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CASE SUMMARY
A 58-year-old man presented with 

altered mental status. He had hepatitis 
C and alcohol-related cirrhosis with 
a Model for End Stage Liver Disease 
score of 17, Child-Pugh score of A6, 
and Westhaven grade 2 encephalopahy 
with hyperammonemia (240 mcmol/L) 
despite standard medical therapy.

IMAGING FINDINGS
A CT scan of the abdomen demon-

strated cirrhosis, chronic portal vein 
thrombosis, and a porto-systemic (PS) 
shunt from the IMV to right IIV mea-
suring up to 18 mm (Figure 1A). A 
mesenteric arteriogram to evaluate flow 
dynamics demonstrated chronic PVT 
with flow primarily through the PS 
shunt (Figure 1B). Conventional TIPS 
was unsuccessful due to chronic PVT.

DIAGNOSIS
Hepatic encephalopathy

DISCUSSION
The splenic vein was accessed via 

transsplenic US-guided needle puncture 
and a 5Fr-10cm vascular sheath was 
placed. The right portal vein was then 
accessed with a hydrophilic 0.035” wire 
and 5Fr angiographic catheter. This was 
exchanged for a 5mm balloon catheter, 
which was insufflated with air so as to 
be visible on intravascular ultrasound 
(IVUS) that was positioned in the IVC 
from a right femoral vein approach. A 
Colapinto needle was advanced from 

the middle hepatic vein via transjugular 
access to puncture the echogenic balloon 
under IVUS guidance. A guidewire was 
advanced through the Colapinto needle 
into the main portal vein and the bal-
loon was removed through the splenic 
access. A 10mm × 80mm × 20mm Via-
torr stent graft was placed and dilated 
to 8mm. Post-TIPS portal venography 
demonstrated persistent filling of the 
IMV-IIV shunt (Figure 1C). The shunt 
was occluded with an 18mm vascular 
plug. Post-embolization portal venog-
raphy demonstrated a patent TIPS and 
occlusion of the IMV-IIV PS shunt 
(Figure 1D). The splenic access site was 
occluded with a 5 mm vascular plug.

One day postprocedure, the patient’s 
serum ammonia level decreased to 
86mcmol/L. At discharge one week 
later, he was without encephalopathy.

CONCLUSION
One etiology for refractory hepatic 

encephalopathy (HE) is the presence 
of a portosystemic (PS) shunt. Laleman 
et al demonstrated safety and efficacy 
of PS shunt embolization for treatment 
of refractory HE but excluded patients 
with portal vein thrombosis (PVT).1 

Intagliata et al demonstrated success-
ful PS shunt occlusion for treatment of 
HE in a patient with PVT after antico-
agulation and de novo recanalization.2  

Kallini et al demonstrated the technique 
of trans-splenic portal vein recanali-
zation and TIPS creation in the setting  
of noncirrhotic chronic portal vein 

thrombosis.3  This case demonstrates 
that refractory HE from a large PS shunt 
can be treated in the setting of chronic 
portal vein thrombosis using a trans-
splenic approach to facilitate TIPS cre-
ation followed by shunt occlusion and 
can result in at least early improvement 
of encephalopathy. 
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FIGURE 1. (A) 3D volume-rendered CT venography of the abdomen and pelvis demonstrates an inferior mesenteric vein to iliac venous shunt 
with associated large perirectal varices. (B) Portal phase imaging during superior mesenteric arteriography shows and enlarged inferior mes-
enteric vein with pelvic varices. Note the diminutive main portal vein in the liver. (C) Post-TIPS splenic venogram demonstrates persistent flow 
through the inferior mesenteric vein despite an adequate TIPS. (D) Following successful embolization of the inferior mesenteric vein using a 
vascular plug device, there is good antegrade flow through the TIPS.
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