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Letter to the Editor
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A QUEDA DA PRESSÃO PORTAL APÓS DESVASCULARIZAÇÃO 
ESOFAGOGÁSTRICA E ESPLENECTOMIA INFLUENCIA A VARIAÇÃO 
DO CALIBRE DAS VARIZES E AS TAXAS DE RESSANGRAMENTO NA 
ESQUISTOSSOMOSE NO SEGUIMENTO EM LONGO PRAZO?
Does the drop in portal pressure after esophagogastric devascularization and splenectomy 
variation of variceal calibers and the rebleeding rates in schistosomiasis in late follow-up?
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ABSTRACT - Background: The treatment of choice for patients with schistosomiasis with 
previous episode of varices is bleeding esophagogastric devascularization and splenectomy 
(EGDS) in association with postoperative endoscopic therapy. However, studies have shown 
varices recurrence especially after long-term follow-up. Aim: To assess the impact on 
behavior of esophageal varices and bleeding recurrence after post-operative endoscopic 
treatment of patients submitted to EGDS. Methods: Thirty-six patients submitted to EGDS 

portal pressure drop, more or less than 30%, and compared with the behavior of esophageal 
varices and the rate of bleeding recurrence. Results
late post-operative varices caliber when compared the pre-operative data was observed 
despite an increase in diameter during follow-up that was controlled by endoscopic therapy. 
Conclusion
variceal calibers when comparing pre-operative and early or late post-operative diameters. 
The comparison between the portal pressure drop and the rebleeding rates was also not 

HEADINGS: Schistosomiasis mansoni. Portal hypertension. Surgery. Portal pressure. 
Esophageal and gastric varices.

RESUMO - Racional: O tratamento de escolha para pacientes com hipertensão portal 
esquistossomótica com sangramento de varizes é a desconexão ázigo-portal mais 
esplenectomia (DAPE) associada à terapia endoscópica. Porém, estudos mostram aumento 
do calibre das varizes em alguns pacientes durante o seguimento em longo prazo. Objetivo: 
Avaliar o impacto da DAPE e tratamento endoscópico pós-operatório no comportamento 
das varizes esofágicas e recidiva hemorrágica, de pacientes esquistossomóticos. Métodos: 
Foram estudados 36 pacientes com seguimento superior a cinco anos, distribuídos em 
dois grupos: queda da pressão portal abaixo de 30% e acima de 30% comparados com o 
calibre das varizes esofágicas no pós-operatório precoce e tardio além do índice de recidiva 
hemorrágica. Resultados
esofágicas que, durante o seguimento aumentaram de calibre e foram controladas com 

o comportamento do calibre das varizes no pós-operatório precoce nem tardio nem os 
índices de recidiva hemorrágica. Conclusão

operatórios precoces ou tardios. A comparação entre a queda de pressão do portal e as 

DESCRITORES: Esquistossomose mansoni. Hipertensão portal. Cirurgia. Pressão na veia porta. Varizes esofágicas 
e gástricas.
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Perspectiva
Este estudo avaliou o impacto tardio no índice 
de ressangramento de pacientes submetidos ao 
tratamento cirúrgico e endoscópico. A queda na 

variação do calibre das varizes quando comparado 
o seu diâmetro no pré e pós-operatório precoce e 
tardio. A comparação entre a queda de pressão 
portal e as taxas de ressangramento, também 

evidenciar se apenas a terapia endoscópica, ou 
operações menos complexas poderão controlar o 
sangramento das varizes.

Evolução do calibre das varizes no período pré e pós-
operatório precoce  e tardio

Mensagem central
A desconexão ázigo-portal e esplenectomia 
apresenta importante impacto na diminuição 
precoce do calibre das varizes esofágicas na 
esquistossomose; entretanto, parece que a 
associação com a terapia endoscópica é a maior 
responsável pelo controle da recidiva hemorrágica.

instagram.com/revistaabcd/ twitter.com/revista_abcd facebook.com/Revista-ABCD-109005301640367 linkedin.com/company/revista-abcd

Editorial Support: National Council for Scientific and Technological Development (CNPq).

INTRODUCTION

Endoscopic stent placement has become a well-
established treatment in the management of biliary 
tract obstruction8. Complications such as pancreatitis, 

hemorrhage, duodenal perforation, or cholangitis can occur 
in up to 10% of insertions4,6,8. Iatrogenic perforation of the 
portal vein during the procedure or stent migration to the portal 
system are unusual complications, and due to scarce reports in 
the literature, there is no consensus on how to manage it1,2,11.

Here, we present a case of portal thrombosis secondary 
to an accidental portal insertion of a biliary stent. The study was 

approved by the Ethics Committee of the Institution (number 
76693423.1.0000.0068).

CASE REPORT
A 44-year-old female presented in another medical 

institution with acute upper abdominal pain, jaundice, 
and vomiting, and was diagnosed with mild acute biliary 
pancreatitis. Magnetic resonance imaging (MRI) showed 
choledocholithiasis. As the jaundice persisted, she underwent 

Figure 1 - Contrast-enhanced computed tomography showing the proximal end of the biliary stent inside the portal vein and 
portal vein cavernous transformation. 

