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DISCUSSION

DR. JOHN FOSTER (Nashville): Drs. Johns and
Evans were ingenious in taking advantage of this
naturally occurring portal-systemic shunt which
they enlarged by means of a venoplasty.

I think this case emphasizes the value of
preoperative splenoportography or, in a case like
this in which the spleen has already been re-
moved, of operative portography in helping assess
an individual case as regards alternate methods
of treatment. Dr. Johns has certainly emphasized
this in the manuscript.

This study of the portal collaterals and path-
ways has been of particular interest to us for
several years, especially as regards the propensity
of the spleen to develop collateral pathways when
it is transposed into the left thoracic cavity. We

did this in dogs, taking the lead from the Finnish
group who first suggested it, and have been able
to very clearly demonstrate the feasibility of
shunting the blood from the portal system through
the thoraco-splenic collaterals that form promptly
after the spleen, with its pedicle intact, is placed
in the left chest.

We would not like to give anyone the im-
pression that we think this is a procedure for
general application in portal hypertension but one
which may find some applicability in selected
cases in which it is not possible to perform a
shunt procedure. (I.e., patients in whom a vein
suitable for a porto-systemic is lacking, small
children in whom a shunt has little chance of
remaining patent, and possibly in very poor-risk
patients who seem unable to tolerate a shunt
operation. )


