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• Como saber si la TP es aguda?
• Estudio de imagen previo (fiable!) sin TP
• Estudio de Imagen con Vena identificable y 

material que ocupa la luz en su interior 

TP aguda en la cirrosis

Oclusión completa con vena porta 
identificable

Imposible reconocer la 
vena porta



No siempre es evidente
• La TP crónica puede promover importantes cambios 

macroscópicos en un hígado sano (atrofia y/o 
hipertrofia de diferentes segmentos)

• Cirrosis y la HTP idiopática pueden ocasionar 
cambios morfológicos semejantes

HPICirrosis

La TP es en un paciente con Cirrosis?



Es trombo o es una trombosis tumoral?

Expansión 
Venosa

Neovascularización
Arterial

• Criterios A-VENA (3 o más): 
• AFP >1000 ng/dL
• Expansión Venosa 
• Realce (Enhancement) 

del trombo
• Neovascularización
• Trombo Adyacente al 

CHC

• En ocasiones será necesaría
la biopsia del trombo



Cirrosis y TP.

Tratar o no tratar?



Historia Natural de la TP en la Cirrosis

• Desaparición espontánea o disminución (0 to 70%)
• Estabilidad (hasta en un 45%)
• Progresión (7-71%)

Francoz et al. 2005; Senzolo et al. 2012 ; Luca  et al. 2012 ; Maruyama et al. 2013; Nery et al. 2013 

Estudios: 
• Seguimiento corto
• No estratificación por el tipo de trombosis (estadiaje) 



TP. Estadiaje

- Parcial/Oclusiva (% de luz ocupada)
- Segmentos del Sistema portal afectados (tronco/esplénica/mesentérica)



• La TP aumenta el riesgo de HDAxVE y/o se asocia a un mayor 
fracaso del tratamiento

• No esta claro si el desarrollo de TP aumenta las complicaciones 
y empeora la supervivencia

¿Impacta la TP en la evolución de la Cirrosis?

• Teoría: Incrementaría la HTP y reduciría el flujo hepático (¿sólo
si una oclusión total o casi total?).



La TP que impide la reconstrucción fisiológica
portal: Mayor mortalidad y mayor riesgo de 

retrombosis

TP y Trasplante Hepático

• Dificulta el transplante y aumenta la mortalidad Post-
Transplante.

• No todos los estudios concuerdan.



PVT in Cirrhosis. Anticoagulation Efficacy

Loffredo et al. Gastroenterology 2017

53% 33%

Metanalysis of studies in pts with cirrhosis treated with ACO or not treated



PVT in Cirrhosis. Anticoagulation Efficacy

Loffredo et al. Gastroenterology 2017

42% 13%

- One RCT: TIPS with/without ACO. Recanalization very high
without ACO, but TIPS!

- No data on localization or extension of thrombi



Does PVT recannalization impact outcomes? 

Delgado et al. Clin Gastroenterol Hepatol. 2012

Liver related complications

La Mura et al. Clinical Gastroenterology and Hepatology 2018 



What should we expect if stopping ACO?

Pathophysiological mechanisms leading to PVT remain

Rethrombosis (27-38.5%) after successful recannalization  has 
been reported after stopping anticoagulation

Amitrano et al. 2010; Delgado et al. 2012; Pettinari et al.2019

In seven of the 35 pts (20%) without recanalization additional 
PVT progression after treatment discontinuation.

Pettinari et al.2019

Take this into account if you consider stopping Anticoagulation! 



• LMWH:
• Requires antithrombin; reduced in cirrhosis. 
• 1-2 daily injections. 
• Do not need monitoring (anti-FXa assay is not reliable in 

patients with cirrhosis to measure anticoagulant effect).
• Safer than VKA?

• VKA:        
• Also decrease the anticoagulants protein C and S already 

reduced in cirrhosis
• INR aimed at interval 2.0-3.0 but suboptimal monitoring 

using INR.

