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Sinistral, left-sided, or segmental portal hypertension
causes gastric hemorrhage in 3-15% of patients and is of-
ten associated with compression of pancreatic veins, chronic
pancreatitis, and splenic vein thrombosis [1-3]. In most pa-
tients, the course of the pathology is asymptomatic, it is de-
tected when there is a complication, such as a hemorrhage.
About 5% of patients with portal hypertension have sinis-
tral portal hypertension [4], the main cause of which is an
acute or chronic pancreatitis [5]. Unlike generalized hyper-
tension, sinistral portal hypertension does not change the
portal blood flow, the size of the portal hepatic vein, and the
hepatic competence [6]. Accordingly, in the case of block-
age of the splenic vein, megalosplenia and hypersplenism
the pressure increased leads to development of spleno-pot-
tal collaterals, which are clinically presented by thrombo-
cytopenia and hemorrhage from gastric varicosities [7]. The
most effective treatment is considered to be the treatment
of gastric varicosity, using sclerosant drugs [8]. Spleno-renal
anastomosis can be successfully applied in the treatment
of gastric hemorrhage with fundic distribution of varicose
veins in patients with non-cirrhotic origin of portal hyper-
tension [9]. Here is a clinical observation.

Patient A, 47 years old, was hospitalized for signs of gas-
tro-enteric hemorrhage (severe anemia and melanorrha-
gia), which required the blood transfusion. Over the past
5 years, he had 21 hemorrhages, and was treated in hospi-
tals, using resuscitation measures and the blood transfu-
sion therapy. Endoscopic examination have shown mul-
tiple varicose veins of the fundal part of stomach with red
spots, which corresponded to IGV1, according to classifi-
cation of S. K. Sarin et al. [10].

Sonographic examination have shown normal hepat-
ic size and structure, and the changes in the pancreas, cor-
responding to chronic pancreatitis, with the diameter of
portal hepatic vein 14 mm, the spleen vein - 10 mm, and a
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spleen size - 20 x 10 x 8 cm. Biochemical functional hepat-
ic parameters were satisfactory. Anemia was pronounced:
red blood cells 2.57 x 102/ 1, hemoglobin 73 g / 1, absolute
PLT count - 46 x 109/ 1.

Laparotomy was performed. Hepatitis without macro-
scopic changes was present. Heavy adhesions were found
between the stomach fundal part, an enlarged spleen and
the diaphragm After performance of splenectomy, resec-
tion of the fundal part of the stomach was performed with
multiple sclerosed veins, owing a diameter of 3-5 mm. The
veins were visualized after gastrotomy performance, what
made it possible to extirpate them in full. Histologic exam-
ination of the spleen have revealed the red pulp hyperplasia.

The patient was discharged on the 9th postoperative day.
Benign anemia have persisted for 6 months after surgery.
Data from endoscopic examination have indicated the ab-
sence of gastric and esophageal varices, and a sonographic
examination - a chronic pancreatitis phenomena. A plate-
let count have increased to 650 x 109/1.

Understanding of vascular anatomy in patients with gas-
tric varices helps to get positive treatment results and min-
imize the complications. Gastric veins are drained into the
systematic circulation through the esophageal-paraesopha-
geal varices (gastroesophageal venous system), the inferior
phrenic vein (gastro-phrenic venous system), or into both
of these basins [11]. These drainage options correspond to
the classification of K. Sarin et al. [10], and if only 30% of gas-
tric varices are localized in the fundal part of stomach, they
cause 70% of all gastric hemorrhages. In this regard, there is
a necessity for appropriate treatment in patients with gastric
varices. Initial actions include achieving of hemodynamic
strength, administration of vasoactive drugs (somatostatin,
terlipsin), antibiotics, and the blood transfusions in compli-
ance with a restrictive policy [4, 12, 13]. In the future, sclero-
therapy would be favorable, which is successful for hemor-

Klinichna khirurhiia. 2021 January/February; 88(1-2)

http: //hirurgiya.com.ua



rhages from gastric varices [8]. In a case of massive uncon-
trolled hemorrhage, the balloon swabbing with Sengstak-
en or Linton probes has a positive effect [14].

Conclusions

Sinistral portal hypertension is a particular factor in gas-
trointestinal hemorrhage. If in patients with megalosplenia,
portal hypertension there is no chronic hepatitis, the pres-
ence of isolated gastric varices and repeated profuse hem-
orrhages, chronic pancreatic diseases should be considered
as a pathogenetic factor of the disease. Resection of gastric
fundus part, in which varicosities are located, causing hem-
orrhage, and splenectomy eliminates not only the source of
a hemorrhage, but the pathological circle of systemic col-
laterals, existing in the patients with sinistral portal hyper-
tension, as well.
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