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Abstract

Very rare cases of varices involving right side colon were
reported. Most of them were due to cirrhotic portal
hypertension or other primary causes. No report case
contributed to pancreatic cancer. Here, we reported a
case of uncinate pancreatic cancer with the initial finding
of isolated hepatic flexure colon varices. Following studies
confirmed isolated varices involving hepatic flexure colon
due to pancreatic cancer with occlusion of superior
mesenteric vein. From this report, superior mesenteric
vein occlusion caused by uncinate pancreatic head cancer
should be considered as a differential diagnosis of colon
varices.
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INTRODUCTION

Colon varices caused by portal hypertension are well
recognized in cirthotic and noncirrhotic patients!. The
prevalence rate of colon varices varies from 3.6% to 40%,
and the most common location is over the rectum®. The
literature reported very few cases of varices involving
right side colon which was caused by citrhotic portal
hypertension® or othet primary causes!*'. Moteover, no

reported cases of the diagnosis of colon varices were due
to pancreatic cancer. This investigation reports a patient
with isolated colon varices over hepatic flexure due to
uncinate pancreatic head cancer with superior mesenteric
vein occlusion.

CASE REPORT

A 57-year-old Taiwanese female visited our hospital
complaining of epigastric dull pain and radiation to back
lasting for the past 3 mo. The pain was associated with poor
appetite, constipation and body weight loss (8 kg in 3 mo).

Physical examination revealed a chronically ill look,
normal vital signs, no pale conjunctiva, no icteric sclera,
soft and flat abdomen, neither hepatosplenomegaly nor
palpable mass, and epigastric tenderness. The patient had
received abdominal ultrasonography and esophagogas-
troduodenoscopy (EGD) examinations that revealed nothing
abnormal at a local medical clinic. Under the impression of
colon cancer, the woman received colonoscopy at our
outpatient clinic. Cecal diverticulum and isolated colon
varices over the hepatic flexure were found (Figure 1).
Under the suspicion of decompensated liver cirrhosis or
pancreatic lesion, abdominal ultrasonography was repeated
at our outpatient clinic. Abdominal ultrasonography revealed
noncirrhotic liver and no evidence of portal hypertension,
normal biliary trees, slightly dilated main pancreatic duct
with 3 mm diameter over the pancreatic body, and poorly
demonstrated pancreas head and tail area. EGD was also
repeated to evaluate for the possibility of the combination
of esophageal and gastric varices. Superficial gastritis was
the only endoscopy finding. Upon directed endoscopic
examination, no vatices were seen in the esophagus, stomach
and duodenum. Consequently, endoscopic ultrasonography
(EUS) was conducted, and a dilated main pancreatic duct
(2.7-3.6 mm in different sites) was detected, with a single
hypoechoic mass (3.4X2.8 cm) over the uncinate pancreatic
head (Figure 2). Abdominal computed tomography (CT),
which was performed later, revealed a pancreatic head mass
with mild pancreatic duct dilatation, no intra-abdominal
metastasis, suspicious duodenal invasion, prominent collateral
circulation over right side colon and occlusion of the
superior mesenteric vein (Figure 3).

Because of suspected pancreatic head cancer, the patient
was admitted for further study and treatment. Chest
radiograph showed essentially negative findings in the lungs,
mediastinum, heart, airway and diaphragm. Meanwhile,
laboratory tests, including liver function and renal function
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tests, wete normal but revealed raised amylase 298 IU/L
(normal, 27-137 TU/L) and lipase 3 137 TU/L (<170 IU/L)
as well as mild anemia (hemoglobin 11.6 g/dIL,, 12-16 g/dL).
Catcinoembryonic antigen (CEA) 1.6 ng/mL (<5 ng/ml.)
was normal but raised CA 19-9 with 53.1 IU/mL (<37 IU/mL)
was noted. Duodenoscopy found no mucosal invasion
by the pancreatic head cancer. Magnetic resonance
cholangiopancreatography (MRCP) revealed mild dilatation
of the pancreatic and common bile ducts, as well as a small
filling defect over their junction. Magnetic resonance image
of abdomen illustrated no definite intraabdominal metastatic
lesion, although occlusion of the superior mesenteric vein
was noted. EUS-guided fine needle aspiration (EUS-FNA)
was conducted for cytological study, and revealed ductal
epithelial hyperplasia and some cell necrosis without
malignant cells.

Given the final impression of uncinate pancreatic head
cancer without definite intra-abdominal metastasis, surgical
laparotomy was arranged. During laparotomy, miliary
metastasis was found over the liver surface, although the
peritoneum was unaffected. Frozen sections of metastatic
liver lesions displayed poorly differentiated adenocarcinoma.
Pancreatic cancer with multiple liver metastasis was diagnosed,
and since curative surgical resection was contraindicative,
chemotherapy was selected as the treatment regimen.

