension are clearly understood. ®
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