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natural anticoagulants (protein C, S and anti-thrombin
Introduction 11, taking oral contraceptives, abdominal trauma, my-

During pregnancy, biliary sludge and gallstone forma-
tion could occur, and that is the cause of acute pancreatitis
in pregnant women'’. Portal vein thrombosis (PVT) or
mesenteric vein thrombosis (MVT) is an rare occurrence
in pregnancy™. That is usually associated with genetic

coagulation abnormality such as hereditary deficiency of

eloproliferative disorders or autoimmune disease. In the
literature review, there is no report that PVT and MVT
simultaneously occurred after normal delivery without
any coagulation abnormality and associated underlying
diseases, and presented acute pancreatitis. Here, we re-
port a rare case of 28 years old female with subacute PVT

and MVT with acute pancreatitis after normal delivery.
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Case

A 28-year-old woman was admitted to hospital due to
a right upper quadrant pain. She had given birth to a
baby one month ago and developed an intermittent right
upper quadrant pain. She had never used oral contracep-
tives, and had no smoking and alcohol history. Moreover,
there was no history of abortion, abdominal trauma, pan-
creatitis, autoimmune disease, myelodysplastic disease,
or thromboembolism. A physical examination showed di-
rect and moderate rebound tenderness on the right upper
abdominal quadrant. Her blood pressure was 110/60mm
Hg, heart rate 96/min, and respiratory rate 28/min. Labo-
ratory tests showed a white blood cell count of 7,900/
mm’ (neutrophil count 50%) , hematocrit 35.9%, and pla-
telet 149,000/mm®. Amylase of 180U/L and lipase of
100U/L were slightly elevated. The levels of alkaline pho-
sphatase, total bilirubin, serum aminotransferase, trigly-
ceride levels and prothrombin time were within normal
values. Results of tests for antiphospholipid syndrome
markers, such as IgG and IgM anti-cardiolipid antibody

were negative. Protein C was 0.27mg/dl (reference value,

0.17—0.32) and protein S 3.01mg/dL (reference value,
0.95—2.3). The lupus anticoagulant test and FANA were
negative, and IgG, IgM, IgA, C3, and C4 were within
normal values. Pancreas dynamic computed tomography
with angiography showed a diffuse swollen pancreas and
thrombosis of the superior mesenteric vein(SMV) and
PV. In addition, it showed infiltration at the head of the
pancreas and around celiac axis and superior mesenteric
artery (SMA), extending to small bowel mesenteric root
(Fig. 1). Abdominal ultrasonography showed no abnor-
mality of the common bile duct and gallbladder. Doppler
showed no portal vein flow. Gastroduodenofibroscopy
showed chronic superficial gastritis without gastric or eso-
phageal varix .

She was started on intravenous heparin by infusion at
1,000units/hr to maintain an activated partial thrombo-
plastin time of 60 to 80%. On the 5™ hospital day, oral
warfarin was substituted for heparin. Second follow up
pancreas dynamic CT after 7days showed that fluid col-
lection was decreased around the celiac axis, SMA and
mesenteric vein. Swelling of the pancreatic head was also
decreased and SMV and PV thrombosis were slightly
decreased (Fig. 2). The abdominal pain complete disap-

Fig. 1. Initial pancreatic dynamic CT. CT showed thrombosis of portal vein (black arrow, 1A), thrombosis of the superior
mesenteric vein, and infiliration at the pancreatic head and around celiac axis and SMA, extending to the

small bowel mesenteric root (white arrow, 1B).
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Fig. 2. Follow-up CT was performed on 7th hospital day. Thromboses of the PV (black arrow, 2A) and SMA (white ar-
row, 2B) were decreased. Also fluid collection was almost disappeared and decreased pancreatic swelling.
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peared on hospital day seventh and she was discharged
with oral warfarin after 2 weeks in hospital. One month
after discharge, follow-up dynamic CT showed a normal
sized pancreas and the absence of peripancreatic fluid.
The size of SMVT and PVT were also further decreased.
However, progressive obliteration of SMV and PV and
more cavernous formation in the porta hepatis with peri-
cholecystic collateral vessels were observed (Fig. 3) . She
was discontinued oral warfarin after 3 month. After 9 mon-
th of oral warfarin’s discontinuation, she was re-admi-
tted due to hematemesis of esophageal varix. Esophageal
band ligation was successfully done.

