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Abstract

A 63 year-old woman with a cirrhosis due to
chronic hepatitis B infection was admitted to our hospital
with massive tarry stool. Endoscopy revealed bleeding
duodenal vascular ectasia in the posterior wall of the
second portion. We performed Endoscopic Band Ligation
(EBL) for the bleeding duodenal vascular ectasia. EBL
may be effective in treating the bleeding duodenal

vascular ectasia.
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Introduction

Portal hypertension induces the development of
porto-systemic collateral vessels. Esophageal varices are
considered to be the most common complication in patients with
portal hypertension but other lesion such as gastric mucosal
lesion (portal hypertensive gastropathy) [1-3], colonic varices,
colonic mucosal lesion (portal hypertensive colopathy) [4-6]

may develop. On the other hand, duodenal mucosal lesion

(portal hypertensive duodenopathy) is a rare condition related to
portal hypertension. Several literatures have reported the Portal
Hypertensive Duodenopathy (PHD) with portal hypertension [7-
9]. PHD has rarely been reported, but Vigneri et al. described
the frequency of PHD to be 25% in patients with portal
hypertension [10]. Barakat et al. also have reported that the
frequency of PHD was 51.4% of portal hypertensive patients
including erythema, erosions, ulcers, telangiectasia, exaggerated
villous pattern, duodenal varices [9]. On the other hand, the
frequency of PHD was low and there was no increase in the

prevalence of PHD after sclerotherapy [7] by Gupta et al.

Vascular ectasia of the duodenum is rare [11, 12], but it may be
a cause of upper gastrointestinal bleeding in patient with portal
hypertension. We report a case of bleeding vascular ectasia of

the duodenum controlled successfully by EBL.
Case Report

A 63-year old female with hepatitis B surface antigen positive
liver cirrhosis was admitted to hospital with tarry stool. She had
been diagnosed with liver cirrhosis at 34 years of age based on
laboratory data and imaging studies and received balloon-
occluded retrograde transvenous obliteration to treat gastric
varices at 49 years of age. At 50 years of age, she received

endoscopic injection sclerotherapy for esophageal varices.

At the time of admission, her systolic blood pressure was about
90 mmHg, pulse 95 beats/min and regular, and body

temperature 37.2°C. She had anemic conjunctivae but there was
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no scleral icterus. The abdomen was soft and flat with no Figure: 1-B
obvious abdominal masses. Bleeding massive and blood
transfusions were required. Her hemoglobin level had dropped
from 11.2 g/dL one month previously to 8.9 g/dL. Other
laboratory findings were within normal ranges except for serum
albumin, 3.4 g/mL (4.0-5.2 g/mL). All test results for tumor

markers were within the normal range.

A fibergastroscopic examination revealed active bleeding in the
second portion of the duodenum (Figure 1-a). After this area
was washed with water, vascular ectasia with a bleeding point
was revealed (Figure 1-b). To achieve hemostasis, EBL using a
pneumo-activate device (Sumitomo Bakelite, Tokyo, Japan)
was performed, which controlled the bleeding without any

complications (Figure 1-c). On the other hand, gastric and

esophageal varices were eradicated. Paraesophageal vein and
paraumbilical vein were visualized by computed tomography. Figure 1-b: Endoscopic examination showing vascular ectasia
One month after EBL, endoscopy revealed an ulcer scar in the with a bleeding point.

duodenum (Figure 1-d). She was finally discharged with a

stable hemoglobin level.
Figure: 1-C

Figure: 1-A

Figure 1-c: Endoscopic band ligation for the bleeding

duodenal vascular ectasia
Figure 1-a: Endoscopic examination showing active bleeding in

the second portion of the duodenum.
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Figure: 1-D

Figure 1-d: Endoscopic examination showing an ulcer scar in

the duodenum one month after treatment.
Discussion

Gastrointestinal vascular ectasia is recognized as an important
source of gastrointestinal bleeding [13, 14]. Vascular ectasia is
typically discrete, flat, or slightly raised bright red lesion, with
fern-like margin and surrounding pale rim [13]. A few cases of
vascular ectasia of the duodenum have been reported in patients
with cirrhosis [15-17]. The optimal treatment for vascular
ectasia is not known. Before 1980, surgical resection was the
treatment of choice. However, surgery carries a significant risk
of mortality in cirrhotic patients. Recently, endoscopic
techniques have become the first treatment of choice for
vascular ectasia and several endoscopic treatments have been
used successfully to treat vascular ectasia patients, including
laser [18], electro coagulation [19, 20], heat probe [21], and
Argon Plasma Coagulation (APC) [22-27].

APC is a new modality of non-contact electrocoagulation that
applies high frequency electronic energy into tissue to cause
defined thermal effects, which can be used for thermal
devitalization of the tissue as well as hemostasis. Lee et al [12].

applied irradiation for 4-6 S with a current of 50 W, and were
able to control the bleeding without any serious complications
for duodenal vascular ectasia in patient with cirrhosis [12]. EBL
is widely applied as an effective and standard treatment for
esophageal varices by reason of obliteration of the sub mucosal
varices [28]. Still more, EBL has been performed as an effective
procedure for other gastrointestinal diseases [29, 30]. A few
reports have appeared in the literature indicating the usefulness
of EBL in the treatment of gastric antral vascular ectasia [27,
31-33].

A definitive treatment for bleeding duodenal vascular ectasia
has not been established. In our case, EBL was performed
successfully for the bleeding duodenal vascular ectasia without
any serious complication. APC may be picked out in this case,
however, we selected more reliable and safety EBL for active
bleeding point. The histologic changes of vascular ectasia exist
in the mucosal and submucosal region of the duodenum;
therefore, EBL may be more effective for vascular ectasia
because of its ability to obliterate sub mucosal vascular plexus.
In  conclusion, duodenal vascular ectasia is one of
gastrointestinal bleeding in patients with portal hypertension.
EBL may be effective in treating the bleeding duodenal vascular
ectasia.
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