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ABSTRACT

The elimination of the aetiological factors causing liver injury is an important cornerstone in preventing progression and increasing survival 

in patients with cirrhosis. The authors present the case of a 63-year-old woman with a history of long-term alcohol abuse and consequent 

liver cirrhosis. Over the years, the patient presented progressive deterioration with severe malnutrition and had multiple hospital 

admissions due to decompensated cirrhosis, including refractory ascites, variceal bleeding and an extensive portal vein thrombosis (PVT). 

Anticoagulant therapy was not initiated due to a high risk of variceal bleeding. She eventually became abstinent, but PVT precluded a liver 

transplant. Over the following 10 years, her performance status gradually improved, with no new decompensation episodes and liver function 

normalization, although refractory ascites persisted. Abdominal CT showed spontaneous recanalization of the portal vein and a transjugular 

intrahepatic portosystemic shunt (TIPS) procedure was performed with gradual improvement of ascites. In this atypical case, an unexpected 

favourable evolution of advanced stage cirrhosis was observed with long-term improvement in clinical status and liver function, resulting 

in an estimated 10-year cumulative mortality rate of 99.98% and highlighting the importance of abstinence. Unexpectedly, spontaneous 

complete repermeabilization of the PVT was also observed, despite its extent and the absence of anticoagulation therapy.

LEARNING POINTS

• The elimination of the aetiological factors causing liver injury is the cornerstone in preventing decompensation and improving prognosis 

in patients with cirrhosis. 

• Spontaneous complete recanalization of the portal vein may occur.

• A transjugular intrahepatic portosystemic shunt (TIPS) is effective in managing some of the major complications of portal hypertension, 

such as refractory ascites, and provides secondary prophylaxis of oesophageal variceal haemorrhage.
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INTRODUCTION

Cirrhosis is an important cause of morbidity and mortality worldwide. In the past, it was considered an irreversible state, but multiple clinical 

studies have shown regression of liver fibrosis and reversal of cirrhosis [1]. The elimination of the aetiological factors causing liver injury, 

including alcohol consumption, is an important cornerstone in its management, and clearly effective in preventing decompensation which is 

associated with high mortality rates, and also in increasing the survival of patients with compensated cirrhosis [2]. However, in decompensated 

cirrhosis it is less effective and depends on the status of the liver disease [3]. 
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CASE DESCRIPTION 

A 63-year-old white woman presented with alcohol-related liver disease diagnosed 15 years previously. She had a significant medical 

history of long-term chronic alcohol abuse (~90 g/day), arterial hypertension, dyslipidemia and hyperuricemia; no history of blood products 

transfusion, illicit drug injection, or other liver disease risk factors; and no medical follow-up. Five years after her earlier diagnosis, following 

hospital admission for traumatic brain injury, the patient initiated regular medical monitoring. By that time, she was Child-Pugh class B (8 

points) with a MELD score of 13. Liver study excluded other viral, autoimmune and metabolic aetiologies. During the following 2 years, 

the patient experienced clinical deterioration with severe malnutrition, a performance status of 4 and multiple hospital admissions due 

to decompensation including refractory ascites (Fig. 1), recurrent hepatic encephalopathy, variceal bleeding (oesophageal and rectal) and 

hyponatremia, and also infections (sepsis and spontaneous bacterial peritonitis).

.

Figure 1. Abdominal CT showing a cirrhotic liver with no focal 

lesions, a large volume of ascites and a patent portal vein (arrows)

Abdominal computed tomography (CT) showed portal vein thrombosis (PVT) (>50% of the lumen) that reached the left and right intrahepatic 

branches (Fig. 2). The coagulation tests excluded thrombophilia. Anticoagulant therapy was not initiated due to the high variceal bleeding 

risk. At that time, the patient stopped alcohol consumption, and a pre-liver transplant study was carried out. Unfortunately, the patient was 

not elected for transplantation due to the extent of PVT (including the superior mesenteric vein) (Fig. 3).

.

Figure 2. Abdominal CT showing portal vein thrombosis (PVT) (>50% of the 

lumen) extending to the left and right intrahepatic branches (arrow)

Figure 3. Abdominal CT, a few months later, showing complete portal vein 

thrombosis (PVT) (arrow)
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The patient maintained regular follow-up, and continued alcohol abstinence. Her neurological and performance status gradually improved 

and she showed no new decompensations. However, refractory ascites persisted, with regular large volume paracentesis needed. Five years 

later, abdominal CT showed spontaneous complete recanalization of the portal vein (Fig. 4). 

.

Figure 4. Abdominal CT showing total recanalization of the portal vein (arrows)

At this time, the patient had a performance status of 1 and a MELD score of 7 and was Child-Pugh class B (7 points). A transjugular intrahepatic 

portosystemic shunt (TIPS) procedure was performed with gradual improvement of ascites. Currently, the patient has a performance status 

of 0, and she is Child-Pugh class A (5 points) with a MELD score of 7. She has no ascites, is not taking any diuretics and has a patent TIPS. She 

maintains close hepatology follow-up. 

DISCUSSION

The clinical course of cirrhosis is asymptomatic until increasing portal pressure and worsening liver function result in clinical decompensation[3]. 

This report highlights the possibility of reversing this clinical course, despite previous severe decompensations, through the elimination of 

factors causing liver injury, thus improving the patient’s quality of life and prognosis. In this case, an unexpected favourable evolution of 

advanced stage cirrhosis was observed, with an estimated 10-year cumulative mortality rate of 99.98%. Long-term improvement in clinical 

status and liver function has resulted in the current mortality rate of 3.4% per year, demonstrating the importance and impact of abstinence 

from alcohol use on clinical outcome. Currently, the patient maintains preserved liver function, without any indication for liver transplant. 

We also observed spontaneous complete repermeabilization of the portal venous system, despite the extent of thrombosis and lack of 

anticoagulation therapy due to a high risk of variceal bleeding.

PVT is a common complication of advanced liver disease and hepatobiliary malignancies, caused by underlying multifactorial prothrombotic 

states ranging from asymptomatic to life-threating conditions related to portal hypertension and hepatic decompensation. On the other 

hand, PVT has been shown to be independently associated with a higher risk of variceal bleeding, leading to increased mortality. Studies 

also demonstrate increased mortality associated with thrombus extension into the superior mesenteric vein. Although spontaneous 

complete recanalization of the portal vein may occur, mainly when thrombosis is partial [4], treatment with anticoagulants, once considered 

contraindicated, is now indicated. 

The authors want to highlight the challenges of anticoagulant therapy in patients with cirrhosis: their case complexity, with frequent 

recurrent bleeding episodes and uncontrolled disease, and the lack of clinical trials with this type of patient, possibly encourage non-

initiation of such therapy. The safer anticoagulants, the potential role of direct oral anticoagulants and the optimal duration of therapy are 

still a matter of debate [5]. 

All studies underline the absolute need for screening for gastroesophageal varices prior to anticoagulant therapy, so that primary or 

secondary bleeding preventive strategies can be initiated. In contrast to the case presented, PVT may no longer be a contraindication to 

liver transplantation depending on its extent. Due to refractory ascites, TIPS was the chosen treatment, since liver function was preserved 

and consequently a liver transplant was not necessary. This procedure helped improve the patient’s condition. The patient maintains close 

follow-up with screening for hepatocellular carcinoma and other complications, such as recurrence of thrombosis. 
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