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Abstract

the patient that we report here.

Colonic varices are an incredibly rare phenomenon to begin with;
however, they are even more unusual when isolated and occurring
in the absence of common comorbidities, like portal hypertension or
portal vein thrombosis. We present a case of a 71-year-old female,
who was asymptomatic and referred to gastroenterology for a routine
colorectal cancer screening. The patient was ultimately found to have
this anomalous condition when colonic varices were first identified
on colonoscopy. Since these varices did not result from any obvious
etiology, they were determined to be idiopathic colonic varices, an
especially unusual presentation.
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Introduction
Ectopic varices are a term used to describe any portosystemic
collateral veins that are dilated, circuitous, and located outside of the gastro-esophageal region. These varices are often
caused by portal hypertension secondary to liver cirrhosis, but
it is estimated that only 3.4% of patients with intrahepatic portal hypertension also have colonic varices [1]. This means that
even within the context of liver cirrhosis or portal hypertension, colonic varices are an uncommon occurrence. It would
reason then that idiopathic colonic varices, or those of no clear
origin, represent a particularly rare condition, as described in
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A 71-year-old woman with a past medical history of obesity,
hyperlipidemia, and type 2 diabetes mellitus, first presented to
the gastroenterology clinic for a colorectal cancer screening.
The patient stated that her last colonoscopy was 15 years ago
and resulted in the removal of one polyp. No pertinent findings
were observed on clinical examination, and the patient denied
any abdominal pain, nausea, vomiting, diarrhea, or changes in
weight. The patient cited regular bowel movements, and also
denied any hematemesis or melena. She did though recall experiencing a few episodes of hematochezia 1 month earlier.
Colonoscopy revealed the presence of a 4 mm polyp in the
transverse colon and a 3 mm polyp in the descending colon in
addition to non-bleeding small internal hemorrhoids. Both polyps were removed with a biopsy forceps. In addition to these
polyps, it was discovered on colonoscopy that the patient had
multiple large colonic varices throughout the colon extending
from ascending colon to the sigmoid colon (Fig. 1). In the absence of any underlying pathology, these prominent colonic
varices are consistent with a diagnosis of idiopathic colonic
varices. The pathology report revealed that both polyps were
tubular adenomas, and the patient was instructed to increase
dietary fiber consumption. A CT of the abdomen and pelvis
with contrast was scheduled to better evaluate abdominal vasculature, and results from this imaging determined showed no
abnormalities.

Discussion
As previously explained, varices of the colon are an atypical
cause of lower gastrointestinal bleeding. In the unlikely event
that varices are identified within the colon, they are usually
seen in association with liver cirrhosis, portal hypertension,
or portal vein occlusion. Biliary atresia and mesenteric vein
thrombosis are also seen in conjunction with colonic varices
[1]. One study estimated that regardless of etiology, colonic
varices have an incidence rate of only 0.07% [2]. Patients with
colonic varices typically present with hematochezia or blood
in the rectum, which may or may not be accompanied by pain.
Idiopathic colonic varices, which cannot be explained by an
underlying pathology, may also cause recurrent episodes of
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Figure 1. Colonoscopy showing colonic varices.

lower gastrointestinal bleeding [3]. It is not unusual for patients
to first present with a massive gastrointestinal bleed, which
is why practitioners must recognize the potential for varices
within the colon, even in the absence of portal hypertension
or varices elsewhere [4]. The patient in this case report had
cited a few instances of hematochezia months earlier. However, aside from these instances, she was largely asymptomatic,
which could mean that her colonic varices went undetected for
a period of time.
It has been observed that non-idiopathic colonic varices
occur equally in males and females and are usually diagnosed
after age 50. Idiopathic colonic varices though are seen more
often in males at a younger age, with a median age of diagnosis being 41.3 years [5]. The patient that we present here
was not only female, but also diagnosed at the age of 71. Idiopathic colonic varices exhibit a much stronger familial association compared to non-idiopathic colonic varices and are
more likely to be pan-colonic. A case report from 2013 found
evidence of only 38 total documented instances of idiopathic
colonic varices in the literature [3]. Aside from being identified
as either idiopathic or non-idiopathic, colonic varices can also
be described as isolated if they are identified in the absence of
esophageal or other ectopic varices. It has been estimated that
since 1954, there have only been around 100 reports of isolated
colonic varices [6].
A variety of modalities can be used to diagnose colonic
varices, some of which include routine and capsule endoscopy,
barium enema, nuclear scintigraphy, CT and CT angiography, endoscopic ultrasound, and color Doppler-flow imaging
(CDUS).Of these diagnostic options, CT angiography may exhibit the greatest potential because it locates varices in a manner
that is both precise and minimally invasive [7]. Selective mesenteric angiography also allows for therapeutic intervention at
the time of diagnosis [8]. Most often in practice, however, a
colonoscopy is performed to identify colonic varices. Caution
must be taken to ensure that the varices are not mistaken for a
tumor or compressed during insufflation and missed [9].
The treatment for colonic varices is largely symptomatic
management coupled with addressing the underlying pathology that may have caused the varices in the first place. To control episodes of active variceal bleeding, sclerotherapy, band
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ligation, and surgical resection can be performed. For those
with less severe bleeding, adjustments like prescribing a laxative to soften stool in addition to an oral iron supplement have
been shown to be effective. Patients who remain hemodynamically stable but are refractory to conservative treatment may
respond well to sclerotherapy [10].
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