
Gastric variceal bleeding due to pancreatitis-induced
splenic vein thrombosis
Antonio Gotto,1 Michael Lieberman,1 Mark Pochapin2

1Weill Cornell Medical College,
New York, New York, USA
2New York University,
New York, New York, USA

Correspondence to
Dr Antonio Gotto,
amg2004@med.cornell.edu

Accepted 5 March 2014

To cite: Gotto A,
Lieberman M, Pochapin M.
BMJ Case Rep Published
online: [please include Day
Month Year] doi:10.1136/
bcr-2013-201359

SUMMARY
Obscure gastrointestinal bleeding is a common clinical
scenario. In the upper gastrointestinal tract, gastric
varices can be frequently overlooked on endoscopy,
particularly if not suspected or volume depleted. We
report a case of suspected gastrointestinal bleeding in a
patient with a childhood history of pancreatitis, who also
experienced severe epigastric pain while in hospital.
After transfer to an academic medical centre, the
presence of gastric varices was identified and presumed
to be due to splenic vein thrombosis. Pancreatitis is the
most common cause of splenic vein thrombosis and
accords with the patient’s history, even though it
occurred many years previously. This case highlights the
importance of recognising pancreatitis-induced splenic
vein thrombosis as a possible aetiology for upper
gastrointestinal bleeding.

BACKGROUND
Suspected upper gastrointestinal (GI) bleeding is a
common clinical scenario, although often it can be
difficult to identify the source.1 In the upper GI
tract, commonly overlooked lesions include peptic
ulcers, fundic varices, angioectasias and Dieulafoy’s
lesion. Gastric variceal bleeding due to splenic vein
thrombosis (SVT) is an infrequent complication of
pancreatitis that can be managed with splenectomy.
In this article, we report a case of obscure GI bleed-
ing in which a diagnosis of SVTwas deduced only
after gastric varices were identified on repeat
endoscopy.
Pancreatitis-induced SVT was first described in

the medical literature in 1920.2 Chronic pancrea-
titis and pancreatic inflammatory disease are the
most common causes of SVT, accounting for more
than half of all reported cases, although most
patients with SVT are asymptomatic.3 A sizeable
proportion of patients with isolated SVT, between
17% and 55%, are estimated to develop gastric or
oesophageal varices.4 5 Bleeding from varices of
this aetiology occurs infrequently, in around 4–
17% of patients.3 5–7 Variceal haemorrhage pre-
senting as anaemia, melena or haematemesis may
be the first clinical sign of SVT. In approximately
one-quarter of patients, abdominal pain from a
variety of other causes, including chronic pancrea-
titis, pseudocyst, carcinoma or splenomegaly, is the
presenting symptom.4

CASE PRESENTATION
A 25-year-old woman, an assistant chef in a world-
class restaurant, presented to her local emergency
room after visiting her primary care physician with
complaints of weakness, dizziness and headache.
She had experienced an episode of melena 2 days

previously and had a positive faecal occult blood
test. In the emergency room, her haemoglobin fell
to 6.8 g/dL, she had low liver enzymes, her pulse
was approximately 110 bpm, and her blood pres-
sure was 106/88 mm Hg. After blood transfusions,
her haemoglobin stabilised at 9.8 g/dL. She
reported, at the age of 11 years, having had a pan-
creatic resection for pancreatitis (Roux-en-Y pan-
creaticojejunostomy), thought to be caused by a
blunt abdominal trauma. She took non-steroidal
anti-inflammatory drugs (NSAIDs) a couple of
times per month and drank heavily only on week-
ends. An upper endoscopy was performed and
showed no old or fresh blood in the stomach or
duodenum. Multiple gastric polyps were seen in
the gastric body and fundus, but the stomach and
oesophagus looked otherwise normal. A radio-
nuclide GI bleeding scan was positive for bleeding
in the left upper quadrant and suspicious for bleed-
ing within the proximal small bowel.
On her second day in hospital, the patient began

complaining of severe pain in the right upper quad-
rant. A CT scan of the abdomen and pelvis showed
no evidence of obstruction or GI perforation, but
minimal pericholecystic fluid, moderate pelvic fluid
and congestive features of bilateral pleural effusions
were observed. Infiltration of mesenteric fat in the
upper abdomen was thought to be secondary to
postoperative changes from the Roux-en-Y proced-
ure. On the third day, a push enteroscopy was per-
formed to evaluate bleeding in the small bowel.
The enteroscope was advanced to the Roux-en-Y
anastomosis, which appeared normal. There was
possibly a clot at the opening of the blind loop that
washed off easily, but no bleeding was seen else-
where. An ultrasound of the right upper quadrant
was performed to evaluate the epigastric pain.
Small ascites and right pleural effusions were seen,
but the ultrasound was otherwise normal.
After the fourth day, the patient was transferred

