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Summary: Rcsults obtaincd fi·om tlıc trcatmcnt of' 

125 paticnts witlı partal lıypcrtcnsion complicatcd 

witlı profiısc blccding fi·om csoplı.agcal and gastric 

variccs are prcsented. Tlı.cre wcre 88 men and 37 

womeıı. Conscrvative trcatmcnt using Blackmoore 

tubc and vasoconstrictors wa:; carricd aut iıı 20 pa­

ticnts. Blecding was controllcd only iıı 7. 13 devel­

oped reccurrcnt blccding and tlıcy died tlıe ncxt day. 

Percuaneous translıcpatic portograplıy with occlus­

sion of' blecding esoplıagcal and gastric variccs was 

done in 105. In 90 this mcthod was combincd with 

clıronic embolization of' splcnic artcry which madc 

possible rcductioıı in partal prcssure by 50-65 mm 

water. In 29 paticnts witlı lıcpatofiıgal blood fZow 

af'ter endovascular intcrvention a catlıctcr was lef't 

in the partal veiıı ta was control embolizcd vcins. 

Bleeding vesscls was successfitl cmbolizcd in all of' 

tlıc paticnts. 29 dicd; of' thcsc 10 had a rcccurcnt 

blceding and 19 had a progrcssivc lıcpatorcnal in­

suficiency. Hospital mortality was 27. 6%. 50 were 

observcd f'or a long pcriod of' time (fi·om 3 mont/ıs ta 

8 ycars). Of' thcsc, 12 had a rcccurcnt bleeding be­

twcen 6 and 30 mont/ıs, 38 slıowed obliteration of' 

embolized vcins stablc. Our rcsults showcd that con­

servative treatmcnt of' csoplıagcal blecding was not 

effcctivc, mortality rcmains still vcry lıiglı (65,0 %). 

We concludc tlı.at percutancous transhepatic emboli­

zation of' esoplıagcal variccs combincd witlı chronic 

embolization of' splcnic artcry is an effcctive procc­

dure f'or blccding, particulary in lıigh risk paticnts 

witlı decompcnsatccl stagc of' Ziver cirrhosis. 
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W e have been performing percutaneous 

transhepatic portography with embolization of 

esophageal and gastric varices for controling 

profuse bleeding. (since 1984 in our surgery 

department) Because of its len traumetic ef­

fect and organpreservation it may be a met­

hod of choise in conditions when intervention 

is necessary, but in high risk cases it is not 

possible. 

MATERIAL and METHODS 

Results of 125 patients with bleeding esopha­

geal and gastric varices with partal hyperten­

sion secondary to cirrhosis of the liver (100), 

thrombosis of the splenic and partal veins 

(10), Budd-Chiari syndrome (6) and mixed 

block (9). There were 88 men and 37 women, 

ranging in age from 14 to 79 years of age. Se­

verity of patients' were evaluated according to 

their blood loss and function of the liver. 66 

had at least 1 episode of previous bleeding 

controlled by hemotransfusion (The patients 

were divided into 3 groups): 1. Moderate blood 

loss (10-15% of CBV 6); 2. Severe (up to 30% 

of CBV) 3. very severe (more than 30% of 

CBV). Traditional conservative therapy was 

carried out in 20. Roentgenendovascular he­

mostatic interventions were performed in 105. 

A total of 226 endovascular interventions 

were performed. 

CBV-circulatory hlood vulume 
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Fig.l. Percutaneuus transhepatic puıtugram uf hleeding 
esuphageal varices in palient D. Tielore emhulizatiun uf 
the lelt gastric conınary vein. 

Fig.2. View aller emhulizatiun. Vein is not cuntrasled. 

Approach to the treatment in such patients 

was as follows: on the background of intensive 

therapy, emergency esophagogastrofibroscopy 

was performed to detect a source and localiza­

tion of bleeding followed by transit control of 

the bleeding by Blackmoore-Sengstaken ture. 

Simultaneously a complex intensive therapy 

of hepatic insufficiency and correction of he­

mostasis were carried out. These measures 

were undertaken during 3-4 hours in reani­

mations conditions. Roentgendovascular inter­

ventions were carried out as follows: diagnos­

tic angiography, celiacomesentericography, 

percutaneus transhepatic portography (Fig. 

1), embolisation of esophageal varices cobined 

with chronic embolisation of celiac trunk 
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branches. The former was undertaken if pati­

ent's (general) condition was stable. The pro­

cedure was completed with control portog­

raphy (Fig. 2), portometry and obliteration of 

the hepatic punction channel. Percutaneous 

transhepatic portography was carried out by a 

method described by Lunderquist and Vang 

(1974), taking into occunt the portal vessel 

anatomy wich was evaluated by reversal sple­

nomesentericography. Embolisation of esopha­

geal and gastric warices was performed with a 

modifited Gianturku coils, haemostatic spon­

ge, teflon velvet, mixture of glucose and spirit, 

injected via the left coronary vein and short 

gastric veins. Hepatopetal bloodflow was ob­

served in 40 patints, hepatofugal in 33, and 

partly hepatopetal in 26. In postembolisation 

period intensive treatment of the liver functi­

on, correction of anemia and prevention of he­

pato-renal insufficiency were carried out. 

