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Introduction

• In patients with complex portomesenteric 
occlusion PVR TIPS is no always feasible or 
may not be advisable

• Length of occlusion is too long

• Splenectomy

• Previous transplant

• Surgical options are limited 
• Sugiura 

• Significant morbidity

• Limited availability
• Treats only left sided portal hypertension 

(EV and GVs)

• Surgical shunt

• Significant morbidity or mortality

• May not be feasible

• Multivisceral transplant
• Significant morbidity or mortality

• Difficulty posting patients
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Percutaneous Mesocaval Shunts

• First described by Nyman et al in 1996

• Used combination of CT and flouro to create a connection between the main trunk of the SMV and IVC

• Not feasible in every patient

• Occlusion of the mesenteric veins is too distal

• Target mesenteric veins too small

• Target MV and IVC don’t line up

• Structures in between MV and IVC

• Bowel

• Artery
• Pancreas
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Patient Selection

Multidisciplinary evaluation
Hepatology
Transplant surgery
Hematology
Interventional Radiology 

CTA/CTV Evaluation of anatomy
Safe window

Shunt should fit the symptoms
Right vs Left sided portal hypertension
Creating a splenorenal shunt for Roux varices 
may not work
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Technical Considerations 

• All cases performed under GA

• Have all devices ready to go

•Covered stent – VBX (Gore medical)

•Snares

•Wires

• Arterial access

•Imaging of arterial system to avoid inadvertent 
puncture

•Imaging of the mesenteric system

• Balloon only as big as you need until you 
place covered stent

• Keep shunt as short as possible and sized to 
diameter of inflow vessel in the right direction

•At least 6mm

• Bridging self expanding stent to anchor
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Case 1

• 21 yo with history of OLT for BA at 20yrs prior 
complicated by EPVO. Had done well up until 
recently when she presents with UGI bleed 
found to be from the Roux varices.

• Multiple attempts at doing a BATO would give 
temporary relief but admissions were 
becoming more frequent.

• INR 1.2

• Plts 159

• Tbili 0.4

• Cr 0.45

• Alb 2.8
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• Case discussed with Hepatology and 
Transplant Surgery and decision was made to 
attempt a mesocaval shunt

• First needed to recanalize supra-renal IVC

•  Plan is to use coronary vein as the conduit
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• At 6month follow-up no recurrent bleeding while 
on ½ dose DOAC

• Ultrasound shows patent shunt
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§ 30 F Jehovah’s Witness with PMHx 
JAK2 mutation with chronic PMT & 
portal HTN w/ extensive varices and 
bleeding. 

§ Not on anticoagulation due to recent 
bleeding and inability to receive blood 
products. 

§ Chief complaint: Recurrent 
esophageal bleeding, portal HTN, 
chronic portomesenteric thrombosis

§ Surgical history:
§ Partial splenic artery embolization, variceal 

embolization

§ Family medical history:
§ HTN (father and mother)

§ Medications:
§ None

§ Allergies:

§ NKDA

Case 2
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Imaging
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Diagnostic mesenteric angiogram
Diagnostic celiac and SMA angiogram and 

IVC and portomesenteric venogram for pre-
operative planning.
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Diagnostic mesenteric angiogram for pre-operative planning

§Delayed angiogram images demonstrate 
portomesenteric venous anatomy.

§Measurements of the SMV inflow vessel for stent 
sizing.
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Intervention
§ Tri-loop snare placed in 

IVC

§ SMV access 
percutaneously under US 
guidance – 20g INRAD 
needle

§ Needle advanced 
posteriorly into IVC

§ .018 Glidewire Advantage 
advanced through needle 
into IVC – snared, 
externalized via R IJ -
through-and-through 
access
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Intervention

§ Guide catheter for extra 
support

§ Pre-dilated tract btw SMV 
branch and IVC with 3mm 
Sterling balloon

§ 4-Fr Vert catheter 
advanced over the wire

§ Contrast injection 
confirms position within 
SMV branch
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Intervention

§ .018 Glidewire Advantage 
passed via R IJ sheath 
into SMV branch, 
advanced Vert catheter

§ Advanced the sheath into 
SMV branch
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Intervention

§ 12 x 60 mm EPIC stent placed inside 
VBX to anchor its proximal and distal 
positions
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Intervention

§ Final SMA angio demonstrates brisk 
flow through the mesocaval shunt into 
the IVC with minimal filling of the 
portal cavernoma
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Post-operative course

§ Post-procedure:
§ Admitted to inpatient

§ Cipro/Flagyl x 2 weeks

§ Mesocaval shunt duplex POD1

§ Observed to signs of bleeding, initiated 
Lovenox POD1

§ Discharged POD1

§ 3 year follow-up:

§ Imaging shows patent shunt

§ No S/S of bleeding

§ Tolerating Lovenox
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Conclusion

• With appropriate patient selection and use of various techniques, percutaneous mesocaval shunts 
can be created in patients who would traditionally not be a TIPS candidate due to anatomy

• Shunts can be created to collateral veins if they are large enough (>6mm) and have enough runway

• Primary patency in our experience has been very good
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Thank You/Any Questions?
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