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Recurrent bleeding from cutaneous venous collaterals
in portal hypertension
H R VAN BUUREN, T E FICK, AND S W SCHALM

From the Departments ofInternal Medicine and Surgery, University Hospital Dijkzigt, Rotterdam, The
Netherlands

SUMMARY In portal hypertension, three types of cutaneous portosystemic collaterals may develop:
the 'classical' caput Medusae, enterostomal varices and scar or adhesion-related abdominal
collaterals. Two patients were treated with severe and recurrent bleeding from adhesion-related
collaterals, a complication not reported previously. In the first patient bleeding was only controlled
by mesocaval shunt operation; the second patient suffered no further recurrence after local
sclerotherapy.

Portal hypertension is characterised by the develop-
ment of splanchnic systemic venous connections that
decompress the portal venous system. Although this
is a protective adaptation, several pathological
conditions, such as hepatic encephalopathy and
pulmonary hypertension,' can be associated with
the collateral blood flow. The most important is
gastrointestinal haemorrhage, usually from oeso-
phagogastric varices but occasionally from varices
elsewhere in the intestinal or biliary tract.2 More-
over, intra-abdominal bleeding from peritoneal
varices,3 external bleeding from stomal varices,4 and
genitourinary variceal bleeding2 may occur. We
report on two patients with severe and recurrent
bleeding from cutaneous, scar related collaterals that
developed after abdominal surgery. This is a compli-
cation which, to our knowledge, has not been
previously described in the literature.

PATIENT 1
A 48 year old man with biopsy diagnosed alcoholic
cirrhosis was admitted with bleeding from the
abdominal wall which started as a result of scratch-
ing. Four years previously a sigmoid resection with
construction of a stoma of the transverse colon was
carried out because of perforation of the sigmoid
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colon with abscess formation. The continuity of the
colon was restored six months later.
On physical examination a caput Medusae like

cutaneous venous pattern with a tiny bleeding spot
was seen originating from a midline abdominal
surgical scar. Local ligation was done but within two
weeks three recurrent haemorrhages necessitated a
local pressure bandage, transfusion of 5 units of
blood and repeated local ligations. Again, bleeding
recurred two weeks later. Because local therapy had
failed, we decided that shunt surgery should be
carried out. At surgery the umbilical vein in the
falciform ligament was found to be still obliterated,
but there were multiple adhesions with large venous
collaterals between the omentum, intestines, and
abdominal wall. A mesocaval interposition shunt was
constructed. Bleeding did not recur; the patient died
from hepatic insufficiency seven years later.

PATIENT 2
A 69 year old man was admitted to our department
after two episodes of bleeding from the abdominal
wall. Three years previously an exploratory laparo-
tomy had been carried out elsewhere for jaundice
and abdominal pain. A hilar cholangiocarcinoma was
suspected; during the subsequent cholecystectomy, a
T-drain was inserted through a stenosis of a proximal
bile duct. Postoperative review of biopsies and
cholangiograms led to a diagnosis of sclerosing
cholangitis. The drain was left in situ because it was
presumed to stent a major stricture of the left hepatic
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Figure Patient 2: small portosystemic collateral veins radiatingfrom the T-drain orifice.

bile duct and later would allow intermittent lavage of
the bile duct system. During the two years before
admission several episodes of oesophageal variceal
bleeding had occurred which were managed by
endoscopic sclerotherapy. Examination of the
abdominal skin revealed several small blue veins,
surrounding and radiating from the T-drain orifice.
A diagnosis of bleeding from portosystemic

collateral cutaneous veins, possibly induced by
mechanical friction of the drain, was made.
Recurrent haemorrhage from the T-tube tract two
months later required transfusion of 8 units of blood
and led to removal of the T-drain (Figure). Two
weeks later, another haemorrhage and the trans-
fusion of 5 units of blood led to another therapeutic
approach. The orifice and superficial part of the T-
drain tract were injected subcutaneously, at three
different sites, with 4 ml of 5% ethanolamine.
Although the spider of small bluish vessels remained
visible, bleeding did not recur during the following
two years. The patient died from recurrent gastric
variceal bleeding complicated by bacterial peri-
tonitis.

Discussion

In portal hypertension cutaneous portosystemic
collaterals may develop when pre-existing connec-
tions between the portal and systemic venous systems
reopen or abdominal organs are brought in contact
with the abdominal wall.
The classical type of cutaneous collateral is the

caput Medusae, a relatively rare characteristic
pattern of veins radiating from the umbilicus. The
caput results from venous anastomoses between the
portal and caval systems through the recanalised
umbilical vein. Prominent veins near scars of pre-
vious laparotomies represent the second and more
common type of cutaneous collateral. These vessels
develop in postoperative adhesions, where anasto-
moses may form between the mesenteric venous
network and veins of the abdominal wall. The
resulting cutaneous vascular pattern may be much
like a caput Medusae, as illustrated by the findings for
our first patient. The bleeding cutaneous veins in our
patients were of this adhesion related type.
The third and clinically most important cutaneous

1280

.........

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://gut.bm

j.com
/

G
ut: first published as 10.1136/gut.29.9.1279 on 1 S

eptem
ber 1988. D

ow
nloaded from

 

http://gut.bmj.com/


Recurrent bleedingfrom cutaneous venous collaterals in portal hypertension 1281

collaterals are varices that develop at the mucocu-
taneous junction of an enteral stoma in patients with
portal hypertension. These stomal varices may cause
severe and recurrent bleeding. Local therapy - for
example, direct pressure, ligation of the varices or
stomal revision, may be successful,5 but in some
patients only shunt surgery will provide definitive
control.6 In contrast with bleeding from stomal
varices bleeding from a caput Medusae or scar
related collaterals has never been described. In our
patients the very rare event of bleeding from the
latter condition may have been initiated by mechani-
cal damage to the vessel wall (scratching, friction of
the T-drain), although bleeding recurred without
obvious trauma in both cases. Simple conservative
treatment - local pressure and ligation - did not
prevent renewed haemorrhage. Ultimately, only the
construction of a mesocaval shunt provided longterm
control in the first patient. The simple and more
elegant approach of local sclerotherapy was effective
in our second patient.
The success of this treatment is supported by

several reports on the favourable results of injection
sclerotherapy for stomal variceal bleeding.78 We
conclude that bleeding from cutaneous adhesion-
related portosystemic collateral veins is a rare but
potentially serious event in patients with portal
hypertension. Local sclerotherapy is advocated as

the initial treatment. More invasive therapy, such as
shunt surgery or vascular disconnection procedures.
should be considered only if this approach fails.
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