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Abstract  The article provides a literature review of open surgical interventions performed for esophageal bleeding due to 
portal hypertension, where the main shortcomings of existing methods are indicated. Underwent open surgeries due to the 
ineffectiveness of minimally invasive interventions. 15 patients underwent the traditional Pacior operation. The analysis of 
the high frequency of recurrent bleeding showed that during open operations, the veins feeding the EGV are not always 
sutured, in particular the branches of the left gastric vein, which often have crossflows or can pass outside the walls of the 
stomach, which is sutured during the Pacior operation. The author proposed a technique for performing disconnection of the 
gastroesophageal collector, which made it possible to reduce the frequency of recurrent bleeding from 33% to 0%. 
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1. Introduction 
One of the serious complications of portal hypertension 

(PH), developing against the background of liver cirrhosis 
(LC), is bleeding from varicose veins of the esophagus and 
stomach (VVEGS), leading to high mortality [1-7]. Many 
different methods of treatment of this complication have 
been proposed, indicating low efficiency of the proposed 
approaches and dissatisfaction with the results of their use. 
Despite the progressive development of medical technologies, 
the issues of choosing treatment tactics still remain 
controversial. Mortality after the first episode of bleeding 
reaches up to 50%, in 30% of patients, recurrent bleeding is 
observed during the first 6 months, in 70% of patients during 
observation periods of up to 1 year. 

The arsenal of treatment methods includes minimally 
invasive endovascular and endoscopic interventions, which 
are quite effective. However, despite their high effectiveness, 
open surgical interventions remain the operation of choice 
when minimally invasive methods are ineffective. 

The first attempts at surgical correction of PG were 
undertaken in the second half of the 19th century by N.V. 
Eck, who was the first to create an anastomosis between the 
vena Portae and veins cava inferior [3]. 

The literature contains many different variations and 
methods of surgical treatment of PG, most of which have no 
clinical value and are part of the historical chronicle of the  
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development of PG surgery. 

Depending on the timing of the surgical intervention,  
there are urgent ones, performed for emergency indications 
directly during bleeding from the esophageal varices, 
emergency-delayed ones, performed after the bleeding has 
stopped, and planned ones, performed for the purpose of 
preventing bleeding without any episodes of the latter in the 
anamnesis [4,5]. It is logical that planned surgical interventions 
are the most preferable, while emergency ones are an operation 
of “desperation” and are associated with high mortality rates 
and complications. 

Currently, surgical treatment methods for PG can be 
divided into the following types: 

1–  “indirect”, in which bypass venous anastomoses are 
formed, which allow to reduce the pressure in the 
portal vein system; 

2–  surgical techniques that involve ligation of the 
varicose veins; 

3–  liver transplant. 
The most frequently used methods at present are the 

application of selective veno-venous anastomoses, in particular 
distal splenorenal anastomosis and mesenteric-caval H-shaped 
anastomosis using an autovenous patch or alloprosthesis. 
The positive aspects of these methods are the relatively low 
incidence of deaths and recurrent bleeding, and the reliability 
of hemostasis [6,7]. 

The most frequent complication of these techniques is  
the development of thrombosis in the area of the imposed 
anastomosis, the frequency of which remains high. Recurrence 
of bleeding from varices of the esophagus after these operations 
ranges from 24% to 45% of cases, and the frequency of fatal 
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outcomes after planned interventions reaches 8%, while after 
urgent ones it reaches 50% [4,6,8-11]. 

In general, operations to form vascular anastomoses are 
recommended for patients of Child - Pugh class A with stable 
hemodynamics and no cognitive impairment [3,6,12]. 

The most widely used operations in practice are those 
aimed at disconnecting the gastroesophageal collector. The 
most common complications of these operations are suture 
failure (frequency reaches up to 12%) and recurrent bleeding 
(incidence ranges from 8 to 20%). The fatality rate varies 
from 8 to 30% [13]. 

The pioneers of surgical interventions for ligation of 
esophageal varices were J. Boerema (1949) and G. Crile 
(1950), who proposed to perform longitudinal esophagotomy 
through a thoracotomy approach followed by ligation of the 
esophageal varices with separate (Boerema) or continuous 
(Crile) sutures. The frequency of recurrent bleeding after 
these interventions reached 50%, and fatal outcomes – 75% 
[3,6,14]. 

