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Downhill varices-An unusual cause of hematemesis
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Introduction
Varices in distal part of oesophagus are well known cause of upper 

gastrointestinal (GI) bleed. However proximal oesophageal varices, also 
known as “downhill” varices, are rare and account for only 0.1% of all 
cases of variceal haemorrhage [1,2]. They usually occur secondary to 
superior vena cava obstruction.

Here we report a case of 57-year-old male patient who underwent 
a renal transplant 3 months ago. He presented with an episode of 
haematemesis and was later diagnosed with as GI bleed secondary to 
downhill varices. 

Case
A 57-year-old male who underwent renal transplant 3 months 

ago for chronic kidney disease (CKD) presented to emergency room 
(ER) after significant hematemesis. Prior to the transplant he was on 
haemodialysis via an internal jugular vein indwelling dialysis catheter 
which was removed in the peri-operative period. One month post 
surgery he developed facial swelling and was found to have thrombi in 
bilateral jugular veins and superior vena cava (SVC). He was started on 
anticoagulants (low molecular weight heparin and warfarin) and was 
monitored regularly.

On examination, patient was tachycardic (pulse - 110 per minute) 
and hypotensive (blood pressure - 90/60mmHg) with rest of the 
examination being normal. Laboratory investigations revealed low 
haemoglobin (Hb) of 7.3 gm%, with an International Normalisation 
Ratio (INR) of 2.73. It was initially suspected that the bleeding was 
secondary to raised INR. He also passed melaena in ER. 

Due to ongoing bleeding the anticoagulation was stopped, and 
2 units of packed red blood cells and 4 units of fresh frozen plasma 
were transfused. An urgent upper GI endoscopy (UGIE) was done 
in Intensive Care Unit (ICU) which showed multiple large varices in 
the proximal oesophagus with tapering of varices distally. There was 
active bleeding seen from one of the varices at 30 cm from the incisors. 
Endoscopic band ligation was done during the same sitting with control 
of bleeding (Figures 1A-1C).

Over the next few hours the patient’s tachycardia settled with 
normalising of blood pressure. The haemoglobin remained stable 
and there were no further episodes of haematemesis or melaena. 
The patient was also seen by a vascular surgeon and the existing left 
brachio-cephalic fistula, which was created for haemodialysis purpose, 
was ligated. Patient remained stable over the course of next 2 days and 
was discharged on Aspirin 75 mg once daily with advice for follow up 
UGIE.

Discussion 
Normal venous drainage of oesophagus is illustrated in the Figure 

2. Any obstruction in superior vena cava or jugular veins will interfere 
with drainage of upper and middle oesophagus. Thus, eventually 
leading to formation of collaterals which may extend even distally 
depending on the level and duration of obstruction. If the obstruction 
is proximal to azygous vein, there will be formation of varices only in 
upper oesophagus owing to formation of mediastinal collaterals which 
drain into systemic circulation. However, if obstruction is below or at 
the level of azygous vein, varices extend distally as then collaterals drain 
via azygous, hemiazygos and portal veins [3-7] (Figure 2).

SVC obstruction is most commonly caused by compression from 
mediastinal malignancy, which account for 60% of cases as reported in 
literature [8]. However, in our case, the cause turned out to be completely 
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Figure 1: (A) and (B) show the large varices in upper part of oesophagus. Band ligation 
is shown in (C)
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benign which was not associated with any external compression. Our 
patient presented with superior vena cava thrombosis one month prior to 
episode of haematemesis. Interestingly, as per literature, in 30% of patients 
with SVC obstruction downhill varices are seen on screening UGIE [1].
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Screening UGIE should be considered in patients who are 
on anticoagulants for SVC thrombus as there is additional risk of 
bleeding. Not much is known regarding pharmacological management 
of downhill varices unlike varices in distal part of oesophagus. 
Hence recanalizing SVC wherever possible must be carried out as a 
priority. This case report also testifies the usefulness of UGIE in not 
only diagnosis but also in management of variceal bleed in upper 
oesophagus. 
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Figure 2: Venous drainage of oesophagus
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