Letter to the Editor
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Reply to: “Trans-splenic anterograde coil assisted
transvenous obliteration vs. retrograde transvenous
obliteration: Are we heading the right way?”

Anterograde embolization of gastric varices: Anatomical
and clinical classification is the key

To the Editor:

We read Biswas et al.’s comments on our study assessing
the role of trans-splenic anterograde transvenous occlusion
(TACATO) in gastric varices associated with gastro-renal shunts
with interest.

Patients’ anatomical and clinical selection is key to
deciding the treatment approach for bleeding gastric varices.
Cross-sectional imaging is needed to define collateral circu-
lation and classify the patients according to the Saad-
Caldwell classification. The eligibility criteria for anterograde
embolization of gastric varices and balloon-occluded, coil-
assisted, or plug-assisted retrograde transvenous obliteration
(RTO) procedures are the same. These are typical patients
with type 2b or 3b gastric varices®® (Fig. 1). In the clinical
scenario of not-at-high-risk oesophageal varices, type 1b can
also be included.

Clinical selection is also crucial, as factors such as previous
acute oesophagal variceal bleeding, significant or refractory
ascites, or previous episodes of acute decompensation sug-
gest that a combination of portal pressure reduction through
transjugular portosystemic shunt (TIPS) creation and antero-
grade embolisation of gastric varices may be the most appro-
priate treatment option. In addition, hepatic venous pressure
gradient can also help to assess baseline portal pressure and
select an appropriate management algorithm before the pro-
cedure. Nevertheless, the creation of a TIPS in all patients with
bleeding gastric varices may lead to unnecessary portosyste-
mic shunting, as demonstrated in a recently published
randomized-controlled trial, where the portal pressure gradient
ranged from 9 to 20 mmHg before TIPS and from 4.5 to
13.5 mmHg afterwards.* Additionally, when TIPS creation is
contraindicated or technically unfeasible, embolisation alone
represents the best treatment option for bleeding from gastric
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Fig. 1. Saaw-Caldwell classification of gastric varices.
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varices. Moreover, the accurate selection of patients can lead
to a reduced increase in portal pressure following gastrorenal
shunt (GRS) occlusion and complications associated with
portal pressure. Longitudinal studies of TACATO are needed to
evaluate the evolution of portal pressure over time; however, in
our cohort, no patients have developed ascites or had a
worsening of oesophageal varices. RTO is correlated with new
or worsening portal hypertensive complications in approxi-
mately 50% of patients during follow-up, as confirmed in a
recent large multicentre study,® and this might be related to the
degree of shunt occlusion rather than just basal hepatic func-
tion. Compared with our technique, which achieved a median
74% total occlusion of the GRS, the degree of obliteration of
the shunt by RTO with gel foam injection is higher. While this
observation requires confirmation through dedicated studies,
the partial residual permeability of the GRS in TACATO may
offer a potential advantage by maintaining a balance between
reducing bleeding risk and increasing portal pressure.

Moreover, RTO is primarily utilised in Eastern countries and
the USA, while its adoption is lower in Europe, and our study
aimed to propose an alternative technique to RTO. Having
different strategies to address gastric variceal bleeding in-
creases the likelihood of successful execution. In fact, TACATO
fits within a spectrum of techniques (both anterograde and
retrograde), providing the flexibility to choose the method that
best suits the variceal anatomy and the centre’s expertise.
Compared to the largest multicentre study, using a vascular
plug in each patient and the broader range of coils utilised (1-7
vs. 1-20) may also result in a higher cost for the procedure.®
Intuitively, underlying liver function affected survival in our
cohort and the recent large RTO studies, including the groups
undergoing plug/coil-assisted RTO.

Lastly, regarding complications, the literature describes
similar bleeding rates between transhepatic and trans-splenic
portal vein access. Haddad et al. compared two comparable
groups of patients, reporting bleeding complication rates of 4%
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and 3% for the transhepatic and trans-splenic approaches,®
while others reported no bleeding complications.” In the
manuscript mentioned by the authors, there was a 20%
requirement for transfusion; three patients received four units of
blood transfusion due to decreased erythrocyte levels before
therapy, and 2/18 patients had hemoperitoneum.® It must be
recognised that additional risk factors, such as neoplastic
portal vein invasion, renal failure, or concomitant infection, can
increase the risk of bleeding due to higher splenic congestion
or further deterioration of haemostasis in cirrhosis.? Bleeding
and significant complications have also been reported for RTO
and other intravascular approaches. In a multicentre study
involving 311 patients undergoing RTO, there were 1.6% cases
of retroperitoneal bleeding and 1.3% of coil migration,
regardless of the technique used.”

Anterograde embolisation of gastric varices associated with
GRS is a promising alternative to RTO, with the same in-
dications. In bleeding gastric varices, anatomical and clinical
staging are vital to ensure that the most effective treatment
is used.
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