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Cyst Hydatid Causing Sinistral Portal
Hypertension and Massive Gastric
Variceal Hemorrhage: Case Report

Kist Hidatige Bagl Sinistral Portal
Hipertansiyon ve Masif Gastrik Varisyal Kanama

ABSTRACT The case with portal hypertension and variceal hemorrhage due to cyst hydatid mass
at the splenic hilum was reported. Endoscopic examination revealed isolated gastric varices type I.
Abdominal ultrasonography showed a 5-cm diameter cystic mass between the tail of the pancreas
and the hilar region of the spleen. The cyst was compressing the hilar vessels which resulted in
dilatation and variceal formation. The indirect haemaglutination test for hydatid cyst was positive.
The patient underwent laparatomy since medical therapy failed to control active bleeding.
Peroperatively, splenic vein pressure was found as high but portal vein pressure was in the normal
ranges. The liver appearance was normal. Splenectomy and cyst excision were performed.
Postoperative endoscopy showed disappearance of the gastric varices. No rebleeding was observed
in the recovery period. Considering this case, it must be noticed that hydatid cysts can proceed
with atypic findings and cause sinistral portal hypertension with notably severe complications.

Key Words: Echinococcosis, hepatic; esophageal and gastric varices; hypertension, portal;
hematemesis, echinococcosis

OZET Splenik hilustaki kist hidatik kitlesi nedeniyle olusan portal hipertansiyon ve varis kanamali
vaka rapor edildi. Endoskopide izole tip I gastrik varis izlendi. Abdominal ultrasonografide dalak
hilus bolgesi ile pankreas kuyrugu arasinda 5 cm ¢apinda kistik kitle saptandi. Kist, hilus damar-
larinda dilatasyon ve varis olusumu ile sonuglanan bask: olusturuyordu. Kist hidatik indirekt
hemagliitinasyon testi pozitif idi. Aktif kanama kontroliinde medikal tedavi basarisiz oldugu igin
hastaya laparatomi uygulandi. Peroperatif dlciilen splenik ven basinc: yiiksekti fakat portal ven
basinci normal simirlarda idi. Karaciger goriiniimii normaldi. Hastaya splenektomi ve kist eksizyonu
uygulandi. Postoperatif endoskopide gastrik varislerde kaybolma izlendi. Iyilesme déneminde tekrar
kanama gozlenmedi. Bu vaka dolayisiyla kist hidatigin atipik bulgularla seyredebilecegi ve sinistral
portal hipertansiyona neden olup oldukga ciddi komplikasyonlara yol agabilecegine dikkat edilme-
lidir.

Anahtar Kelimeler: Hepatik ekinokokkus; 6zefageal ve gastrik varis; portal hipertansiyon;
hematemezis, ekinokokus
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plenic vein pathologies are important causes of extrahepatic portal hy-
pertension which accounts for 5-10% of all portal hypertension ca-
ses.!” This kind of portal hypertension is described by various terms in
the literature, as sinistral, segmental, left-sided, regional, lineal and spleno-
portal hypertension.>” Although sinistral portal hypertension is a rare cli-
nical condition, it is the most common cause of isolated gastric varices. It
can cause massive gastric variceal hemorrhage due to deteriorated splenic

Turkiye Klinikleri ] Gastroenterohepatol 2010;17(1)



CYST HYDATID CAUSING SINISTRAL PORTAL HYPERTENSION AND MASSIVE GASTRIC VARICEAL HEMORRHAGE

FIGURE 1: The cystic lesion (arrow) located in splenic hilus observed in ab-
dominal tomography.

venous flow by pancreatico-hilar pathologies.? The
splenic vein is susceptible for lesions of pancreas,
splenic flexura or splenic hilus due to it’s close ana-
tomical location. Any obstruction, blockage or
compression of splenic vein due to pancreatitis,
pancreatic pseudocysts and benign or malign pan-
creatic neoplasms, can lead to sinistral portal hy-
pertension.” Hydatid masses are unusual causes of
splenic vein obstruction.'” They can cause back
pressure changes in the left portal system secon-
dary to external compression by mass effect. On
Current management approach usually needs sur-
gery for treating the underlying pathology. In the
presence of major gastrointestinal hemorrhage and
subsequent blood transfusions, splenectomy is the
appropriate choice for decompressing the left-sided
portal hypertension."! We report a case with hyda-

FIGURE 3: Abdominal MR show a mild compression signs on splenic vein.
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FIGURE 2: The appearance of the lesion located in splenic hilus in abdom-
inal MR, The Cyst is observed as thick-walled (arrow).

tid cyst located at splenic hilus which caused left-
sided portal hypertension with a patent portal ve-
in and normal hepatic function and abundant
gastrointestinal tract hemorrhage.

