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Angiographic Findings of Prehepatic Portal Vein Occlusion in
3 Cases with Different Pathogenesis
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,Ibsirac{ Prehepalic portal vein obstruction is the most common cause of portal hy-
. ;;(“;tnvn&,l()n in children. Most prehepatic portal vein obstruction is idiopathic and ac-
companied by cavernous translormation. We experienced three cases of prehepatic
portal vein obstruction with different pathogenesis, a case ol congenital portal vein hy-
poplasia, a case ol idiopathic portal vein obstruction, and a case ol syvslemic venosus
obstruction with unknown etiology. The cases showed narrowed patent ductus venosus
without well-developed cavernous transformation, markedly dilated pancreatic arch
without typical cavernous transformation, and well-developed cavernous transforma-

tion, respectively.
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Fig.1
a : Splenoportogram (case 1)
The splenic vein (SV) is dilated and tortuous near the hilum (arrowheads). It runs

through the liver. Its diameter decreases abruptly, and it then drains into the inferior
vena cava (IVC) (arrow).

b : superior mesenteric vein (SMV) portogram (case 1)
The SMV runs straight cranially (large arrow), and drains into the IVC after
decreasing in diameter abruptly (arrowheads).
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Fig.2 3-dynamic helical CT(case1)
¥ The SV is markedly dilated and
tortuous. The SV and the SMV
(large arrow) merge into the
straight  patent
(PDV) passing through the lLiver,
where the PDV is decreased in dia-
The portal vein

ductus venous

meter{arrowhead).

15 nol demonstrated.
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Fig.3 SMV portogram (case 2)

The SMV (small arrow) drains into the
liver through the pancreatic arch (large
arrow). The portal vein is nol demon-

strated.

Fig.4 SMV portogram (case 3)
The SMV is markedly narrowed(small ar-
row ), and the portal vein is not delineated.
Well-developed cavernous transformation
is demonstrated (large arrows).
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Table2 Causes of prehepatic portal vein

occlusion
Age Causes
Neonate/infant | Omphalitis
Pylephlebitis
Peritonitis
Sepsis

Diarrhea/dehydration
Umbilical vein Catheterization
Congenital anomaly
Idiopathie

Childhood

abdominal trauma
Duodenal ulcer
Pancreatitis
Parasitic infection
- Compression
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