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Background

Radical cystectomy is typically recommended for managing bladder cancer, with ileal conduit diversion being a prevalent form of urinary diversion. Stomal variceal haemorrhage is a rare complication of ileal bladder diversion and poses diagnostic and therapeutic challenges that can escalate to life-threatening circumstances. Hepatic cirrhosis and cancer liver metastasis-induced portal hypertension are considered the main causes of stomal varices. However, the real-world expertise in the pathophysiology of, diagnostic approach to, and overall management strategy for stomal variceal haemorrhage in ileal conduit diversion is limited.





Case presentation

Herein, we present a rare case of a 77-year-old man with bladder cancer who developed stomal variceal haemorrhage after undergoing radical cystectomy and ileal conduit urinary diversion. Imaging revealed that the peristomal varices communicated with the subcutaneous veins of the abdominal wall without apparent portal hypertension. Transhepatic coil embolization of bleeding stomal varices was successfully performed via a transhepatic antegrade approach. No complications or stomal variceal haemorrhage occurred during a 6-month follow-up period.





Conclusion

Transhepatic coil embolization may be considered an initial therapeutic option for patients who experience stomal variceal haemorrhage. Comprehensive management of underlying liver disease and portal hypertension is needed at follow-up visits. We describe successful experience with the precise treatment of this rare and atypical disease, conduct a thorough review of the pertinent literature, and deliberate on optimized diagnostic and therapeutic procedures.
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1 Introduction

Radical cystectomy is the standard treatment for muscular invasive bladder cancer and some high-risk non-muscular invasive bladder cancer (1). The ileal bladder is a type of standard urinary diversion for patients undergoing radical cystectomy that is relatively safe and widely applied  (2, 3). Postoperative complications of ileal conduits include parastomal hernias, bowel obstruction, stomal necrosis, internal hernias, peristomal dermatitis, and anastomotic stricture (4–6). Stomal variceal haemorrhage is a rare complication of ileal conduit urinary diversion that occurs primarily in patients with portal hypertension resulting from hepatic cirrhosis or liver metastases (4, 7, 8). Bleeding of peristomal varices can sometimes lead to a life-threatening situation (8).

This article reports a case of ileal conduit diversion-associated stomal variceal haemorrhage without visible superficial peristomal varices or clinical portal hypertension. The haemorrhage was effectively controlled by transhepatic coil embolization without any potential intra- or postoperative complications. The atypical clinical symptoms of the patient, along with the rare and successful use of transhepatic coil embolization therapy in treating stomal variceal haemorrhage in ileal conduit diversion, enhance the distinctive nature of this case.




2 Case presentation

The patient was a 77-year-old Asian man. In November 2023, he presented to The First Affiliated Hospital, Zhejiang University School of Medicine, with an episode of painless gross haematuria for 1 day. He had undergone postradical cystectomy with an ileal conduit because of bladder cancer in July 2008. According to the American Joint Committee on Cancer (AJCC) staging system, the disease status of bladder cancer in this patient was T2N0M0 or stage I at that time. Posttreatment computed tomography (CT) results were stable, with no evidence of active disease at the resection cavity. Previously, he had medically controllable high blood pressure and type II diabetes for more than 10 years, with no tobacco or alcohol addiction. He had no history of hepatitis, cirrhosis, or other liver dysfunction. The patient had no history of melena or any other gastrointestinal disorder. He denied having a genetic history or a similar history in his family. A physical examination revealed gross haematuria in the ostomy bag. There were no redness, pus, or visible superficial varices around the stoma. The abdomen and kidney areas were without percussion pain. Laboratory evaluation revealed that the viral hepatitis test was negative, and the serum α-fetoprotein level was normal. The serum electrolytes and liver function indicators were within normal limits, but the creatinine level was 143 μmol/L (normal range, 57–111 μmol/L). The complete blood count (CBC) revealed that the haematocrit level was 30.6% (normal range, 38%–50.8%), the haemoglobin level was 101 g/L (normal range, 131–172 g/L), the white blood cell (WBC) count was 4.98 × 109/L (normal range, 4.0–10.0 × 109/L), and the platelet count was 149 × 109/L (normal range, 83–303 × 109/L). The prothrombin time was 11.6 seconds (normal range, 10.0–13.5 seconds), and the partial thromboplastin time was 27.2 seconds (normal range, 23.9–33.5 seconds). A urine test was positive for red blood cells (RBCs), WBCs, and leukocyte esterase. No clear signs of neoplasm recurrence or urinary calculi were identified on the chest or abdomen CT images. Cystoscopy revealed no signs of apparent bleeding points, superficial varicose veins, or neoplasm recurrence (Figure 1A).