N. Tanner suggests performing subcardial gastrotomy 5 
centimeters below the cardiac part of the stomach and 
suturing of varicose veins of the stomach. The disadvantage 
of this operation, in addition to its trauma, is the leaving of 
collateral extramural veins above the level of gastrotomy, 
which creates conditions for recurrent bleeding from the 
varicose veins, the frequency of which reaches 45% of cases. 
A number of authors have modified the Tanner operation, 
replacing the gastrotomy by clipping the stomach wall or 
applying ligatures to it [15]. 

One of the most common operations in the CIS countries, 
including the Republic of Uzbekistan, is the operation of 
M.D. Patsior, proposed in 1959. The course of the operation 
consists of performing an upper-midline laparotomy, 
gastrotomy along the anterior wall from the bottom to the 
lesser curvature, suturing and ligation of the veins of the 
cardia, the proximal part of the stomach and the distal part of 
the esophagus for 5 cm above the cardiac transition, sutures 
are applied at intervals of 8-10 mm. Veins are suturing and 
ligating in a checkerboard pattern [4,7,14,16]. 

The frequency of recurrent bleeding after the M.D. Pacior 
operation is 3-18.1% of cases, while their occurrence in the 
early postoperative period is associated with the cutting    
of sutures due to peristalsis, and in the late postoperative 
period - with ulcerative changes in the mucosa against the 
background of impaired blood supply. The frequency of fatal 
outcomes after the M.D. Pacior operation at the peak of 
bleeding reaches up to 31% [17,18]. 

Domestic authors, headed by academician Nazyrov F.G., 
improved the Patsior operation. The authors performed a 
gastrotomy up to 3 cm long closer to the lesser curvature of 
the stomach, not reaching about 3 cm to the Mayo vein. A 
corrugated tube with a diameter of 2.5 cm is inserted into  
the lumen of the stomach through the gastrotomy opening, 
on which the stomach is sutured as on a frame, and the 
corrugation compresses the varicose vessels from the inside. 
Serous-serous sutures are applied, and the stomach is 
skeletonized and all venous collaterals are ligated. Mortality 

rates are about 25%, and recurrent bleeding is 5% [6,19,20]. 
In a number of foreign clinics, the operation of M. Sugiura 

and S. Futagawa, developed in 1973, is performed. The essence 
of the operation consists of extensive devascularization, 
transsection of the esophagus, splenectomy, vagotomy and 
pyloroplasty. The results of this operation in the context   
of recurrent bleeding from esophageal varices are the best 
among surviving patients, but the frequency of fatal outcomes 
is extremely high in the late postoperative period [21]. 

Sugiura operations was conducted, which showed that the 
fatality rate after urgent interventions reaches 55%, and after 
planned ones - 20%; recurrent bleeding was noted in 18%; 
5-year survival varies from 52 to 78%, which depended on 
the initial condition of the patient [22,23]. 

Some authors have tried to practice splenectomy in 
isolation, but its implementation does not reduce the volume 
of varicose veins in any way, but only reduces PG. 
Splenectomy is indicated only for segmental extrahepatic PG, 
leading to bleeding from the varicose veins of the stomach 
due to occlusion of the vena lienalis; in the presence of 
pathological communication between the arteria and vena 
lienales [18,24]. 

Some authors included the following as indications for 
splenectomy: hypersplenism, however, according to 
statistics, there is no data confirming an improvement in the 
condition of patients and a decrease in mortality [3,6,18,25]. 

Many authors believe that splenectomy during portal system 
disconnection is justified only in those situations when an 
enlarged spleen does not provide full access to the varicose 
veins, severe hypersplenism. Such narrow indications are 
due to the fact that performing splenectomy during disconnection 
operations increases mortality by 30% [19,26,27]. 

A number of modern clinics are introducing methods of 
laparoscopic isolating operations. The essence of the 
operation is similar to open ones, but the trauma of the 
intervention is significantly reduced, despite its duration, 
which leads to a decrease in the frequency of fatal outcomes 
and recurrent bleeding [10,18,20]. Despite this, the complexity 
of performing these operations does not allow them to be 
introduced into routine practice. 

Considering the variety of approaches to surgical treatment 
of esophageal bleeding and their unsatisfactory results,   
we defined the aim of the study, which was to improve   
the surgical method of disconnecting the gastroesophageal 
collector and conduct its clinical evaluation. 