Discussion

Delivery may have many complications, but abdomi-
nal vein thrombosis is unusual”, and SMVT and PVT

of 1 per 3,300 pregnancies”. Moreover, symptoms of
cholecystis and biliary dyskinesia due to sludge formation
usually disappear at postpartum”. Initial dynamic CT
showed that the head of the pancreas was swollen and
that diffuse infiltration was present in the peripancreatic
area. Microscopic biliary sludge could be considered as
a precursor of gallstones and the cause of acute pancrea-
titis in many cases’’. However, there was no evidence of
biliary sludge or ductal dilatation by abdominal ultraso-
nography at one month after pain-onset. Also, if the th-
rombosis was induced by acute biliary pancreatitis, most
of thrombosis should be disappeared after pancreatitis
improved. But there is still option that microbiliary slu-
dges after delivery could have disappeared.

Abdominal vein thrombosis can be inherited or acquired.
The causes of inherited thrombophilia are ; factor V lei-
den mutation®, prothrombin mutation®, or deficiency of

with-acute-panereatitis-is-very rare”- After chitdbirth; the
described patient here had epigastric pain and a radiating
back pain and dynamic CT showed SMVT and PVT with
pancreatic swelling and peripancreatic infiltration. It is
difficult to determine the order of disease, we could pro-
pose two processes. The first possible process is that a
painful normal delivery could have resulted in abdominal
venous thromboses and cavernous transformation, and
that subsequent to these events a blood supply insuffici-
ency caused acute pancreatitis. Another one is that pre-
gnancy-induced biliary sludge could have resulted in acute
pancreatitis, and that subsequent to hypercoagulability
and inflammatory change caused abdominal vein throm-
bosis and cavernous transformation.

During pregnancy, biliary sludge and gallstone forma-
tion may occur in 31% and 3% of pregnant women, res-
pectively'’. However, acute pancreatitis occurs at a rate

protein C, protein S or ant1-thr0mbm7’, whereas the cause
of acquired thrombophilia are ; ages’, malignant disease”,
surgery, immobilization, drugs, antiphopholipid syndrome,

19 However we found no

pregnancy, or Behcet’s disease
definite cause of pancreatitis or abdominal vein throm-
bosis except a delivery in this case. Many causes in portal
vein thrombosis are known such as trauma, intra-abdo-
minal sepsis, pancreatitis and prothrombotic disorders, but
over 50% of the etiologies in individual patients remained
unidentified'". Portal vein thrombosis can obstruct blood
flow to the liver and may extend towards intrahepatic
portal veins. Moreover, these thromboses may extend to
involve splenic or mesenteric veins. Collateral vessels
which bypass an obstructed segment begin to form in a
few days after obstruction and within 3—5 weeks orga-
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nize into a cavernous transformation just like pre-

sented case here. MVT is observed in 10% of all patients

Fig. 3. 279 follow-up CT. Dynamic CT of the pancreas was performed after 4 weeks. Progressive obliteration of
PV (white arrow, 3A) was associated with cavernous formation in the porta hepatic (black arrow, 3B).
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with mesenteric ischemia and in 18% of those with acute
mesenteric ischemia'®. The important risk factors are
considered to be the presence of a large spleen, cirrhosis,
surgery, abdominal inflammation, intra-abdominal cancer,
and a thrombophilic condition”. Moreover, a genetic fac-
tor predisposing thrombosis is present in 78% of patie-
nts!®. Except fulminant cases, patients with mesenteric
venous thrombosis typically present later with more dif-
fuse, nonspecific abdominal pain associated with anorexia
and diarrhea”.

After diagnosis, treatment must be initiated by anti-
coagulation, unless the patient has findings of peritoneal
irritation, in which case laparotomy is indicated. Intrave-
nous fluid resuscitation with crystalloids and blood pro-
ducts should be started promptly to correct for volume
deficits and metabolic derangements. In addition, broad
spectrum antibiotics should be given as early as possible’™.

In the present case, after the initiation of anticoagulation
treatment, pancreatic swelling and abdominal pain redu-
ced. In the dynamic CT after 6 week, swelling of the
pancreatic head and pericholecystic fluid accumulation
had completely disappeared. But, thrombosis and vessel
obliterations were unchanged and the cavernous transfor-
mation at the porta hepatis had progressed. She experie-
nced esophageal varix bleeding which was complication
of portal hypertension after one year follow-up.

We conclude from this case report that abdominal ve-
nous thrombosis with acute pancreatitis, which developed
after normal delivery. After anticoagulation, acute pan-
creatitis with abdominal pain was improved. But eso-

phageal varix bleeding occurred after one year.
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