Figure 1 | Cystoscopy, ultrasonic, and CTA examination images. (A) Cystoscopy revealed that the mucosa of the ileal conduit was smooth. No obvious varicose veins, bleeding points, or tumour recurrence was observed. (B) CFDI showing that the vessels around the vesicostomy are tortuous, extending upwards to the mesenteric vessels and downwards to the iliac veins. Local luminal blood flow signals were abundant, with a flow velocity of 20 cm/s (red arrow). (C, D) CTA images of the mesenteric artery showing that the varicose veins around the stoma were connected to the subcutaneous veins of the abdominal wall (red arrows). (C) Coronal and sagittal planes. (D) Cross-section. CTA, computed tomography angiography; CFDI, colour flow Doppler imaging.



To determine the cause of the haemorrhage, additional imaging examinations were performed. Ultrasonic examination revealed indications of a fatty liver and an enlarged spleen. The portal veins were not significantly dilated; the inner diameter of the main portal vein was 11 mm, that of the right portal vein was 10.1 mm, and that of the left portal vein was 9.7 mm. The flow velocity of the portal veins was within the normal range; that is, that of the main portal vein was 30.4 cm/s, that of the right portal vein was 21.6 cm/s, and that of the left portal vein was 22.7 cm/s. Interestingly, despite the absence of visible superficial peristomal varices during physical examination and cystoscopy, ultrasonic examination revealed that vessels around the stoma were tortuous and connected to the mesenteric and iliac veins (Figure 1B, red arrow; the flow velocity was 20 cm/s). Computed tomography angiography (CTA) examination of the mesenteric artery confirmed that peristomal varices communicated with the subcutaneous veins of the abdominal wall (Figures 1C, D, red arrows). Therefore, it was concluded that the patient’s haematuria was due to a haemorrhage from ileal conduit diversion-associated stomal varices.

With the consent of the patient, interventional radiological management of local stomal varices was conducted to achieve better control of bleeding (Figure 2). First, ultrasound-guided percutaneous puncture of the branch of the left intrahepatic portal vein was performed, which was traversed with a catheter. Angiography revealed apparent peristomal and pelvic varices, and the main branches of the portal vein were visible (Figure 2A). The traversed catheter was then used to perform coil embolization of the main feeding ectopic varices (Figure 2B). Intraoperative portal vein pressure measurements were within the normal range. Finally, angiography confirmed complete occlusion of the target varicose veins (Figure 2C, red arrow). After the procedure, the haemorrhage was effectively controlled, with no potential intra- or postoperative complications for more than 6 months. The follow-up of the patient continued. Figure 3 provides a brief description of the diagnosis and treatment of this patient.




Figure 2 | Images of interventional radiological management. (A) Angiography revealed stomal and pelvic varices. (B) A catheter was used to perform coil embolization of the main feeding ectopic varices and subsequent coil embolization of the access vein and smaller stomal varices. (C) Angiography confirmed complete occlusion of the target varicose veins (red arrow).






Figure 3 | A brief description of the diagnosis and treatment of the present patient.






