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Table 1 Laboratory data on admission

WBC 2,700 /mm? GOT 67 iu/l
RBC 380%10* /mm? GPT 23 iu/1
Hg 9.3g/dl LDH 251 iu/1
Ht 31% T.Bilirubin 0.7 mg/dl
Pit 6.7%10* /mm? Thrombo test 75.4 %
Na 143 mEq/1 | Hepaplastin test

K 4.3 mEq/1 63.4%

Cl 112 mEq/1 ICG Rys 4%
BUN 12 mg/dl ICGK 0.06 min *
Crea. 0.6md/dl | HB, Ag (=)

NH; 116 gg/dl HB, Ab (=)
AFP 5ng/dl HCV (+)

Fig. 1a Percutaneous transhepatic portography
demonstrated a giant splenorenal shunt.
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Fig. 1b Selective injection of contrast medium
into the shunt visualized a whole aspect of the

splenorenal shunt.

Fig. 1¢ Draining portion of the splenorenal shunt
to the left renal vein was clearly recognized
(arrow).
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@ MRENR~EE L 7> catheter X » absorbable gel-
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Fig. 2 Schema of the procedure of interventional
radiology.
A : A catheter was placed into the splenorenal
shunt from percutaneous transhepatic route.
From here, steel coils and absorbable gelatin
sponges were injected. B : A balloon catheter was
placed into the draining portion of the splenor-
enal shunt from the right jugular vein. Fibrin glue
was injected from here. C: Partial splenic embol-

ization was done.
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Fig. 3 Percutaneous transhepatic portography
after embolization showed the complete obstruc-
tion of the shunt and visualized the splenic vein

which was not visualized before embolization.

Fig. 4 Arterial portography four weeks after em-
bolization showed the perfect embolization of the
splenorenal shunt.
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Table 2 Comparison of labolatory data between before and after embol-

ization
Before After
NH; (zeg/dl) 112 (mean of 3 times) 33(mean of 4 times)
Aminoacid analysis
tyrosine (m mol/1) 147 77
phenylalanine {(m mol/1) 116 80
tryptophan (m mol/1) 93 51
Fischer’s ratio 1.38 2.06
ICG Ri(%) 44 19

K (min™) 0.06 0.116

Blood flow of the liver
(ml/min)

Table 3 Laboratory data on six months after em-

bolization

WBC 3,500 /mm® Crea. 0.7 mg/dl
RBC 383 x10* /mm? NH;, 36 ug/dl
Hg 9.8g/dl AFP 4.2g/dl
Ht 31.3% | GOT 38iu/1
Plt 14.1X10* /mm? GPT 10 iu/1
Na 143 mEq/1 LDH 316 iu/1

K 4.5mEq/!1 | T.Bilirubin 0.4 mg/dl
Cl 104 mEq/1 Thrombo test 100 %
BUN 12mg/dl | Hepaplastin test 85%
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A Case of Interventional Radiology Effective for Portosystemic Encephalopathy
with a Large Splenorenal Shunt

Tetsuya Kaneko, Akio Harada, Norimasa Yoshida, Soichiro Inoue, Hiroya Murakami,
Toshiaki Nonami, Akimasa Nakao and Hiroshi Takagi
Department of Surgery II, Faculty of Medicine, Nagoya University

A 57-year-old woman hospitalized for recurrent loss of consciousness. A giant splenorenal shunt was suspected
from color doppler ultrasonography. Percutaneous transhepatic portography and selective injection of contrast
medium into the shunt clearly visualized the whole aspect of the splenorenal shunt. When she lost consciousness,
her blood ammonia level was 326 ug/dl. The results of serum amino acid analysis revealed a high level of aromatic
amino acids and a low Fisher’s ratio. Indocyanine green (ICG) clearance from blood was very low. Perfect
embolization of the giant splenorenal shunt was performed by ultrasound-guided interventional radiology, after
which the blood levels of ammonia and aromatic amino acids normalized. Fisher’s ratio and ICG clearance were
improved ten months after this procedure, the patient is well and has not experienced any loss of consciousness.
For the portosystemic encephalopathy accompanying severe liver damage, shunt embolization by interventional
radiology was effective and less invasive than surgical operation.
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