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CASE REPORT

In March 2008, a 34 year-old woman presented to her 
primary care physician complaining of mild right upper 
quadrant pain that started two months ago.  She was con-
suming alcohol only socially and she had never smoked. 
She gave birth to three healthy children. She had never 
received any contraceptives. Her family history was es-
sentially free. Her physical exam was unremarkable. Past 
medical and surgical history was noncontributory except 
the fact that she had another episode with similar symptoms 
three years ago that resolved spontaneously one month lat-
er. At that time, she had undergone an extensive work-up 
(including CT imaging, esophagogastroscopy and colonos-
copy) that was negative. This time however, work-up was 
more revealing. Total bilirubin was elevated to 1.8 mg/dl. 
The rest of blood chemistry, including hepatitis panel and 
tumor markers (α-Fp, CA19-9, CEA, CA125) was within 
normal limits. An abdominal ultrasound revealed a liver 
lesion at the confluence of the hepatic veins (segments IVa 
and I), measuring 3.8 cm. This lesion was further charac-
terized by triple phase contrast, multi-detector (64) CT and 
by T1/T2 weighted MRI. The mass was obstructing the left 
and middle hepatic veins and nearly obstructing the right 
hepatic vein (Figure 1). The lesion had the typical appear-
ance of focal nodular hyperplasia (FNH). In addition, the 
CT revealed signs of portal hypertension including dilation 
of the splenic vein with development of retropancreatic 
varices, splenomegaly and free abdominal fluid (Figure 
2). The spleen size was calculated by CT volumetrics to 

be 327 cm3. Given the fact that hepatic veins were found 
to be dilated too, the working diagnosis was finalized as 
follows: a small FNH lesion, located at the confluence of 
the hepatic veins, obstructs the hepatic outflow, leading to 
Budd-Chiari Syndrome (BCS).

The decision was made to proceed with surgical re-
section of the lesion. The patient underwent an uncom-
plicated left hemihepatectomy (segments I, II, III and 
IV). The left and middle hepatic veins were included into 
the specimen. Patient’s total bilirubin on the 10th post-
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Abstract
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Figure 1: Triple phase contrast CT (spiral) revealed that the 
left and middle hepatic veins (white arrows) were obstructed 
by the tumor, where as the right hepatic vein (black arrow) 
was nearly obstructed.
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operative day was 0.7 mg/dl. A CT scan performed the 
same day revealed complete decompression of the right 
hepatic vein and the retrohepatic inferior vena cava. The 

outpatient follow-up was unremarkable. She maintained 
a normal total bilirubin value. A CT scan on the 90th post-
operative day showed a splenic vein with normal size, 

collapse of the retropancreatic varices and absence of in-
traperitoneal free fluid (Figure 3). She remained well on 
her last visit to the Outpatient Clinic in July 2008.

Despite some rare reports of either spontaneous rup-
ture1 or radiographic misdiagnosis2 of an FNH, the be-
nign nature of this lesion is well established and the cur-
rent recommendations favor its observation and not its 
surgical resection3. In addition, BCS is associated with 
the presence of regenerative nodules that are FNH-like in 
almost half of the cases. These lesions are developed as a 
consequence of the BCS, after the development of com-
pensatory arterial hyperemia4. In contrast, in our patient, 
a single FNH was the cause and not the consequence of 
BCS. Due to its location and the forthcoming complica-
tions related with the evolution of BCS, this otherwise 
benign lesion needed to be treated as a “malignant” one, 
i.e. with surgical resection. The success of the chosen 
treatment is reflected not only in qualitative parameters 
(splenic vein normalization, collapse of the retropancre-
atic varices, absence of intraperitoneal free fluid) but in 
quantitive parameters too, i.e. the total bilirubin value. As 
a final comment, when the patient had the same symptoms 
three years ago, she had undergone a plain abdominal CT 
that was normal. This time, she underwent a triple phase 
contrast CT that revealed the lesion (enhances strongly 
at the arterial phase). It is tempting to assume that, if she 
had undergone either a sonogram or a triple phase con-
trast CT three years ago, the lesion (smaller of course) 
would have been disclosed earlier. We constantly need 
to keep in mind that whenever we investigate symptoms 
that might come from the liver, the imaging modalities of 
choice are the sonogram and the triple phase contrast CT 
(spiral) and not the plain single phase contrast abdominal 
CT scan.
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Figure 3: Three months after hepatectomy, the portal phase 
of the spiral CT revealed complete collapse of the retropan-
creatic varices. 

Figure 2: The portal phase of the spiral CT revealed an ex-
tensive network of retropancreatic varices (white arrow) to-
gether with a dilated portalvein.


