
Hepatic portal venous gas (PVG) is a rare
and often puzzling clinical entity, with
widely varying features regarding pre−
sentation [1].
A 77−year−old white woman with a his−
tory of primary biliary cirrhosis presented
complaining of hematemesis and under−
went an esophagogastroduodenoscopy
and band ligation. Three days later, CT of
her abdomen was performed and showed
the presence of gas in the portal venous
system (l" Fig. 1) without any evidence
of pneumatosis, ischemia, or bowel thick−
ening. The Department of Surgery was
consulted for further evaluation of the
PVG, but given the patient’s debilitated
condition and the benign abdominal
exam findings, it was elected to continue
to monitor her. She did very well, without
any complaints of abdominal pain or fe−
ver, and was eventually discharged home
in a satisfactory condition.

First described amongst infants with ne−
crotizing enterocolitis, PVG has been re−
garded as a sign of an abdominal emer−
gency requiring urgent exploratory sur−
gery [2]. With the ever−expanding role of
CT scanning in the diagnosis and treat−
ment of abdominal complaints, however,
the finding of PVG has been demonstrat−
ed in a wider array of abdominal condi−
tions ranging from bowel necrosis to
chronic conditions such as ulcerative coli−
tis and Crohn’s disease [4].
It is not entirely clear what caused the
PVG in our patient. In the absence of any
abdominal findings and with a normal se−
rum lactate level, an abdominal emergen−
cy is less likely. In theory, the esophago−
gastroduodenoscopy may have been
responsible for causing vascular breach,
resulting in PVG without any evidence of
bowel necrosis.
The patient in this case was at high risk
for perioperative mortality with underly−
ing cirrhosis, and it was determined that
surgical intervention would be more
harmful than beneficial.
In conclusion, in selected patients in
whom PVG has been demonstrated on
imaging, such as the one described here,
supportive care may often be all that is
required.
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Careful observation of hepatic portal venous gas
following esophageal variceal band ligation

Fig. 1 Portal venous
gas seen as an inciden−
tal finding on CT scan of
the abdomen: gas is
present in the left por−
tal vein, superior mes−
enteric vein, splenic
vein, and the conflu−
ence of the portal vein.
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