to an academic teaching hospital. A colonoscopy
was performed and appeared normal, with no evi-
dence of blood. A repeated upper GI endoscopy
identified moderate-sized gastric varices in the
fundus (figure 1A, circled, and figure 1B, arrows),
with mild erythema but no stigmata of recent
bleeding. Two gastric polyps were seen overlying
two varices, but the rest of the stomach, the
oesophagus and the duodenum appeared normal.
The CT scan of the abdomen and pelvis from the
local hospital was submitted for review. Perigastric
and perisplenic veins were found to be moderately
dilated and suggestive of varices, and the liver
appeared mildly enlarged. The overall impression
was of a fluid overloaded state, likely the cause of
the patient’s ascites and pleural effusions.
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TREATMENT
Patient consent was obtained to perform an abdominal exploration
with possible splenectomy and, due to her abnormal liver function
tests, liver biopsy. After opening the abdomen, approximately an
hour was spent lysing extensive adhesions secondary to the previ-
ous pancreaticojejunostomy. After extensive adhesiolysis to enter
the lesser sac, dissection continued up the greater curvature of the
stomach with transection and ligation of large gastric varices
involving short gastric vessels. Pathological examination showed
an unremarkable spleen and liver samples. The postoperative diag-
nosis was gastric varices secondary to splenic vein occlusion, adhe-
sions, and GI bleeding secondary to gastric varices.

OUTCOME AND FOLLOW-UP
Three months following splenectomy, the patient was back to
full activity and no longer anaemic.

DISCUSSION
Gastric variceal bleeding due to SVT is an uncommon complica-
tion of pancreatitis that accords with the patient’s history.
Pancreatitis-induced SVT can occur because the splenic vein lies
against the posterior surface of the pancreatic tail, and repeated

pancreatic inflammation can damage the vein directly, compress
it externally, and lead to thrombosis (figure 2).3 4 Occlusion of
the splenic vein produces localised sinistral, or left-sided, portal
hypertension, which is distinct from the common condition of
generalised portal hypertension. Sinistral portal hypertension
leads to the development of collateral vessels that circumvent
the occluded splenic vein, most commonly by connecting to the
short gastric vessels. Increased pressure within the submucosal
veins in the gastric fundus results in varices. Oesophageal
varices may sometimes form, but collaterals that connect to the
oesophageal veins can usually drain through the left gastric (cor-
onary) vein. The presence of isolated gastric varices without
oesophageal varices strongly suggests SVT.

In this case, no source of overt bleeding was identified in the
upper GI tract on endoscopy and push enteroscopy. A second
reading of the abdominal and pelvic CT was necessary to detect
dilated perigastric and perisplenic veins. Repeat endoscopy then
confirmed the existence of gastric varices, which can be difficult to
identify when not suspected or volume depleted. Fundic varices
are commonly overlooked on endoscopy because they may be
obscured by rugal folds.8 On endoscopy, gastric varices may
appear as a cauliflower-like mass at the summit of the fundus; a
lobulated, clubbed cystic swelling along the lesser curve of the
stomach below the cardia; tortuous and ruga-like shapes in the
fundus; or a network of vessels in the fundus, body or antrum.9

A majority of patients with variceal bleeding from SVT have
splenomegaly, but in this patient the spleen and other abdominal
organs appeared normal. The varices are the likely aetiology of
the melena since normal results were obtained with colonos-
copy, push enteroscopy and capsule endoscopy. The patient’s
history of childhood pancreatitis without cirrhotic liver disease
might have prompted suspicions of gastric variceal bleeding
from SVT, although that episode had occurred many years pre-
viously and was presumed to be trauma related. In addition, her

Figure 1 Upper gastrointestinal endoscopy report. Gastric varices in the fundus are shown in panels (A) (circled) and (B) (arrows).

Figure 2 Development of splenic vein thrombosis. Splenic vein
thrombosis may result from pancreatitis, which can compress the
splenic vein or cause local, pro-thrombotic, inflammatory changes in
the vascular endothelium. Blockage of the splenic vein leads to sinistral
portal hypertension and the development of collateral vessels to
circumvent the thrombus. Gastric varices form when pressure builds up
within the submucosal veins of the fundus.

Learning points

▸ Gastric varices can be a commonly overlooked source of
upper gastrointestinal bleeding.

▸ Gastric variceal bleeding due to splenic vein thrombosis is
an infrequent complication of pancreatitis that can be
difficult to identify on endoscopy.

▸ The presence of isolated gastric varices strongly suggests
splenic vein thrombosis, and bleeding can be managed with
splenectomy.
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bleeding must have been intermittent, which made it difficult to
pinpoint its source during her initial hospitalisation. However,
once the presence of isolated gastric varices was identified, a
diagnosis of SVT was quickly deduced, without occlusion actu-
ally being visualised.
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