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Case Presentation
• 2-year-old female neutered domestic short hair cat. 
• 2 week history of lethargy, inappetence and recent moderate weight loss. 
• Physical examination findings:

- Abdominal distention with a palpable fluid thrill.
- Body condition score 3/9. 
- Rectal temperature of 38.9°C. 
- Peripheral lymph nodes within normal limits. 
- Thoracic and cardiac auscultation was unremarkable.

Initial Investigations

• Focused ultrasonography confirmed the presence of an abdominal 
effusion. 

• Findings make it unlikely that the effusion was due to
hypoproteinaemia. 

• Hypokalaemia, increased CK and ALT would be 
consistent with the clinical history of inappetence
and weight loss.
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Evaluation of Results
• The nature of these findings are deemed to be more consistent with a 

vascular extension of the primary mass due to the dilation of the CVC, 
compared to a thrombus that would be expected to increase in length 
with progression.

• The occlusion of the CVC and hepatic vasculature causes portal and 
hepatic congestion. 

• This congestion causes transudation of fluid from the vasculature, 
resulting in the ascites seen on presentation. 

• This phenomenon is known as Budd-Chiari syndrome.1

Further Investigations

• Abdominocentesis yielded a high protein modified transudate. 
• There is no indication of an active inflammatory response based on an 

APG value of less than 500. Coupled with negative titres and a high A:G 
ratio, feline infectious peritonitis was considered an unlikely diagnosis. 

• Cytology from fine needle aspirates of the mass revealed:
- Large numbers of atypical lymphoid cells with a high mitotic rate. 
- Cells with large nuclei and small amounts of deeply basophilic cytoplasm. 

Differential Diagnoses for the abdominal 
effusion
• Inflammatory - lymphocytic cholangitis, hepatitis
• Vascular - portal hypertension (pre 

hepatic/hepatic/post hepatic)
• Cardiac - right sided failure
• Infectious - feline infectious peritonitis
• Neoplastic - lymphoma

Diagnostic Imaging
• Echocardiography:

- No structural heart disease.

• Abdominal ultrasonography:
- Mild hepatomegaly with a focal hypoechoic, 
heterogenous region surrounding the cranial 
portion of the caudal vena cava (CVC). 
- Expansile soft tissue material was present within 
the lumen of the CVC at this level, causing 
dilation of the vessel. 
- Reversal of caval flow with redirection of blood 
into the basivertebral system.  (Figure 1)

• Computed tomography: 
- Hepatic mass in the right craniodorsal aspect of 
the liver. (Figure 3)
- Tracking of the mass along the wall of the CVC. 
- Enhancement of the mass with contrast.
(Figure 2)

Diagnosis and Treatment
• The findings confirmed a diagnosis of high-grade 

lymphoma. 
• The cat was started on a high dose COP 

chemotherapy protocol:
- Vincristine at 0.6mg/m2 IV weekly
- Prednisolone at initial dose of 40mg/m2 PO daily
- Cyclophosphamide at 200mg/m2 PO monthly 

Case Follow-up
• One week later:
- No fluid thrill or abdominal distention present. 
- Repeat abdominal ultrasound showed 

normalisation of the caval flow (Figure 4) and 
resolution of the ascites (Budd-Chiari  syndrome). 

- Prednisolone dose tapered to 26mg/m2 PO daily.

• One month later:
• Continuation of treatment based upon ongoing 

good response to therapy 
• The response to therapy is a positive prognostic 

indicator in this case.2

• Prognosis for young cats diagnosed with high 
grade lymphoma remains guarded with a mean 
survival time of 6-9months.

Conclusion and Discussion
• This case highlights a unique presentation of 

feline lymphoma. 
• The presence of vascular invasion causing 

complete obstruction of the CVC and consequent 
Budd-Chiari syndrome has not been previously 
reported.

• This case showed clinical improvement following 
chemotherapy.

Figure 1. Colour Doppler showing flow within both the aorta 
and CVC travelling from cranial (the left of the image) to 

caudal. Shunting of blood into basivertebral system (arrow).

Figure 2. Computed tomography image showing 
abrupt interruption of contrast in the CVC due to 

vascular extension of tumour. 

Figure 3. Computed tomography image showing the 
hepaac mass (black arrows).

Figure 4. Colour Doppler showing normalization of  flow 
within the CVC travelling from cranial (the left of the image) 

to caudal.

Haematology Results RI

Haematocrit 23.5% Low 27-50

Lymphocytes 0.9 x109/L Low 1.5-7 

Biochemistry Results RI

Total Protein 39g/L Low 52-80

Albumin 22g/L Low 24-42
Potassium 3.2mmol/L Low 3.6-6.0
CK 1059U/L High 0-152
ALT 125U/L High 0-40

Laboratory Tests Results RI
Albumin: Globulin ratio of effusion 2.43
Alpha 1-acid glycoprotein (AGP) 357ug/ml <500ug/ml
Feline Coronavirus  antibody titre (blood) 0 - Negative
Feline Coronavirus  antibody titre (effusion) 0 - Negative
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