I CASE REPORT

The 38-year-old woman was referred to our clinic
with recurrent upper gastrointestinal hemorrhage.
The patient was treated with blood transfusion mo-
re than 20 units for last three months. She was in-
vestigated based on this medical history of
cirrhosis. Her laboratory test results were; prot-
hrombin time: 12.7 sec, INR: 1, thrombocyte co-
unt: 306 000/mm?, AST: 63 U/L, ALT: 96 U/L, ALP:
192 U/L, GGT: 12 U/L, total bilirubin: 0.6 mg/dl,
direct bilirubin: 0,1 mg/dl, total protein: 6 gr/dl, al-
bumin: 3 gr/dl. Hepatitis markers, HBsAg (-), anti

FIGURE 4: After the spleen was resected with the cyst, the thick-walled struc-
ture of the cyst (arrow).
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Hbs (-), AntHbe(-), HbeAg(-), antiHCV(-). In ab-
dominal ultrasonography (USG), the liver was het-
erogeneous. The portal vein was measured as 15
mm and the spleen was 137 mm. A cystic lesion
with dimensions of 52x31 mm located at splenic hi-
lus was observed. Cyst hydatid indirect hemagglu-
tination test was positive (1/1280 titer). Abdominal
tomography revealed changes secondary to chro-
nic liver disease and a subcapsular cystic lesion in
splenic hilus (Figure 1, 2). Abdominal MR angiog-
raphy revealed a mild compression on splenic vein.
(Figure 3, 4) In endoscopic examination, isolated
fundal varices were detected. Liver biopsy was per-
formed and macronodular cirrhosis was detected.
Endoscopic cyanoacrylate injection was administe-
red for gastric variceal hemorrhage. Transjugular
intrahepatic portosystemic shunt (TIPS) was per-
formed since bleeding couldn’t be controlled. Beca-
use the TIPS procedure technically failed,
laparatomy performed. In surgical exploration, the
liver was observed in normal appearance. Portal
venous pressure was measured and found as nor-
mal limits. A cystic lesion was detected at the sple-
nic hilus which compressed the splenic vein
considerably. The spleen was resected with the cys-
tic hilar lesion (Figure 4). The wall of the cyst was
thick, and daughter vesicles and germinative mem-
brane were identified. It was confirmed as hydatid
disease by histopathologic examination. Postopera-
tive recovery was uneventful and rehemorrhage
did not occur. The control endoscopy showed dis-
appearance of the gastric varices.

I DISCUSSION

Chronic liver disease is the main cause of the por-
tal hypertension. Increased resistance to portal blo-
od flow through a cirrhotic liver initiates the
development of portal hypertension. Portal hyper-
tension may develop secondary to many different
etiologies.'? Less common causes of extrahepatic
portal hypertension have been reported such as;
cyst, tumor, abscess, venous compression secondary
to aneurysm, tumor infiltration, chronic pancrea-
titis, thrombosis and congenital anomalies.'*"* De-
velopments of gastric varices are commonly seen
in left-sided portal hypertension. Treatment is rel-
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atively difficult and gastric varices can be a cause of
serious bleeding, as in our case, bleeding can be dif-
ficult to manage.'®

Percutaneous USG guided liver biopsy was
performed to our patient to verify a suspicion of
cirrhosis and it was diagnosed as macronodular cir-
rhosis histopathologically. The normal macrosco-
pic appereance of the liver at laparatomy was the
main suspicion of the histopathologic misdiagnosis
of cirrhosis. The ratio of making diagnosis of cirr-
hosis with microscopy in normal macroscopic liver
is less common entity (0.8%).!” Furthermore the
false positivity chance of these single liver biopsies
are considerably high (10-30%) and these defects
are seen in macronodular cirrhotic patients especi-
ally.'® In our case, it was found to be interesting
that the hydatid cyst located at the splenic hilus
was presented with a serious gastrointestinal tract
hemorrhage. Although case series of sinistal portal
hypertension due to different etiologies have been
found in the literature; hydatid cyst is very rarely
reported as a cause.'”? This compression causes
backpressure in the left portal venous system and
subsequent gastric varices. Gastrointestinal tract
hemorrhage in the patient was quite massive, con-
stituting a serious mortality risk. Cyanoacrylate in-
jection showed no efficacy in this case, although it
provides positive results in cases of gastric varices
secondary to different etiologies.?*? In cases of left-
sided portal hypertension, splenomegaly is one of
the findings identified as well as gastric varices. In
the literature, occurrence rate of splenomegaly is
reported to be 42-71%.73?* Splenomegaly was pres-
ent in our case. Management of this condition is
usually surgical to treat the underlying primary
pathology if possible, combined with splenectomy
to decompress the left portal venous system. TIPS
is a safe and effective treatment for bleeding esop-
hageal and gastric varices.”>? In our case, this pro-
cedure could not be performed. Because portal
venous pressure was in normal ranges and portal
hypertension was left-sided (sinistral portalhyper-
tension) due to compression of the cyst. In such ca-
ses, it is very important to determine the etiology
exactly and plan the treatment accordingly. In this
case if percutaneous treatment of the cyst could be
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done before splenic venous pressure reached to a
critical level, surgery might not be required.

We present a patient with upper gastrointestinal
bleeding due to portal hypertension caused by the
involvement and compression of the splenic hilus
with a cystic mass. Hydatid cysts or benign cysts

10.
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which tend to grow, can compress other organs like
vein or arteria and subsequently can be presented

with serious complications. Therefore, their percu-

taneous treatment in early period is important. In
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