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Abstract
Portal venous aneurysm (PVA) is a rare condition charac-
terized by dilatation of the portal venous system. PVA 
manifestation of symptoms is varied and depends on 
the aneurysm size, location and related-complications, 
such as thrombosis. While the majority of reported 
cases of PVA are attributed to portal hypertension, 
very little is known about the condition’s pathophysi-
ology and clinical management remains a challenge. 
Here, we describe a 67-year-old woman who presented 
with complaint of dyspepsia and without a significant 
medical history, for whom PVA was incidentally diag-
nosed. The initial upper abdominal ultrasound revealed 
marked dilatation of the main portal vein, and subse-
quent contrast-enhanced computed tomography with 
angiography revealed a large aneurysm arising from 
the extrahepatic troncus portion of the portal vein, as 

well as gastroesophageal varices. A conservative ap-
proach using beta-blocker therapy was chosen. The 
patient was followed-up for 60 mo, during which time 
the asymptomatic status was unaltered and the PVA 
remained stable.
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INTRODUCTION
Portal vein aneurysm (PVA) is a disorder of  hepatic 
vascularization that is clinically diagnosed upon imaging 
findings of  venous dilatation larger than 2 cm[1]. The 
majority of  reported PVAs are localized to the main 
portal vein. Moreover, an appreciable amount of  PVAs 
are associated with artero-venous fistula or vascular mal-
formations, such as hereditary teleangectasia[2]. PVAs are 
classified as congenital or acquired, and etiologies of  the 
acquired cases include chronic liver disease, pancreatitis, 
abdominal surgery, or trauma[3]. The manifestation of  
PVA symptomatology is various and can depend upon 
the size and related complications, such as thrombosis. 
However, many cases are asymptomatic and are detected 
as an incidental finding in routine radiological examina-
tions performed for other indications[2,4-6]. 

PVA, including asymptomatic types left undiagnosed 
or untreated, are associated with several severe compli-
cations with high mortality rates, including rupture, local 
compression, or portal hypertension[7-10]. While recent 
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advances in imaging technologies have increased the 
number of  PVA routinely discovered, our knowledge 
of  the underlying pathophysiology remains limited and 
clinical management remains a challenge.

CASE REPORT
A 67-year-old Caucasian woman was referred to our 
gastroenterological unit for evaluation of  dyspeptic com-
plaint. The patient’s past medical history was unremark-
able, and she denied experiencing recent weight change 
or melena, or abusing alcohol. Initial physical examina-
tion revealed no evidence of  abdominal pain, jaundice, or 
hepatomegaly. Results of  standard blood tests, including 
the hepatic function marker profile panel, were within 
reference ranges. An upper abdominal ultrasound re-
vealed marked dilatation of  the main portal vein (diameter: 
4 cm; length: 8.5 cm). However, the superior mesenteric 
vein, splenic vein, and other extrahepatic segments of  the 
portal vein appeared normal. No features of  thrombosis 
were present. The liver itself  showed homogeneous pa-
renchyma and normal size. The spleen and pancreas also 
appeared grossly normal. Subsequent contrast-enhanced 
computed tomography with angiography (CTA) was per-
formed. The aneurysm was found to arise at the troncus 
of  the extrahepatic portion of  the portal vein, proximal 
to its bifurcation (Figure 1A). The overall size was mea-
sured as 8 cm × 4.5 cm, and the neck was 0.2-0.3 cm. 
The posterior of  the aneurysm was located at the portal 
confluence (Figure 1B). Turbulent blood flow was ob-

served inside the aneurysm, and again no signs of  throm-
bosis were observed (Figure 2). The CTA scanning also 
showed the spleen to be moderately enlarged (oblique di-
ameter: 12 cm), the pancreas to be normal, and presence 
of  gastric varices (Figure 3). No biliary stones were de-
tected. Upper gastrointestinal endoscopy was performed 
and revealed small gastroesophageal varices.

The hepatic vein-portal pressure gradient (HVPG) 
was normal (6 mmHg), confirming a prehepatic origin of  
portal hypertension. The presence of  esophageal varices 
and signs of  portal hypertension prompted the initial con-
sideration of  an intrahepatic portocaval shunt to reduce 
the portal pressure and maintain blood flow. However, 
the risk of  shunt dysfunction and the patient’s refusal for 
intervention led to the use of  a medical therapy approach. 
The patient was administered carvedilol (50 mg once dai-
ly) and monitored by laboratory testing and sonographic 
imaging every 12 mo. The patient attended routine follow-
up appointments, the last being 60 mo after discharge to 
home. All follow-up examinations indicated asymptomatic 
status and maintenance of  the PVA as stable.

DISCUSSION
Diagnosis of  PVA is often overlooked in asymptomatic 
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Figure 1  Computed tomography. A: Volume rendering reconstruction of the 
aneurysm; B: Maximum intensity projection of the aneurysm.

Figure 2  Computed tomography multi-planar reformation oblique and 
maximum intensity projection of the esophageal varices’ venous collec-
tor. Observation of slow refilling indicated prehepatic portal hypertension.

Figure 3  Computed tomography oblique maximum intensity projection on 
the long axis of the variceal collector showing the gastric varix.     



patients. Symptomatic clinical presentation is often the 
result of  PVA rupture or secondary thrombosis, portal 
hypertension, or biliary compression-induced cholesta-
sis[3,7-10]. In the patient described herein, the PVA was 
diagnosed incidentally by ultrasonographic and CTA ex-
aminations, in accordance with its asymptomatic nature. 
The patient lacked a history of  risk factors or indicating 
signs of  PVA, which suggests that the aneurysm may be 
congenital. The patient’s portal hypertension was deter-
mined to be secondary to an increased portal blood flow. 
The prehepatic origin of  inflow justified the HVPG, 
which is typically normal in prehepatic portal hyperten-
sion. The asymptomatic nature of  the PVA somewhat 
complicated the choice of  therapy and the patient’s will-
ingness to accept various treatment options.

Portocaval shunting is a successful treatment approach 
frequently performed in patients with complicated por-
tal aneurysms accompanied by portal hypertension, and 
intrahepatic portosystemic shunting is considered an 
effective option for cirrhotic patients as it may prevent 
the risk of  portal thrombosis[11,12]. Accordingly, we con-
sidered that a portosystemic shunt may reduce the por-
tal pressure and turbulent flow within the aneurysm to 
achieve blood stasis in our patient, thereby reducing the 
risk of  thrombosis and rupture. However, the intrahe-
patic portosystemic shunt is not a recognized therapy of  
portal aneurysm, and the risk of  dysfunction in a patient 
without history of  variceal bleeding is uncertain. This 
fact, in conjunction with the patient’s preference, led us 
to apply a conservative management approach. A beta-
blocker was selected for the therapy since the patient’s 
gastroesophageal varices could be a contraindication for 
anticoagulation therapy[13]. 

In conclusion, the findings from our case highlights 
the benefit of  ultrasonography and CTA scanning to 
diagnose asymptomatic PVA and suggests its utility for 
monitoring PVA patients following conservative therapy.
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