3 Discussion

Ectopic varices are dilated portosystemic collateral veins at unusual sites. Ectopic varices account for 1%–5% of all variceal bleeding but are rarely reported in ileal conduit stomas (9, 10). To our knowledge, only 27 such patients, including the presented patient, have been reported in the accessible literature (7, 8, 10–25). The mean age of the 23 men and 4 women was 66.07 years. The first report of stomal variceal haemorrhage in patients with ileostomies was published in 1968 by Resnick et al. (26). Bleeding from stomal varices in an ileal conduit was first described by Foulkes and Wallace in 1975 (27). In a comprehensive analysis of 244 patients without a history of liver disease who were followed up for 9 years after the establishment of an ileal conduit, only 1.5% experienced stomal haemorrhage as a delayed complication (5). The pathogenesis of ileal conduit diversion-associated stomal varices is mainly considered to include portal hypertension, which is caused mostly by liver cirrhosis or cancer liver metastasis. Additional potential causes require further evidence-based medical verification. For instance, mesenteric abnormality is hypothesized as a potential cause in patients with unexplained stomal variceal haemorrhage (12). Stomal haemorrhage can also be the first manifestation of hepatic cirrhosis (21). These varices are formed at the mucocutaneous border of the stoma because of the connection between the high-pressure portal system and the low-pressure venous network of the abdominal wall (21). Furthermore, the blood flow in the ileum near the portal region is susceptible to the influence of portal pressure. Thus, patients with preclinical portal hypertension, despite the absence of apparent cirrhosis indications, may develop ileal stomal varices (19, 28). The interval for the development of ectopic varices and subsequent haemorrhage may be affected by the severity of the underlying liver disease and has been reported to range from 1.5 to 348 months (22). In our patient, no abnormal liver functions were detected by biochemical examination, and both the abdominal CT and ultrasonic examinations revealed no signs of cirrhosis or tumour metastases. Intraoperative measurements of portal vein pressure were within the normal range. Thus, these findings led to a negative assessment of portal hypertension. Nevertheless, the abdominal CT revealed splenomegaly, which is a symptom of preclinical portal hypertension. This symptom could be attributed to regional portal hypertension (29) or preclinical cirrhosis. Unfortunately, the patient refused further invasive examinations to identify the root cause of splenomegaly.

The diagnosis of stomal variceal haemorrhage in ileal conduit diversion may be overlooked or delayed. A history of liver cirrhosis and cancer liver metastasis and a physical examination of caput medusae should alert clinicians to the presence of parastomal varices. However, at times, peristomal varices may not be clinically evident during physical examination, similar to those in our patient. Other causes of urinary tract haemorrhage, such as genitourinary cancer and urinary obstruction/calculi, should be considered when clinical symptoms are atypical (14). In some cases, the presence of varicose veins in deep regions of the stoma can be evaluated via endoscopy. The reconstruction of CTA angiograms significantly promotes an understanding of the variceal pathways and abnormal anatomical connections (16). Mesenteric angiography during the venous phase is able to detect varicose veins (19). In situations involving compromised kidney function in which intravenous contrast is not recommended, retrograde ureteral probing with contrast agent visualization and vascular ultrasonic examination can be considered to clarify the diagnosis (14). In conclusion, a thorough diagnosis necessitates a meticulous evaluation of the mucocutaneous region surrounding the stoma and an endoscopic inspection of the ileal conduit. In our particular scenario, CTA reconstruction allowed for accurate visualization of the paths of ileal varices, facilitating the effective planning of therapeutic interventions by urologists and radiologists.