2. Clinical Material 
The results of surgical treatment of 20 patients who were 

hospitalized in the emergency surgery department of the 
multidisciplinary clinic of the Tashkent Medical Academy 
for the period from 2010 to 2023 were analyzed. Depending 
on the treatment tactics, all patients were divided into two 
clinical groups: control and main. The control group included 
15 patients who underwent the traditional Pacior operation. 
In the main group, 5 patients underwent the proposed method 
of disconnecting the gastroesophageal collector. 
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3. Results Obtained 
In the control group, 15 patients were subjected to open 

surgical treatment (after suturing of bleeding veins and 
Pacior's operation). 

Indications for surgical treatment were: 4 patients had 
profuse bleeding upon admission, attempts to install a 
Blackmore tube or perform endoscopic hemostasis were 
unsuccessful; in 5 cases after installation of a Blackmore 
tube, hemostasis was not achieved, despite reinstallation of 
the Blackmore tube and attempts to perform endoscopic 
hemostasis; in 3 cases after ligation recurrent bleeding was 
noted in varicose veins, which was the reason for open 
surgery; in 3 cases, repeated hemorrhage was noted after 
sclerotherapy sessions. Of the operated patients, recurrent 
bleeding was noted in 5 cases. All patients were re-operated. 
Intraoperatively, the source of bleeding was noted to be 
blood from the middle part of the esophagus. The operation 
was completed with intraoperative installation of a 
Blackmore tube. In the early postoperative period, a fatal 
outcome was noted in 3 cases. Percutaneous transhepatic 
portography with embolization of the left gastric vein, which 
made it possible to achieve hemostasis and save the patients' 
lives. 

When analyzing the results of selective phlebography, a 
sharply dilated left gastric vein was revealed, feeding the 
EGV (Fig. 1). 

 

Figure 1.  Selective phlebography revealed a sharply dilated left gastric 
vein feeding the RV 

After selective placement of a catheter in the left gastric 
vein, its embolization was performed with a Gianturco   
coil and hemostatic sponge. During control radiography,  
the RVGs are not filled (Fig. 2). During portomanometry, 
an increase in portal pressure was noted, which also 
indicated occlusion of the left gastric vein. 

The endovascular interventions performed showed that 
during open surgeries, the veins feeding the EGV are not 
always sutured, in particular the branches of the left gastric 
vein, which often have cross-flows or can pass outside the 
walls of the stomach, which is sutured during the Pacior 
operation (Fig. 3). 

 

Figure 2.  Control portography of the VRV of the pancreas is not filled 
after interruption of the gastroesophageal collector 

 

Figure 3.  Veins feeding the left gastric vein 

Evidence in favor of this version of recurrent bleeding was 
the fact that during autopsy studies in 3 cases, when a fatal 
outcome was noted after repeated surgery, there was a 
pronounced network of varicose veins along the lesser 
curvature of the stomach. All this emphasized the need to 
improve the surgical tactics of performing open surgical 
interventions in order to prevent recurrent bleeding. 

Taking into account the above, we have proposed an 
improved method for disconnecting the gastroesophageal 
collector (Patent No. IAP 06707 for inventions of the 
Intellectual Property Agency “Method for disconnecting the 
gastroesophageal collector in patients with portal hypertension” 
dated 01/13/2022). 

The essence of the operation proposed by us is as follows. 
The Pacior M.D. operation is performed in the classical 
version. During the Pacior M.D. operation, only the esophageal 
varices are sutured. In this case, non-dilated veins allow 
preserving the venous communication between the esophagus 
and the stomach. Taking this into account, we apply nodal 
sutures around the entire circumference through all layers  
in the area of the gastroesophageal junction (Fig. 4). This 
allows us to separate the gastroesophageal collector in the 
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wall of the esophagus. However, this does not completely 
prevent the influx of blood to the veins of the esophagus 
from the LVH, which passes outside the walls of the stomach 
and esophagus. Therefore, after circular suturing of the 
esophagus, suturing of the dilated tributaries of the gastric 
vein in the area of the transition of the lesser curvature of the 
stomach into the esophagus is performed. 

 

 

Figure 4.  Scheme of the operation of M.D. Patsior modified by us 

In the main group, 5 patients underwent gastroesophageal 
collector disconnection using the technique we proposed. 

In 1 case, the source of bleeding could not be identified 
during endoscopy, attempts to achieve hemostasis by installing 
a Blackmore probe were ineffective. The patient underwent 
open surgery - disconnection of the gastroesophageal collector 

using the technique we proposed. In 4 cases, recurrent bleeding 
occurred after ligation. varicose veins. After performing  
the gastroesophageal collector disconnection according to 
the method we proposed, no recurrence of bleeding or fatal 
outcomes were noted. 