CBD: common bile duct; CC: collateral circulation; mBP: malpositioned biliary prosthesis; PV: portal vein; T: tumor at the pancreatic head.
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head of the pancreas, and that the proximal end of the stent 
was inside the portal vein (Figure 1). Magnetic resonance 
cholangiopancreatography showed biliary and pancreatic 
duct dilation (Figure 2). Through endoscopic ultrasound, the 
fine needle aspiration identified only inflammatory infiltrates. 
Tumoral markers identified were as follows: carbohydrate 
antigen 19.9, 18.4 U/mL (up to 37 U/mL) and carcinoembryonic 
antigen, 1.73 ng/mL (up to 5 ng/mL).

In a multidisciplinary discussion, we considered that the 
risk for malignant disease was low, and that, although there 
was portal vein thrombosis, the cavernomatous transformation 
could yield a risk for abundant bleeding if the prosthesis were 
to be removed. However, as the patient had clinical signs of 
stent malfunction and imaging showed a dilated biliary system, 
the misplaced stent had to be removed and the biliary duct 
had to be correctly drained. We decided to withdraw the 
stent endoscopically in an operating room, with interventional 
radiologists and surgeons prepared to step in in case of 
substantial bleeding. 

Through ERCP, the previous papillotomy was extended, 
and a new plastic endoprosthesis (8.5 Fr × 10 cm) was placed 
inside the biliary duct (Figure 3). Bile and contrast were 
successfully drained through the stent. We then removed 
the misplaced stent, and at this point, there was mild self-
resolving bleeding. 

After the procedure, abdominal pain and pruritus 
progressively subsided. Blood workup showed normalization 
of bilirubin. During a 10-month follow-up, the patient 
remained asymptomatic.

DISCUSSION
The first report of portal injury during an endoscopic 

attempt to drain the biliary tract was described by Huibregtse 
et al. in 19884. A venous puncture was suspected when 

endoscopic retrograde cholangiopancreatography (ERCP). 
After undergoing papillotomy and plastic stent placement, 
the clinical jaundice subsided. The clinical report did not 
mention technical difficulties.

After 4 months, the patient was referred to our outpatient 
facility due to upper abdominal pain and generalized pruritus. 
Blood tests showed: total bilirubin, 2.06 mg/dL (reference 
range, 0.2–1.2 mg/dL); direct bilirubin, 1.0 mg/dL (up to 0.5 
mg/dL); indirect bilirubin, 1.1 mg/dL (0.2–0.7 mg/dL); alkaline 
phosphatase, 270 U/L (40–150 U/L), and gamma-glutamyl 
transferase, 431 U/L (12–64U/L). 

Contrast-enhanced computed tomography (CT) showed 
a portal vein cavernous transformation, a mass lesion in the 

Figure 2 - Magnetic resonance cholangiopancreatography 
showing biliary and pancreatic duct dilation and 
distal tapering of the common bile duct.

CBD: common bile duct; PD: pancreatic duct. The arrowhead indicates where the 
biliary prosthesis might have perforated the pancreatic duct, thus eventually 
being inserted in the portal vein. Note that the pancreatic duct is dilated right 
after this point.

Figure 3 - Endoscopic retrograde cholangiopancreatography and endoscopy showing the two prostheses, right before the 
removal of the mispositioned stent.

CBD: common bile duct; mBP: malpositioned biliary prosthesis; BP: new biliary prosthesis.
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fluoroscopy showed filling of the venous system. While 
fluoroscopy is an important tool, it may not be sufficient to 
avoid dismissing complications. Ricci et al.8 and van Buuren 
et al.10 reported cases where the portal system was interpreted 
to be the biliary tract during fluoroscopy. It was hypothesized 
that the anatomic similarity between the two systems and a 
short fluoroscopy time were major factors that contributed 
to the confusion8,10. They suggested that the successful 
aspiration of bile, besides the correct recognition of the 
anatomic pattern of the biliary system, is also an important 
measure to ensure procedural safety10. For the presented 
case, the possible mechanism for the misplacement was 
that, after transpapillary access, the guidewire entered the 
pancreatic duct and, at the level of a stenosis, transfixed 
the pancreatic parenchyma and reached the portal vein, 
mimicking the biliary tree anatomy during fluoroscopy.

In almost all cases reviewed, a difficult endoscopic 
procedure was reported1,2,3,7-10. Difficult cannulation, the 
need for sphincterotomy, and resistance during biliary 
access were often described1,2,9. Our patient had undergone 
ERCP shortly after an episode of pancreatitis, and local 
inflammation was probably an important component in the 
subsequent complication.

Most reported cases had an immediate (during the 
procedure) or early (within 1 week of the procedure) 
onset of symptoms2,3,5,7-10. When immediate, self-resolving 
hemobilia or blood on suction after cannulation were the 
most common manifestations3,5,8,10. When early or delayed 
onset, most patients presented gastrointestinal bleeding, 
sometimes life-threatening1-3,7,11. Delayed presentation is 
most likely linked to proximal stent migration, and not 
perforation during endoscopy. Still, even though our patient 
had symptoms 4 months after the first ERCP, we believe 
that the fistula was caused during prosthesis insertion, 
considering the abundant collateral circulation and absence 
of gastrointestinal bleeding.

Treatment options reported varied from surgical and 
endoscopic removal of the stent to conservative management, 
especially for palliative care patients3. None of the reviewed 
studies reported early or late poor outcomes. Endoscopic 
treatment in an operating room is an option that allows for the 
use of a least-invasive approach while having a set scenario 
for any intercurrences.
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