Although a variety of therapeutic options have been advocated for, there is no consensus on the optimal treatment for stomal variceal haemorrhage in ileal conduit diversion. Local treatment options, such as pressure, cautery, sclerotherapy, and suture ligation, have the potential to be effective, at a much lower cost than surgical intervention (10, 15, 19). However, these treatment options have limitations due to complications such as necrosis and perforation, as well as a high risk of massive haemorrhage after the sloughing of occluded varices (19). Interventional radiological obliteration (including coils, glues, particles, thrombin, or N-butyl cyanoacrylate) is another therapeutic option for ileal conduit diversion-associated stomal variceal haemorrhage (16, 30, 31). A recent review revealed that the technical success rate of embolization of parastomal and ectopic small bowel varices via a transhepatic antegrade approach was 100% (n = 17), and the early clinical success rate was 82.3%. No patient experienced complications (n = 14) (30). Nevertheless, in patients who present with evident portal hypertension and repeated bleeding despite interventional radiological obliteration or local therapies, reducing portosystemic pressure is a primary goal for treating haemorrhagic episodes. The therapeutic options vary from mucocutaneous disconnection, a transjugular intrahepatic portosystemic shunt (TIPS), to portosystemic shunting procedures (7, 30, 32). Notably, there are individuals who are not eligible candidates for TIPS or shunting procedures because they are in an end-stage condition or experience hepatic encephalopathy (13). In addition, conservative management of underlying liver disease and portal hypertension is needed. β-Blockers, somatostatin analogues, and vasopressin have been used to reduce portal hypertension (33). Our multidisciplinary team (MDT) concluded that reducing portal vein pressure via TIPS or shunting procedures was not suitable for the patient and that sclerotherapy or variceal ligation may be ineffective because of the fast flow velocity of local varicose veins (20 m/s). Thus, transhepatic coil embolization of bleeding stomal varices was successfully performed via a transhepatic antegrade approach (Figure 2). Notably, the patient in the present case needs long-term follow-up for better surveillance of stomal variceal haemorrhage, liver function, and portal vein pressure.

The comprehensive management of rare complications of the procedures used presents a challenge because there is insufficient evidence to guide therapeutic decisions. Owing to the low occurrence and variability in variceal anatomy, large randomized controlled trials of ileal conduit diversion-associated stomal variceal haemorrhage are limited. Therefore, sharing real-world experiences through case reports is crucial to ensure that emerging techniques can be appropriately applied in the context of stomal variceal haemorrhage in ileal conduit diversion. Based on previous studies (14, 32) and the experience of our centre, herein, we discuss a diagnostic strategy and overall management for ileal conduit diversion-associated stomal variceal haemorrhage and propose an innovative clinical procedure for improving clinical outcomes (Figure 4). Considering its clinical efficacy and cost-effectiveness, our centre is gathering more experience with ileal conduit diversion-associated stomal variceal haemorrhage to further optimize this clinical diagnostic and therapeutic procedure.




Figure 4 | Diagnostic strategy and comprehensive management of stomal variceal haemorrhage in ileal conduit diversion. (A) Diagnostic strategy. Accurate diagnosis of stomal variceal haemorrhage involves ruling out other common conditions (especially genitourinary cancer and urinary obstruction/calculi) that may lead to haematuria and identifying potential portal hypertension. If ultrasound, cystoscopy, and IVU fail to pinpoint the cause of haematuria, a CTU examination is recommended. Utilizing reconstructed CTA provides precise visualization of the course of ileal varices, allowing urologists and radiologists to plan therapeutic interventions effectively. In cases indicating signs of portal hypertension, it is crucial to investigate the presence of varices in collateral venous pathways of the portal system, particularly oesophageal and gastric varices. (B) Comprehensive management. It is advisable for an MDT to collaborate in developing treatment strategy. The MDT should comprise experts in urology, radiology, ultrasound, and vascular surgery, with potential involvement in general surgery and hepatology as needed. Therapeutic decisions should be based on understanding the anatomical location of stomal varices, the severity of underlying liver disease, and a thorough assessment of the patient. Local therapeutic options such as cyanoacrylate injection, thrombin injection, and variceal band ligation, along with interventional radiological procedures like BRTO, BATO, and embolization (transhepatic, transjugular, and trans-splenic), are considered first-line treatments. Decompressive therapy for portal hypertension hinges on the anatomy and patency of the portal vascular circulation and severity of portal hypertension. Portosystemic shunting surgeries or splenectomy for treating stomal varicose haemorrhage are warranted only in highly selective cases where local and interventional radiological approaches have proven ineffective or are technically unfeasible. The initial postoperative follow-up visit is advised to take place 3 months after the surgery and should include a comprehensive medical history review, physical examination, laboratory assessments, and urinalysis. The frequency of subsequent follow-ups depends on the severity of the patient’s primary condition and symptoms. Patients must be informed to promptly seek medical attention if recurrent bleeding occurs. IVU, intravenous urography; CTU, computed tomography urography; CTA, computed tomography angiography; MDT, multidisciplinary team; BRTO, balloon-occluded retrograde transvenous; BATO, balloon-occluded antegrade transvenous obliteration.