4. Conclusions 
1.  With a wide range of minimally invasive technologies 

in the treatment of bleeding from varicose veins 
against the background of portal hypertension, if the 
latter are ineffective, the method of choice is open 
surgical interventions aimed at disconnecting the 
gastroesophageal collector. 

2.  The endovascular interventions performed have shown 
that during open surgeries, the veins feeding the EGV 
are not always sutured, in particular the branches of 
the left gastric vein, which often have cross-flows or 
can pass outside the walls of the stomach, which is 
sutured during the Pacior operation. 

3.  The proposed method of disconnecting the 
gastroesophageal collector, which consists of suturing 
the dilated tributaries of the gastric vein in the area  
of transition of the lesser curvature of the stomach  
into the esophagus, allows to reduce the frequency of 
recurrent bleeding from 33% to 0%. 

 

REFERENCES  
[1] Alieva A.R., Dzhafarov A.A. Modern methods of treatment 

of varicose veins of the stomach in patients with portal 
hypertension // Bulletin of the Russian Military Medical 
Academy. - 2022. - No. 2. - P. 26-31. 

[2] De Franchis R. Revising consensus in portal hypertension: 
report of the Baveno V consensus workshop on methodology 
of diagnosis and therapy in portal hypertension // J Hepatol. - 
2010. - No. 4. - P. 762-768. 

[3] Durleshter V.M., Korochanskaya N.V., Kovalevskaya O.V., 
Serikova S.N., Murashko D.S., Basenko M.A., Serikov S.S. 
Risks of surgical interventions in patients with liver cirrhosis 
// Bulletin of surgical gastroenterology. - 2019. - No. 4. - P. 
26-34. 

[4] Dzeletovic I., Baron T. History of portal hypertension and 
endoscopic treatment of esophageal varices // Gastrointest 
Endosc. - 2012. - No. 6. - P.1244-1249. 

[5] Henry Z., Patel K., Patton H., Saad W. AGA Clinical Practice 
Update on Management of Bleeding Gastric Varices: Expert 
Review // Clin Gastroenterol Hepatol. – 2021. - No. 6. – R. 
1098 -1107. 

[6] Karimov Sh.I., Khakimov M.Sh., Matkuliev U.I., Murodov 
A.M. Endovascular embolization gastroesophageal veins in 
combination with splenic artery embolization in patients with 
liver cirrhosis // Vestnik TMA. - 2017. - No. 3. - P. 17-22. 

[7] Khakimov D.M. Advanced technologies of uncoupling 



 American Journal of Medicine and Medical Sciences 2024, 14(12): 3163-3167 3167 
 

 

interventions: role and place in modern surgery of portal 
hypertension : Author's abstract of a dissertation … doctor of 
medical sciences: 14.00.27. – Tashkent, 2018. – 44 p. 

[8] Khakimov M. Sh., Matkuliev U.I., Batirov D. Y., Umarov Z., 
Allanazarov A., Rakhimov A. The factor analysis of the 
results of modern treatment of patients with liver cirrhosis 
with portal hypertension // Astana medical Magazines, 
Special issue, Volume 116, 2023. - P. 29-34. 

[9] Khoronko Yu.V., Kosovtsev E.V., Kozyrevsky M.A., Khoronko 
E.Yu., Krivorotov N.A., Chesnokov V.V. Portosystemic 
shunting operations for complicated portal hypertension: 
modern possibilities of minimally invasive technologies // 
Annals of surgical hepatology. - 2021. - No. 3. - P. 34-45. 

[10] Kudaibergenov T.I., Niyazov B.S., Ashimov Zh.I., Egenbaev 
R.T. Results of surgical treatment of bleeding from varicose 
veins of the esophagus and stomach in patients with liver 
cirrhosis // Bulletin of Science and Practice. - 2022. - No. 10. - 
P. 190-195. 

[11] Lin J., Liu Q., Liang Z., He W., Chen J., Ma J. Laparoscopic 
selective esophagogastric devascularization and splenectomy 
for patients with cirrhotic portal hypertension // Wideochir 
Inne Tech Maloinwazyjne. – 2019. - No. 2. – R. 187 -194. 

[12] Maruyama H., Shiina S. Collaterals in portal hypertension: 
anatomy and clinical relevance // Quant Imaging Med Surg. – 
2021. - No. 8. – R. 3867-3881. 