DISCUSSION

Varices located over the esophagus and stomach are

Figure 1 This endoscopic image of the colon revealed varices
(arrows) over the hepatic flexure.

common complications of portal hypertension in the
patients with advanced liver disease. Colon varices had been
reported in patients diagnosed of liver cirrhosis, and most
of them are located over the rectum only??.. Varices over
the right side colon among cirrhotic or noncirrhotic patients
with pottal hypertension were very rarel. Thete wete several
case reports of right side colon varices in the literature™*',
Causes of colon varices include congenital or familial venous
anomalies, portal hypertension or occlusion, congestive heart
failure, splenic vein thrombosis and mesenteric vein
obstruction®. Cirrhotic or noncitrhotic portal hypertension
is the most frequently encountered cause of colon vatices™?.
Pancreatic cancer with mesenteric vein occlusion was never
found as a cause of colon varices. In our report, isolated
hepatic flexure colon varices were found incidentally. Under
this finding of isolated colon varices over the hepatic flexure,
most physicians easily reach a first impression of cirrhotic
ot noncirrhotic portal hypertension. Other causes of
colon varices may be missed or ignored if clinicians merely
focus on common causes of colon varices, such as cirrhotic
or noncirrhotic portal hypertension. In the case reported
here, further study showed a novel cause of colon varices
due to uncinate pancreatic head cancer with superior
mesenteric vein occlusion.

Patients with pancreatic disease, including chronic
pancreatitis or pancreatic cancer, may exhibit isolated gastric
varices!!?!. In 1987, Bradley reported 11 cases of splenic
vein thrombosis caused by chronic pancreatitis'”. One of
the 11 patients displayed colon varices with bleeding, with

Figure 2 EUS revealed mild dilation of the main pancreatic duct
(arrow in A) and a solid mass over pancreatic head, measuring
approximately 3.4 cm by 2.8 cm (arrows in B).

Figure 3 Abdominal computed tomography of the arterial phase revealed patent splenic vein (arrow in A). With the disappearance of
intravenous contrast in the superior mesenteric vein (black arrow in B), but patent superior mesenteric artery (white arrow in B), and the
mass (white cross in B) over the uncinate pancreatic head area becomes apparent. Prominent collateral circulation (arrow in C) could be
found in abdominal cavity near the hepatic flexure.
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the colon varices being located over the splenic flexure.
While studying the present case, isolated hepatic flexure
colon varices implied that the abdominal ultrasonography
should be repeated owing to suspicions of advanced liver
ot pancreatic disease-induced venous thrombosis, the latter
just like the pathogenesis of sinistral portal hypertension!”2'l.
As is well known, it is difficult to show the pancreas via
ultrasonography in certain situations. In this case, the patient
received ultrasonography investigation at a local medical
clinic. Repeated abdominal ultrasonography only revealed
mild dilation of the pancreatic duct. This finding was trivial,
but suggests that the pancreatic lesion contributed to the
colon varices and symptoms. Subsequent investigations
including EUS, abdominal CT scan and MRCP clearly
demonstrated the pancreatic head mass with occlusion of
the superior mesenteric vein. Most patients suffering from
isolated gastric varices in chronic pancreatitis or pancreatic
cancer have left-sided portal hypertension owing to occlusion
of the splenic vein. In this patient with pancreatic head
cancer, isolated hepatic flexure colon varices were caused
by occlusion of the superior mesenteric vein. These two
varieties of varices complicated by pancreatic disease share
similar mechanisms but have different locations of venous
occlusions. The cancer on the uncinate process of the
pancreatic head possibly contributed to the development
of superior mesenteric vein occlusion and did not cause
splenic vein occlusion. The specific location of uncinate
pancreatic cancer might cause delayed diagnosis, supplying
sufficient time for the development of the colon varices.
Miao et al', also reported one case of extensive colonic
varices owing to mesenteric venous obstruction, but the
cause in this case was ileal carcinoid tumor.

As early as in 1980, Izsak ef @/?, had reviewed the
literature and found three types of therapies of colon
varices, including conservative, colonic resection and
portocaval shunt. Transjugular intrahepatic portosystemic
shunt (TIPS) that was an alternative method to reduce portal
hypertension could get hemostasis or prevention of colon
varices bleeding!***). Since 1985, endoscopic sclerotherapy
(EIS) had been performed successfully to stop rectosigmoid
vatices bleeding®"*". Endoscopic band ligation (EVL) had
also been teported to control the rectal bleeding®**.
Combined EIS and EVL could control rectal varices bleeding
successfully in one case reportP. Another case report
showed colon varices bleeding, which sigmoid resection had
failed to control, was successfully managed by administration
of somatostatin analog?'.

The case presented here illustrates a novel cause of
colon varices. The special location of pancreatic cancer in
uncinate process caused superior mesenteric vein occlusion
resulting in the formation of isolated colon varices located
over the hepatic flexure. In facing the finding of isolated
hepatic flexure colon varices, pancreatic head cancer over
the uncinate process with superior mesenteric vein invasion
should be included in the table of differentiated diagnoses.
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