RESULTS 

Of the patients with profuse esophageal blee­

ding and portal hypertension 99 had percuta­

neous transhepatic embolization of esophage­

al and gastric varices. In addition chronic 

embolization of the celiac trunk branches was 

performed in 90. Conservative therapy in 20 

included injection of pituitrin up to 200 units/ 

day, hemostasis, protease inhibitors, hamot­

ransfusion, mechanical hemostasis, protease 

inhibitors, hemotransfusion, mechanical he­

mostasis with a Blackmoore-Sengstaken tube. 

Such approach was successful only in 7 

(35,5%). 13 patients died: 11 had uncontrolled 

bleeding and 2 because of hepatargy, morta­

lity amounted to 65,0 %. Before endovascular 

hemostasis of bleeding varices wes carried out 

preembolization preparatory treatment du­

ring 3-4 hours. However, hepatorenal insuffi­

ciency and posttransfussion complications. 

W ere observed after the embolization. Kee­

ping in mind that everything we have said we 

reexamined the approach and preparabon in 

patients. W e tried to control bleeding by con-
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Fig.3. Celiacogranı uf' bleeding frunı esophageal varices in 
patient. Defore enıbulizatiun ufthe splenic aıtery. 

Fig.4. 2 years aller ernbolization ol'the splenic artery. 

Fig.5. Conlrol porlognırn ol' Lhe splenic arlery in patient 
2 yers afler enıholizatiun uf' esophageal veins. Ohliterati­
on in the vessels has preserved. 
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servative measures and on the 2 or 3d day 

when patient's condition became stable a dela­

yed embolisation was carried out. 

Such approach made endovascular interventi­

ons for patients easier and reduced the rate of 

complications and mortality': in 29 of the cases 

endovascular interventions ended in leaving a 

catheter in portal vein for intraportal infusion 

therapy and repeated embolization in reccu­

rent bleeding. This procedure was done espe­

ciolly in patients with hepatofugal blood flow. 

Catheterization lasted 5-7 days. This method 

allowed us to perform reembolization of vari­

ces in reccurent bleeding at the postemboliza­

tion period. All the patients obtained portoma­

nometry before and after embolization. After 

embolization portal pressure had increased in 

87 (87%) immediately after obliteration of 

gastroesophageal varices up to 67-120 mm 

water. Taking into account the routes of blood 

outflow into the portal circulation and the 

purpose to reduce portal pressure and prevent 

a reccurent of bleeding, we performed chronic 

embolization of splenic artery in 90 patients, 

which resulted in the reduction of portal pres­

sure up to 50-65mm water. Of 105 patients 29 

died (27,G'Yrı); of these 10 had a reccurent blee­

ding and 19 had a progressive hepatorenal in­

sufficiency under controlled bleeding. 50 pati­

ents were observed from 3 months to 8 years. 

They had control angiography which include 

celiacography, percutaneous transhepatic por­

tography with portomanometry (Fig. 3,4,5). 38 

patients showed complete obliteration of em­

bolized veins, of them 27 had reccurent blee­

ding from short gastric veins and embolizati­

on had been carried out. Reduction in portal 

pressure ranged from 90 to 110mm water and 

amounted to 260-320mm. Celiacography sho­

wed recanalization of previously embolized 

splenic artery in 17. Reembolization with a 

modifıed Gianturku coil was performed. 19 

patients had embolization of the left gastric 

artery for prevention of bleeding as they had 

blood redistribution in celiac trunk system via 
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the left gastric artery with hypervascularizati­
on of gastroesophageal region. In addition all 
of the patients had a control esophagogastro­
fıbroscopy which showed a regression of phle­
bectasy 

DISCUSSION 

Profuse bleeding from esophageal varices in 
partal hypertension is ·the most complicated 
and unresolved problem in clinical medicine. 
While the main clinical and diagnostic aspects 
have been studied well enough, a choice of 
method of treatment remains a matter of dis­
cussion. Mortality after conservative treat­
ment, and surgery amounted correspondingly 
to 20-56,4 % and in patients with decompen­
sated cirrhosis it raised up to 90%. So the pur­
pose of our study was to evaluate the effecti­
vity, of endovascular interventions in profuse 
bleeding from esophageal and gastric varices. 
of 20 patients treated with conservative the­
rapy 7 had survived (35,3rf<ı). Of 99 patients 
who had transhepatic embolization of gastric 
and esophageal varices 59 had survived 
(57,8%). 

Approach to the treatment and preparation of 
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such patients is of great importance. Delayed 
embolization of esophageal and gastric vari­
ces performed in our clinic, enabled us to re­
duce complications signifıcantly. As emboliza­
tion of the varices did not reduce partal 
pressure, but on the contrary increase it in ad­
dition we carried out chronic embolization of 
the splenic artery with a modified Gianturku 
coil. Leaving a cathather in the portal vein, 
particularly in patients with hepatofugal 
blood flow, enabled us to control partal dyna­
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12, in which a reccurent bleeding occured. 
Control percutaneous transhepatal portog­
raphy showed a complete obliteration of previ­
ously embolized veins. So, following the prin­
ciples of embolization of bleeding varices 
developed at our clinic, we were able to achie­
ve effectiveness up to 96,5%, 12 patients had a 
reccurent bleeding at hospital. 

Stable clinic effect and prevention from reccu­
rent esophageal varices can be obtained by a 
systematic step-by-step performance _of roent­
genendovascular interventions during a long­
term observation period. 
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