[13] Nazirov F.G., Devyatov A.V., Babadzhanov A.Kh., 
Makhmudov U.M., Omonov O.A. Comparative analysis of 
the effectiveness of various methods for preventing 
esophageal-gastric bleeding in patients with liver cirrhosis // 
Annals of Surgical Hepatology. - 2022. - No. 2. - P. 31-38. 

[14] Nazirov F.G., Devyatov A.V., Babadzhanov A.Kh., Omonov 
O.A., Usmonov A.A. Stratified analysis of cumulative survival 
after various interventions in patients with liver cirrhosis // 
Bulletin of Emergency Medicine. - 2021. - No. 6. - P. 58-64. 

[15] Nazirov F.G., Devyatov A.V., Babadzhanov A.Kh., Salimov 
U.R. Evolution of azygoportal uncoupling technologies in the 
prevention of portal bleeding // Annals of surgical hepatology. 
- 2018. - No. 1. - P. 65–73. 

[16] Nazyrov FG, Devyatov AV, Babadjanov A.Kh., Ruziboev 
SA Results of gastroesophageal collector total dissociation  
in patients with portal hypertension // J. Life Sci. Biomed. – 
2016. - No. 5. – R. 115 –119. 

[17] Pfisterer N., Unger LW, Reiberger T. Clinical algorithms for 
the prevention of variceal bleeding and rebleeding in patients 
with liver cirrhosis // World J Hepatol. – 2021. - No. 7. – R. 
731 -746. 

[18] Pugh RN, Murray-Lyon IM, Dawson JL, Pietroni MC, 
Williams R. Transection of the oesophagus for bleeding 
oesophageal varices // Br. J. Surg. – 1973. - No. 8. – R. 646 -649. 

[19] Saad WE Vascular anatomy and the morphologic and 
hemodynamic classifications of gastric varices and spontaneous 
portosystemic shunts relevant to the BRTO procedure // Tech 
Vasc Interv Radiol. – 2013. - No. 2. – 60-100. 

[20] Shchekotova A.P. Liver cirrhosis // Perm Medical Journal. - 
2022. - No. 4. - P. 41-57. 

[21] Tanner NC Operative management of haematemesis and 
melaena; with special reference to bleeding from esophageal 
varices // Ann. R. Coll. Surg. Engl. – 1958. - No. 1. – R. 30–42. 

[22] Turco L., Villanueva C., La Mura V., García-Pagán JC, 
Reiberger T. Lowering Portal Pressure Improves Outcomes 
of Patients With Cirrhosis, With or Without Ascites: A 
Meta-Analysis. Clin. Gastroenterol. Hepatol. – 2020. - No. 2. 
– R. 313-327. 

[23] Vorobey A.V., Klimovich V.V., Zhura A.V. Separating 
operations in the treatment of bleeding esophagogastric 
varicose veins in portal hypertension (literature review) // 
Medical panorama. - 2007. - No. 2. - P. 29–34. 

[24] Zanetto A., Shalaby S., Feltracco P., Gambato M., Germani 
G., Russo FP Recent Advances in the Management of Acute 
Variceal Hemorrhage // J Clin Med. – 2021. - No. 17. - 3818. 

[25] Zatevakhin I.I., Shipovsky V.N., Tsitsiashvili M.Sh., Monakhov 
D.V. Portal hypertension: diagnostics and treatment. Publishing 
house "Buki V edi", 2015. - 328 p. 

[26] Zhang Y., Zhang L., Wang M., Luo X., Wang Z., Wang G. 
Selective Esophagogastric Devascularization in the Modified 
Sugiura Procedure for Patients with Cirrhotic Hemorrhagic 
Portal Hypertension: A Randomized Controlled Trial // Can J 
Gastroenterol Hepatol. – 2020. - No. 5. - 8839098. 

[27] Zhigalova S.B., Manukyan G.V., Shertsinger A.G., Fandeev 
E.E., Semenova T.S., Korshunov I.B., Martirosyan R.A. 
Prognostic criteria for bleeding from varicose veins of the 
esophagus and stomach in patients with portal hypertension // 
Annals of Surgical Hepatology. - 2018. - No. 4. - P. 76-85.  

 
 

Copyright © 2024 The Author(s). Published by Scientific & Academic Publishing 
This work is licensed under the Creative Commons Attribution International License (CC BY). http://creativecommons.org/licenses/by/4.0/ 

 
 
 

 
 


	1. Introduction
	2. Clinical Material
	3. Results Obtained
	4. Conclusions

