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Objectives 

ÅTo review the surgical options available to surgeons for the 

management of portal hypertension 

ÅTo discuss the rates of utilization of surgical options for portal 

hypertension versus radiologic treatment modalities 

ÅTo weigh the pros and cons for the above options, and the 

factors involved in choosing a modality depending on patient 

factors



Portal Venous System



Why is this important? 

ÅPortal hypertension = late-stage finding

ÅSymptoms -> mortality risk

o Ascites ïmedian survival 1.08 years 

o Hepatic encephalopathy ïmedian survival 0.95 years for those aged 

65+

o Spontaneous Bacterial Peritonitis ïmedian survival 11 weeks 

o Variceal bleeding ï17.7% 6-week mortality after variceal bleed 

Tapper EB, Parikh ND. Diagnosis and Management of Cirrhosis and Its Complications: A 
Review. JAMA 2023; 329: 1589.



Goal #1



Treatment for Bleeding Varices

ÅMedical therapies 

oɓ-blockers

o Octreotide

o Antibiotics

ÁGram-negative rods, oral gram-positive organisms



Balloon Tamponade ~ 1950s



What about... 
ligating those 

bleeders?

A Crazy Idea Takes Hold...



Variceal ligation

Å1950 ï Boerema and Crile > ligation of 
esophageal varices

Å1964 ï Walker > transthoracic 

esophageal transection

Å1950s ï 6 reports on gastroesophageal 
resection

Å50s/60s - 3 reports on upper gastric 

resection

ÅTransabdominal esophageal resection

Unsatisfactory

Outcomes



Devascularization Progress

Å1957 ï Mohammed Aboul-Fotouh Hassab at Cairo University

o Devised a devascularization with splenectomy procedure

o Reported 355 cases by 1967

ÁInitial indications were Schistosomiasal portal hypertension

Å1967 ï Mitsuo Sugiura and Shunji Futagawa

o Added transthoracic esophageal transection to devascularization and 

splenectomy

o Reported 276 cases in 1977



Hassab



Sugiura-Futugawa



Hassab and Sugiura Results

ωHassab
o Complications ï gastric outlet 

obstruction

o Rebleeding rates ï 6-8%

o 5-year survival ï 73-85% *

ωSugiura
o Complications ï esophageal 

leakage

o Rebleeding rates ï 1.5-16%

o 5-year survival - ~70%, 30% 
when emergent

ÅRCT - Endoscopic ligation, Hassab, and 
Hassab plus endoscopy 

o 83% variceal recurrence, 95% variceal 
recurrence with 30% re-bleed, and 8% 
recurrence, respectively 

ÅRCT - Pharmacology 
vs. Sclerotherapy vs. Sugiura-
Futugawa operation

o Rebleeding rate 68%, 71% and 5% 
respectively for Child A cirrhotics



When to Devascularize?

ÅPatients with bleeding esophageal varices

ÅNon-cirrhotic portal hypertension or Child's A/B cirrhosis

ÅNo shunt options

ÅNot a transplant candidate



An Aside to Mention Endoscopy ~ 1970s



Surgical Portosystemic Shunts

Non-selective shunts

ÅAll portal flow diverted to 

systemic circulation

Selective shunts

ÅPreserves some portal flow to 

the liver while decompressing 

the portal circulation



Surgical Portosystemic Shunts

Non-selective shunts

ÅPortocaval shunts

ÅCentral Splenorenal Shunts

ÅLarge diameter 16mm H-graft 

shunt
o Portocaval

o Mesocaval

Selective shunts

ÅDistal Splenorenal Shunts

ÅSmall Diameter 8mm H-graft 

shunt
o Portocaval

o Mesocaval



Portacaval Shunt

ÅDirect connection between portal vein and cava

o End to side

o Side to side

ÁRemoval of a patch of IVC and PV help to ensure a wide anastomosis

o Interposition grafting

ÅEffective portal system decompression ï a gradient > 4-

5mmHg indicates a technical issue