4 Conclusion

Stomal variceal haemorrhage must be considered in patients with ileal conduits and repeated occurrences of haematuria, especially in those with portal hypertension. However, sometimes, the clinical symptoms of patients are atypical, which requires that practitioners have more extensive experience to make accurate diagnoses. This work describes a patient who developed ileal conduit diversion-associated stomal variceal haemorrhage without clinical portal hypertension. Transhepatic coil embolization may be considered an initial therapeutic option for patients who experience stomal variceal haemorrhage in ileal conduit diversion. After percutaneous embolization, comprehensive management of underlying liver disease and portal hypertension is needed at follow-up visits. Optimized diagnostic and therapeutic procedures are proposed to improve the clinical outcomes of stomal variceal haemorrhage in ileal conduit diversion.




5 Patient perspective

During the phone follow-up on May 1, 2024, the patient expressed satisfaction with the transhepatic coil embolization of the bleeding stomal varices. The procedure not only led to good efficacy with mild pain but was also cost-effective. The patient maintained good physical condition without any complaints of haemorrhage postprocedure.





Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material. Further inquiries can be directed to the corresponding author.





Ethics statement

The studies involving humans were approved by Clinical Research Ethics Committee of the First Affiliated Hospital, Zhejiang University School of Medicine. The studies were conducted in accordance with the local legislation and institutional requirements. Written informed consent was obtained from the individual(s) for the publication of any potentially identifiable images or data included in this article.





Author contributions

MX: Funding acquisition, Investigation, Writing – original draft, Writing – review & editing, Software, Data curation, Project administration. YL: Data curation, Visualization, Writing – review & editing, Methodology, Investigation. BS: Resources, Software, Writing – review & editing, Validation. GC: Conceptualization, Project administration, Resources, Supervision, Writing – review & editing.





Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. This work was supported by the National Natural Science Foundation of China (No. 81902612).




Acknowledgments

Thanks to the patient’s family for their cooperation. Special thanks to Dr. Jiaying Shen for contributing to the illustration work in this manuscript.





Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.





Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fonc.2024.1440828/full#supplementary-material





Abbreviations

AJCC, American Joint Committee on Cancer; CT, computed tomography; CBC, complete blood count; WBC, white blood cell; RBC, red blood cell; CTA, computed tomography angiography; TIPS, transjugular intrahepatic portosystemic shunt; MDT, multidisciplinary team; CFDI, colour flow Doppler imaging; IVU, intravenous urography; CTU, computed tomography urography; BRTO, balloon-occluded retrograde transvenous; BATO, balloon-occluded antegrade transvenous obliteration.




References

1. Witjes, JA, Bruins, HM, Cathomas, R, Comperat, EM, Cowan, NC, Gakis, G, et al. European association of urology guidelines on muscle-invasive and metastatic bladder cancer: summary of the 2020 guidelines. Eur Urol. (2021) 79:82–104. doi: 10.1016/j.eururo.2020.03.055

2. Tanna, RJ, Powell, J, and Mambu, LA. Ileal Conduit. (2024). Treasure Island (FL): StatPearls Publishing.

3. Siddiqui, KM, and Izawa, JI. Ileal conduit: standard urinary diversion for elderly patients undergoing radical cystectomy. World J Urol. (2016) 34:19–24. doi: 10.1007/s00345-015-1706-1

