
Ann Hepatobiliary Pancreat Surg 2017;21:93-95
https://doi.org/10.14701/ahbps.2017.21.2.93 Case Report

Distal pancreatectomy with splenorenal shunt to preserve spleen 
in a cirrhotic patient
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At pancreatic ductal adenocarcinoma is an aggressive malignancy with a high recurrence rate. Due to its high potentials 
of local invasion and distant metastasis, surgical resection is the only means for possible long-term survival. Surgical 
treatment comprises a distal pancreatectomy with or without splenectomy. Surgery has been conventionally contra-
indicated for patients with cirrhosis and portal vein hepato-biliary hypertension. Splenorenal shunt was first described 
by Warren and colleagues, to prevent death from bleeding esophageal varices in a patient with a patent portal vein 
hypertension. A 55-year-old Caucasian woman presented with an incidental pancreatic tumor. In our case, the shunt 
was necessary to complete the corrective oncological surgery for pancreatic ductal adenocarcinoma. The main difficulty 
was the presence of portal hypertension due to liver cirrhosis Child A; moreover, preservation of the spleen was man-
datory in this patient. We successfully performed a distal pancreatectomy without splenectomy through the help of 
splenorenal shunt to preserve venous circulation. (Ann Hepatobiliary Pancreat Surg 2017;21:93-95)
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INTRODUCTION

Pancreatic ductal adenocarcinoma is an aggressive ma-

lignancy with a high recurrence rate. Pancreatic ductal ad-

enocarcinoma is a rapidly progressing and late-diagnosed 

exocrine cancer. Due to its high potentials of local in-

vasion and distant metastasis, surgical resection is the on-

ly means for achieving possible long-term survival.1 

However, only 5% to 25% of the patients are eligible for 

resection, and even after R0 resection, median survival is 

only 12 and 20 months and the 5-year survival does not 

exceed 20%.2,3 In case of body and tail cancer, surgical 

treatment comprises a distal pancreatectomy with or with-

out splenectomy.

In the past few decades, the incidence and prevalence 

of cirrhosis has been increasing worldwide, due to the in-

creased incidence of alcoholic intake and non-alcohol re-

lated fatty liver disease. Traditionally, cirrhosis and portal 

vein hypertension have been considered a contraindication 

to major gastrointestinal surgery.4 Nevertheless, due to re-

cent improvements in surgical techniques and perioper-

ative support, some centers have reported cirrhosis as a 

non-absolute contraindication for pancreatic resection.5 

Herein, we reported a case of a body tail pancreatic tu-

mor in a cirrhotic patient.

CASE

A 55 year-old Caucasian woman was admitted to our 

hospital due to an incidentaloma pancreatic tumor. The 

patient had a medical history of breast cancer two years 

prior and during a radiological follow-up examination, a 

pancreatic nodule was observed. Furthermore, hepatitis C 

virus-positivity was known since 1999. Interferon plus rib-

avirin treatment was administered for 12 weeks at time. 

Magnetic Resonance Imaging revealed a 4 cm-sized solid 

mass by the body tail of the pancreas, which was asso-

ciated with dilation of the upstream Wirsung duct (Fig. 

1A). Blood exams were normal excepted for a high CA 

19-9 serum level (647 ng/ml). An ultrasonography-guided 
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Fig. 1. Magnetic resonance im-
age showing a pancreatic mass 
(A) and intraoperative photo-
graph showing a splenorenal 
shunt formation (B). SV, splen-
ic vein; RV, renal vein.

Fig. 2. Computed tomography 
images showing the Warren 
Shunt (A and B: arrow) and flu-
id collection (B: asterisk).

biopsy indicated an adenocarcinoma. A splenic vein in-

vasion was suspected and based on the underlying hep-

atitis C virus infection, a portal vein pressure measure-

ment was performed. Portal vein pressure was 22 mmhg 

and hepatic venous pressure gradient was 12 mmHg. On 

consulting a multidisciplinary board, a distal pan-

createctomy without splenectomy was proposed. To per-

form an oncological resection considering the splenic vein 

invasion, a splenorenal shunt described by Warren et al.6 

was performed (Fig. 1B). Pathology relieved a PDAC 

staged G3 (WHO) – UICC 2010: pT3 pN1. Surgery was 

complicated with a postoperative fluid collection that was 

treated conservatively. A computed tomography was per-

formed and patency of the Warren shunt was observed 

(Fig. 2A and B).

DISCUSSION

We reported a successful distal pancreatectomy with 

splenorenal shunt in a cirrhotic patient. Pancreatic surgery 

is performed only in select cirrhotic patients. 

Nevertheless, an increasing number of case series show 

good results in select patients.4,5,7

A case-control study compared outcomes in 32 cirrhotic 

patients (30 Child A and Child B) vs. matched controls 

(non-cirrhotic) undergoing pancreatic resection surgery. 

The authors concluded that the cirrhotic group required 

more frequent reoperation (34% vs. 12%, p=0.039 and the 

rate of complications was higher than the non-cirrhotic 

group (47% vs. 22%; p=0.035).8

Splenorenal shunt was first described by Warren and 

colleagues,6 to prevent death from bleeding esophageal 

varices in a patient with a patent portal vein hypertension. 

In our case, preservation of the spleen was mandatory and 

the shunt was necessary to complete corrective onco-

logical surgery for PDAC. The main difficulty was the 

presence of portal hypertension due to liver cirrhosis 

Child A. Previous studies indicated poorer outcomes in 

cirrhotic patients with portal hypertension.7,9 Transjugular 

intrahepatic portosystemic shunt before abdominal surgery 

does not improve postoperative evolution after abdominal 

surgery in cirrhotic patients.10

In summary, we successfully performed a distal pan-

createctomy without splenectomy, through the help of a 

splenorenal shunt, to preserve venous circulation in a cir-

rhotic patient.
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