Anticoagulant agents in cirrhosis



Direct Oral Anticoagulants in Cirrhosis

Intagliata et al. Dig Dis Sci 2016 (any indication)
De Gottardi for the VALDIG group. Liv Intern 2017 (any indication)
Lapumnuaypol K et al. QMJ 2019 (any indication)
Chokesuwattanaskul et al. Dig Liv Dis 2019 (atrial fibrilation)

Similar/reduced risk of bleeding when compared to traditional ACOs

Nagaoki et al. Hepatol Res 2018
Hanafy et al. Vascul Pharmacol 2019

Higher efficacy? in PVT 

• Retrospective study (Edoxaban vs Warfarin). Warfarin very poor 
results 

• RCT Acute PVT post-splenectomy (Rivaroxaban vs Warfarin). 
Small sample size. Recanalization rate with Riva >80%!

Safe for Child A. Also for Child B?. 
Child C not recommended but not data



TIPS in Pts with Cirrhosis and PVT

Rodrigues et al. Aliment Pharmacol Ther. 2019.

• In most cases, TIPS was indicated to treat severe complications 
of portal hypertension and not PVT itself

• The number of patients in whom TIPS was even not considered 
because of extensive PVT is unknown

• Difficult to estimate the applicability of TIPS in PVT in cirrhosis



HDA x Varices en Pacientes con cirrosis y TP

Luo et al. Radiology 2015;

Variceal Rebleeding H. Encephalopathy Survival

Resultados semejantes en otro RCT (Lv et al. Gut 2018). Ambos pequeño tamaño muestral

• TIPS + ACO (n=37); EBL + Prop (n=36), ACO tras erradicación
• Child B (n=49) + C (n=24)



Treatment of PVT in Cirrhosis. Points to Consider

- Actual or Potential OLT Candidate
- Adequate portal vessels for OLT
- PVT Extension (partial or occlusive)
- Associated Symptoms



Recent asymptomatic PVT

Close imaging
follow-up

Current or future LT candidateNon LT candidate

< 25% PVT< 50% PVT and 
<50% at both IPVB

≥50% PVT or 
≥ 50%  at both

Intrahepatic branches

If PVT 
progression

Consider TIPS and
stop anticoagulation

If PVT 
progression

Consider TIPS and
stop anticoagulation

≥ 25% PVT
or ≥ 25% at Both

IPVB

Anticoagulation
until LT Close

imaging follow-up*
Yes

Consider
anticoagulation for at 

least 6monts and close
imaging follow-up

Yes PVT 
progression?

No 

Imaging
follow-up



Symptomatic Recent PVT
Variceal bleeding or  

difficult to treat ascites

˂ 50% PVT
or 

˂ 50% both IPVB
Close imaging follow-up

Yes

Intestinal ischemia

Emergent Surgery and 
Radiology Consultation. 
If Surgery no indicated, 

Long term anticoagulation

≥ 50% PVT 
and

≥ 50% at both IPVB

•Anticoagulation

•Consider TIPS

PVT progression to ≥ 50%?

No

Imaging
follow-up
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TP aguda en la cirrosis. 
Formas de presentación

• Hallazgo casual. US screening CHC

• En contexto descompensación cirrosis

• HDA x VEG (TP se asocia con mayor fracaso en 
el control de la hemorragia, recidiva y muerte)

• Otras descompensaciones

• Isquemia Intestinal x congestión venosa (VMS). 
Poco frecuente por preexistencia colaterales x HTP



Patient with cirrhosis and PVT

>50% occlusion / progressive PVT of the trunk or 
both main branches in a potential transplant 

candidate or extension of thrombus into SMV*

Anticoagulation
(LMWH, VKA, DOACs)

Evaluation at 3-6 months 
(CT scan or MRI)

Partial recanalization or 
resolution of occlusive PVT 

or stabilization of partial PVT 

Continue anticoagulation 
for life or until transplant Consider TIPS

 mechanical 
thrombolysis

If h/o variceal 
hemorrhage or hard‐
to‐treat ascites

Chronic PVT without PV 
remnant or splenic vein 

access

No anticoagulation 
nor TIPS**

• In patients who do not meet these criteria, evaluating with US Doppler every 3 months for progression of thrombus is reasonable,
no anticoagulation recommended

Progression of PVT or 
lack of improvement of 

occlusive PVT

In the presence of PV remnant or 
splenic vein access, consider  PV 
recanalization plus TIPS