4. Nieuwenhuijzen, JA, de Vries, RR, Bex, A, van der Poel, HG, Meinhardt, W, Antonini, N, et al. Urinary diversions after cystectomy: the association of clinical factors, complications and functional results of four different diversions. Eur Urol. (2008) 53:834–42,842-4. doi: 10.1016/j.eururo.2007.09.008

5. Naspro, CR. Ileal conduit as the standard for urinary diversion after radical cystectomy for bladder cancer. Eur Urol Suppl. (2010) 9:736–44. doi: 10.1016/J.EURSUP.2010.09.001

6. Liu, Z, Zheng, B, Hu, Y, Li, H, Qin, X, Hu, X, et al. The cause analysis of benign uretero-ileal anastomotic stricture after radical cystectomy and urinary diversion. Front Oncol. (2022) 12:1070141. doi: 10.3389/fonc.2022.1070141

7. Carrafiello, G, Lagana, D, Giorgianni, A, Lumia, D, Mangini, M, Paragone, E, et al. Bleeding from peristomal varices in a cirrhotic patient with ileal conduit: treatment with transjugular intrahepatic portocaval shunt (TIPS). Emerg Radiol. (2007) 13:341–3. doi: 10.1007/s10140-006-0564-y

8. Staubli, SE, Gramann, T, Schwab, C, Semela, D, Hechelhammer, L, Engeler, DS, et al. Life-threatening bleeding from peristomal varices after cystoprostatectomy: multimodal approach in a cirrhotic, encephalopathic patient with severe portal hypertension. Case Rep Urol. (2015) 2015:785010. doi: 10.1155/2015/785010

9. Sarin, SK, and Kumar, C. Ectopic varices. Clin Liver Dis (Hoboken). (2012) 1:167–72. doi: 10.1002/cld.95

10. Lee, SM, Yogan, K, and Carr, T. Stomal varices: a cause for intermittent haematuria post-radical cystectomy. BMJ Case Rep. (2016) 2016. doi: 10.1136/bcr-2015-214082

11. Lashley, DB, Saxon, RR, Fuchs, EF, Chin, DH, and Lowe, BA. Bleeding ileal conduit stomal varices: diagnosis and management using transjugular transhepatic angiography and embolization. Urology. (1997) 50:612–4. doi: 10.1016/S0090-4295(97)00267-7

12. Nakagawa, M, Mukai, M, Uemura, M, Kanno, N, Nishimura, K, and Miyoshi, S. A case of recurrent ileal conduit hemorrhage. Hinyokika Kiyo. (2005) 51:463–5.

13. Naidu, SG, Castle, EP, Kriegshauser, JS, and Huettl, EA. Direct percutaneous embolization of bleeding stomal varices. Cardiovasc Inter Rad. (2010) 33:201–4. doi: 10.1007/s00270-009-9536-4

14. Bohm, M, and Grigoleit, U. Ileal conduit bleeding in portal hypertension. A rare complication. Urologe. (2000) 39:348–51. doi: 10.1007/s001200050368

15. Yao, DH, Luo, XF, Zhou, B, and Li, X. Ileal conduit stomal variceal bleeding managed by endovascular embolization. World J Gastroentero. (2013) 19:8156–9. doi: 10.3748/wjg.v19.i44.8156

16. Moro, FD. Long-delayed gross hematuria due to portal hypertension in an alcoholic cirrhotic patient with ileal conduit urinary diversion. Ann Hepatol. (2014) 13:830. doi: 10.1016/S1665-2681(19)30987-1

17. Lo, RK, Johnson, DE, and Smith, DB. Massive bleeding from an ileal conduit caput medusae. J Urology. (1984) 131:114–5. doi: 10.1016/S0022-5347(17)50225-6

18. Chavez, DR, Snyder, PM, Juravsky, LI, and Heaney, JA. Recurrent ileal conduit hemorrhage in an elderly cirrhotic man. J Urology. (1994) 152:951–3. doi: 10.1016/S0022-5347(17)32620-4

19. Tan, ST. Sclerotherapy for rare bleeding stomal varices after ileal conduit urinary diversion: an effective and noninvasive method. SCOT Med J. (2014) 59:e5–7. doi: 10.1177/0036933014554876

