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Patient Presentation 
• HPI: 61-year-old male presents with gnawing epigastric pain 

beginning 3 weeks ago.  

• PMHx: NASH Cirrhosis s/p DIPS with multiple revisions, esophageal 
varices, Mallory-Weiss tear, gastric varices s/p endovascular coiling in 
2017, gastric ulcer, hepatic encephalopathy, Type II DM, 
hyperlipidemia 

• Family Hx: Non-contributory 

• Social Hx: 20 pack year smoker who quit 20 years ago, current 
smokeless tobacco user, no alcohol or illicit drug use 



What Imaging Should We Order? 



Select the applicable ACR Appropriateness Criteria 

This imaging 
modality was 
ordered by the 
ER physician 



Findings-CT with IV Contrast (Inpatient day 1) 



Findings-CT with IV Contrast (Inpatient day 1) 



Findings-Upper GI Endoscopy (Inpatient day 2) 



Findings-IR Hepatic Venogram (Inpatient day 3) 



Findings-IR Hepatic Venogram: Comparison 
with Initial Embolization 



Findings-IR Hepatic Venogram (Inpatient day 3) 

Endovascular coil now migrated 
from gastric cardia into proximal 
duodenum 

Catheter access into splenic 
vein with contrast 
demonstrating occlusion of 
previously coiled gastric varix 

Access through DIPS 

Comparison Venogram from 
coil placement (2017) 
illustrating successful gastric 
varix occlusion  



Findings-Upper GI Endoscopy (Inpatient day 4) 

Following coil removal Total amount of coil 

recovered 

Migrated endovascular coil 



Final Dx: 
 

Erosion and Migration of Endovascular Embolization 
Coils from Gastric Varix into Gastric Lumen 

 



Placement vs. Presentation 

Placement 2017 Presentation 2020 



Case Discussion 
• This is an extremely rare complication of endovascular coil placement mentioned in 

as few as 11 case reports as of 2020. With most resulting from arterial aneurysmal 
or pseudoanerysmal repair. 2 

• The occurrence of a coil migrating and eroding through a gastric varix is even more 
uncommon with a literature search resulting in three prior cases. 3,4,5 

• There is little data in the current literature to guide management in such cases and 
case report management approaches vary. 

• Some coils pass spontaneously 2,6 

• Others have been removed endoscopically under fluoroscopic guidance 7,8 

• One instance required partial gastrectomy with distal pancreatectomy and 
splenectomy 9 



Varices 

• Varices are a common manifestation of portal hypertension caused by cirrhosis. 
They are typically seen within the esophagus or gastric wall. These are fragile 
collaterals with a propensity for hemorrhage.  

• Management strategies include: 

• Pharmacologic therapy (nonselective beta blockers, vasopressin, somatostatin 
and analogs) 

• Banding and ligation of varices can be performed either prior to or during 
active bleeding 

• Transjugular intrahepatic portosystemic shunts (TIPS), or Direct intrahepatic 
portocaval shunts (DIPS)  

• Endovascular varix embolization  



TIPS Procedure 
• Can be preformed prophylactically to reduce elevated portal pressures, as well as urgently in an effort to 

stop variceal hemorrhage resistant to less invasive measures (pharmacotherapy, balloon tamponade, 
endoscopic banding/ligation). 

• Additionally, can be therapeutically performed to reduce refractory ascites 

• Procedure involves:  

• Placement of a needle catheter via a transjugular route into the hepatic vein 

• The needle is then passed through the hepatic vein into the portal vein through the liver parenchyma 

• This tract is then expanded through balloon dilation and stabilized with stent placement 

• Advantages: Does not require general anesthesia or major surgery for placement 

 

https://www.dravinashtank.in/liver-pancreas/lp-portal-hypertension.php 

Relative Contraindications: 
• Portal or hepatic vein thrombosis 
• Extensive hepatic malignancy 
• Moderate pulmonary hypertension  
• Severe coagulopathy or 

thrombocytopenia 
• Hepatic Encephalopathy  

 

Absolute Contraindications: 
• Congestive heart failure 
• Severe pulmonary hypertension 
• Sepsis 
• Unrelieved biliary obstruction 
• Severe tricuspid regurgitation 
• Rapidly progressive liver failure 
• Presence of multiple hepatic cysts 
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