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ABSTRACT
We report herein a case with recanalization of the portal vein after the 
complete occlusion in an orthotopic liver transplantation (OLT) with 
cavoportal hemitransposition six years ago. The patient suffered from 
end-stage post-hepatitis C cirrhosis with diffused portomesenteric 
vein thrombosis (PVT), so the caval inflow to the graft was used as a 
salvage approach in this case. One month after OLT with cavoportal 
hemitranspostion, the cavoportal anastomosis stoma and the inferior 
vena cava were occluded by the extensive thrombosis, the inferior 
vena cava developed recanalization with partial collateral circulation 
after thrombolysis therapy, but the cavoportal anastomosis stoma 
blockage lasted six years until 1 month ago the patient’s abdominal 
enhanced CT indicated blood flow stream in the left and right branch 
of portal vein (Figure C). This case gives us confidence to practice 
the cavoportal hemitranspostion and handle the thrombosis of the 
anastomotic stoma.
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CASE REPORT             

 A 38-years-old man suffered from post-hepatitis C cirrhosis and two 

years before transplantation, he got pericardial devascularization: 
a surgery disconnect the nerves and vessels of the gastric wall and 
esophagus[1,2]. He needed a transplantation for cirrhosis, severe 
chornic encephalopathy, intractable ascites and high risk for re-
bleeding from large esophagogastric varices[3]. Preoperative 
angiography suggested diffuse thrombosis in both the portal and 
the superior mesenteric veins. He underwent orthotopic liver 
transplantation in 2006, diffused PVT was confirmed during 
transplantation: the recipient portal vein was closed and a cavoportal 
anastomosis of the donor portal vein and the recipient infrahepatic 
inferior vena cava was performed, and the other procedure was 
routine. The patient and the transplanted liver recovered slowly. 
Bedside ultrasonography was performed everyday in the first week 
and twice a week in the first month, the flow of portal vein began to 
decline from the 27th day postoperation, meanwhile, the diameter of 
the hepatic artery dilated gradually from 3 mm on the first day to the 
10 mm on the 30th day, and the velocity of hepatic artery increased 
gradually, the patient’s condition was stable and without the liver 
and renal function abnormal, so no action was taken except rigorous 
observation. 32 days after transplantation, the ultrasonography detect 
no flow in the portal vein and the patient developed ascites and 
lower extremity edema, the angiography of inferior vena cava was 
performed immediately showing cavoportal anastomosis stoma and 
the inferior vena cava were occluded for the thrombosis (Figure 1). 
On the 33th days after transplantation, we performed percutaneous 
pulse spray thrombolysis with urokinase through a femoral vein 
access, but it did not work. Although this failure, the massive 
collateral circulation opened in the posterior belly 4 days after the 
thrombosis (Figure 2) and ascites and edema of lower extremity 
improved gradually to disappear. So the portal vein was completely 
occluded by the thrombus and the graft was supplied only by the 
hepatic artery and no blood in the portal vein. Suffered temporal liver 
dysfunction  and ascites, without kidney dysfunction, the patient 
was discharged on the 57 days after transplantation (total bilirubin: 
1.87ng/dL; creatinine: 0.67 ng/dL) with a good clinical status and 
took 100mg aspirin capsule. In the nearly 6 years, the patient went 
back to his work and accepted routinely follow-up twice a year, the 
patient feel good except the varicose veins of lower extremity. In the 
six years, no renal and liver dysfunction was observed (Figure 3A 
and 3B) except the last follow-up, the total bilirubin reached 3.64 
ng/dL for his personal decrement of tacrolimus. The patient accepted 
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routinely follow-up at the out-patients’ department, no changes 
observed last follow-up half year ago, amazedly, the ultrasonography 
and the enhanced CT this time detected blood flow in the portal vein 
(Figure 4) but the cavoportal anastomosis stoma was still occluded 
by the thrombosis, no flow in the post-hepatic inferior vena cava. 
Meanwhile, the diameter of hepatic artery was still 8mm (Figure 
5) bigger than normal and the 3D imaging CT showed the massive 
partial collateral circulation in the posterior belly (Figure 6). 

DISCUSSION
Portal vein thrombosis was once a contraindication for orthotopic 
liver transplantation[4]. And the cavoportal hemitransposition was a 
surgical procedure that can be used in liver transplantation when the 
portal venous system was thrombosed and portal flow cannot be re-
established from the mesenteric venous system[5,6]. Besides ZR Shi[7] 

reported firstly the cavoportal hemitransposition was used in adult-
to-adult living donor liver transplantation. Although the cavoportal 
hemitranspostion was used as the most useful way to solute this 
problem, the long term results had never been studied. Especially in 
this case, the graft was supplied only by the hepatic artery with the 
portal vein no-function for 6 years, the patient’s survive was a miracle, 
6 years without blood supply, the graft’s portal vein got the blood 
supply again. The ultrasonography and enhanced CT both detected the 
cavaportal anastomosis stoma was still occluded by the thrombosis, 
where did the blood flow come from? The ultrasonography find there 
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Figure 1 Angiography of inferior vena cava showing the cavoportal 
anastomosis and post-hepatic vena cava were occluded.

Figure 2 The formation of the massive collateral circulation in the 
posterior belly 4 days after the thrombosis.

Figure 3 The changes of the renal and liver function in the 6 years follow-
up. 

Figure 4 The enhance CT detect the blood flow in the intra-hepatic portal 
vein.

Figure 5 The diameter of the hepatic artery now is still bigger than 
normal.

Figure 6 The massive collateral circulation in the posterior belly still exist 
now.
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were some small vein ranged 3 mm to 7 mm around the graft’s portal 
vein and detected blood flow in the small vein flow into the portal 
vein, that could explain the recanalization of the portal vein. 
    What can we learn from this case? Six years occlusion, although 
the inferior vena cava was still obstructed and the liver perfumed 
only by the hepatic artery without portal vein, the partial collateral 
circulation drained up the blood of inferior vena below the liver lead 
to the 6 years’ survival; and the intra-hepatic portal vein’s perfuse 
will support the patient’s life.  
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