20. Mitach, A, Gbenou, MG, Rashed, S, Allegre, JP, and Lopez, JG. Secondary recurrent haemorrhage with peristomal varices complicating a urinary derivation according to Bricker and treated efficiently by endoscopic way. Prog Urol. (2012) 22:127–31. doi: 10.1016/j.purol.2011.04.010

21. Scaletscky, R, Wright, JK, Shaw, J, and Smith, JA. Ileal conduit venous varices from portal hypertension as a cause of recurrent, massive hemorrhage: case report and review of the literature. J Urology. (1994) 151:417–9. doi: 10.1016/S0022-5347(17)34967-4

22. Sundaram, CP, Fernandes, ET, and Reddy, PK. Recurrent hemorrhage for ileal conduit: an uncommon complication of portal hypertension. Scand J Urol Nephrol. (1997) 31:403–5. doi: 10.3109/00365599709030630

23. Conte, JV, Arcomano, TA, Naficy, MA, and Holt, RW. Treatment of bleeding stomal varices. Report of a case and review of the literature. Dis Colon Rectum. (1990) 33:308–14. doi: 10.1007/BF02055474

24. Thomas, DJ, and Abercrombie, GF. Peri-stomal varices: an unusual cause of bleeding from an ileal conduit. Br J Urol. (1993) 71:355–6. doi: 10.1111/j.1464-410X.1993.tb15960.x

25. Onishi, Y, Kimura, H, Kanagaki, M, Oka, S, Fukumoto, G, Otani, T, et al. Successful embolization of ileal conduit stomal varices with N-butyl cyanoacrylate via a recanalized paraumbilical vein. Radiol Case Rep. (2018) 13:1130–2. doi: 10.1016/j.radcr.2018.07.024

26. Resnick, RH, Ishihara, A, Chalmers, TC, and Schimmel, EM. A controlled trial of colon bypass in chronic hepatic encephalopathy. Gastroenterology. (1968) 54:1057–69. doi: 10.1016/S0016-5085(68)80126-X

27. Foulkes, J, and Wallace, DM. Haemorrhage from stomal varices in an ileal conduit. Br J Urol. (1975) 47:630. doi: 10.1111/j.1464-410X.1975.tb04026.x

28. Crooks, KK, Hensle, TW, Heney, NM, Waltman, A, and Irwin, RJ. Ileal conduit hemorrhage secondary to portal hypertension. UROLOGY. (1978) 12:689–93. doi: 10.1016/0090-4295(78)90433-8

29. Liu, QD, Zhou, NX, Zhang, WZ, and Wang, MQ. Diagnosis and management of regional portal hypertension. Chin J Dig Dis. (2005) 6:87–92. doi: 10.1111/j.1443-9573.2005.00198.x

30. Nadeem, IM, Badar, Z, Giglio, V, Stella, SF, Markose, G, and Nair, S. Embolization of parastomal and small bowel ectopic varices utilizing a transhepatic antegrade approach: A case series. Acta Radiol Open. (2022) 11:207576278. doi: 10.1177/20584601221112618

31. Minami, S, Okada, K, Matsuo, M, Kamohara, Y, Sakamoto, I, and Kanematsu, T. Treatment of bleeding stomal varices by balloon-occluded retrograde transvenous obliteration. J Gastroenterol. (2007) 42:91–5. doi: 10.1007/s00535-006-1960-5

32. Tranah, TH, Nayagam, JS, Gregory, S, Hughes, S, Patch, D, Tripathi, D, et al. Diagnosis and management of ectopic varices in portal hypertension. Lancet Gastroenterol. (2023) 8:1046–56. doi: 10.1016/S2468-1253(23)00209-1

33. Bloom, S, Kemp, W, and Lubel, J. Portal hypertension: pathophysiology, diagnosis and management. Intern Med J. (2015) 45:16–26. doi: 10.1111/imj.2015.45.issue-1




Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.


Copyright © 2024 Xu, Lin, Shen and Chen. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Stomal variceal haemorrhage in ileal conduit diversion: a rare case report and literature review

      

        		

          Background

        



        		

          Case presentation

        



        		

          Conclusion

        



        		

          1 Introduction

        



        		

          2 Case presentation

        



        		

          3 Discussion

        



        		

          4 Conclusion

        



        		

          5 Patient perspective

        



        		

          Data availability statement

        



        		

          Ethics statement

        



        		

          Author contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Conflict of interest

        



        		

          Supplementary material

        



        		

          Abbreviations

        



        		

          References

        



      



      



    



  



OEBPS/Images/fonc.2024.1440828_cover.jpg
’ frontiers | Frontiers in Oncology

Stomal variceal haemorrhage in ileal
conduit diversion: a rare case report
and literature review





OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/fonc-14-1440828-g004.jpg
=)
]
Q
5
(e)
@
(=5
o
0
-
q
o
—
®
Q
<

Gross haematuria
after ileal conduit urinary diversion

.

>

Medical history
Physical examination
Laboratory evaluation: CBC, coagulation function, liver and kidney function, hepatitis serologic marker
Urinalysis: urine cytology, urine sediment
Imagological examination: abdominal and genitourinary ultrasound, IVU, (CTU if necessary)
Endoscopic examination: cystoscopy

|

Suspected stomal variceal haemorrhage in ileal conduit diversion

N
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Assessment of portal circulation and anatomical location Assessment of
of the stomal varices » General condition
» Ultrasound of blood vessel (stomal varices/portal vein) » Underlying liver disease
» CTA efc. » Other collateral varices
B Therapeutic strategy developed by MDT
» Urology
> Radiology

» Ultrasound
> Vascular surgery, etc.

25—

Improvement in Control of bleeding from Decompress of
general condition local varicose veins portal hypertension
» Correction of hypovolaemia » Variceal ligation » Medical conservative therapy
» Treatment of underlying » Sclerotherapy or embolisation > TIPS
infection (percutaneous/ultrasound-guided) > Splenic arterial embolization
» Correction of hepatic » BRTO, BATO or embolisation (transhepatic, » Mesocaval shunt/portacaval shunt
dysfunction etc. trans-splenic, or transjugular) etc. > Splenectomy efc.
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Follow-up strategy
» The initial postoperative follow-up visit: 3 months after surgery
» Recommend content
1) Medical history review and physical examination
2) Laboratory assessments and urinalysis
» Follow-up frequency: depends on the severity of the patient's primary condition and symptoms
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Medical history

Controllable high blood
pressure and type IT
diabetes for more than 10
years

No history of hepatitis,
cirrhosis or other liver
dysfunction

No genetic history or
similar history in his family
No tobacco or alcohol
addiction

B

>
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Management of Episode of Diagnosis of stomal

bladder cancer painless gross  variceal haemorrhage
haematuria
Procedure: Postradical > Physical examination: > CT and cystoscopy: No obvious
cystectomy with ileal Gross haematuria in the signs of neoplasm recurrence or
conduit ostomy bag, no redness, urinary calculus
Tumor stage: T,NyM,, pus or visible superficial » Ultrasonic test: Fatty liver and
Stage I varicose around the stoma enlarged spleen, diameter of
Follow-up: Posttreatment > Laboratory evaluation: portal vein within normal range
CT was showed no Positive RBCs, WBCs and > CTA: Peristomal varices was

evidence of active disease leukocyte esterase in urine communicated with the
test subcutaneous veins of the
abdominal wall

2023.11 2023.11

Management of
stomal variceal
haemorrhage

» Procedure: Transhepatic coil
embolization of bleeding stomal
varices with a transhepatic
antegrade approach

» Intraoperative condition:
Intraoperative portal vein
pressure measurement within
the normal range; complete

occlusion of the target varicose

vein confirmed by angiography

2023.11-

Follow-up
No complications or stomal
variceal haemorrhage occurred
for more than 6 months





