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INTRODUCTION

DIAGNOSTIC IMAGING

Thrombotic events of the portal venous system is
associated with a variety of hypercoagulable factors. In
this case report, we present a 36 year-old female with HIV
on highly active anti-retroviral therapy (HAART) and a
recent pregnancy who presented with porto-splenic vein
thrombosis. We highlight the risk factors involved with this
patient’s particular presentation, and discuss therapeutic

modalities.

CASE PRESENTATION

The patient 1s a 36 year-old female with:
*HIV/AIDS on HAART (lopinavir, ritonavir, zidovidine, and
lamivudine).
*Recent pregnancy with vaginal delivery four weeks prior.

*The patient presented with 2 weeks duration of stable
abdominal pain. There were no ameliorating or exacerbating
factors. Denied any other symptoms, and no acute events were
noted.

*Physical examination revealed soft abdomen with tenderness to
palpation without rebound at the epigastrium and at the left
upper quadrant. Guaiac was negative.

*No significant laboratory abnormalities were noted on basic
chemistry, hemogram, liver function test or coagulation panel.

*CT of abdomen revealed splenic vein thrombosis extending
into the portal vein (Figure 1). Superior mesenteric vein was
patent. Venous collaterals were evident around the stomach.

*Hypercoagulability work-up revealed low activated protein S
level (23%).

Figure 1. CT of abdomen demonstrating porto-splenic vein thrombosis. The clot (red

arrowheads) extends into the portal vein (PV) from its origin in the splenic vein (SV).
Venous collateral formation is apparent (blue arrowheads). superior mesenteric vein

(SMV) was patent. Cross section is presented in A, and coronal view is presented in 5.
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TREATMENT

*The clinical and radiologic data was consistent with chronic thrombosis,

especially in light of venous collateral formation.

*Surgical management, such as bypass or direct clot lysis, was ruled out at
this time.

* Anticoagulation was started with enoxaparin bridged to warfarin, given no
evidence of varices and no history of bleed.

*Beta-blocker therapy was also started at this time.

DISCUSSION

*The patient presented with chronic porto-splenic vein thrombosis, most
likely precipitated by pregnancy, with an underlying thrombotic state from
the HIV infection and its therapy.

* Acttvated protein S was low, but may be unreliable in the presence ot a clot.

1. Pregnancy is a relatively hypercoagulable state, and peripartum portal vein
thrombosis has been described.!

2. HIV 1infection 1s associated with both venous and arterial thrombosis.
Abnormalities to coagulation cascade have been described, with increased
Factor VIII and fibrinogen levels, and with low protein S levels.

3. Protease inhibitor therapy has been associated with portal vein thrombosis
in several case reports.®®

4. Thrombosis of the portal system can have high mortality and morbidity,
with complications that can include life-threatening variceal bleed and

mesenteric iIschemia.

decision to must be

t.9’10

*Barring surgical intervention, anticoagulate
individualized on symptoms manifes
*Addition of beta blocker is reasonable given increased hydrostatic pressure,

with propensity for varices formation.

REFERENCES

Gbazi C, Rode V, Caillot JL, Tran-Minh VA, Croisille M. Postpartum mesenteric-portal thrombosis of pseudotumor presentation J Radiol. 1996 Jun;77(6):437-9.
Goodrich MA, James EM, Baldus WP, Lomboy CT, Harms RW. Portal vein thrombosis associated with pregnancy. A case report. J Reprod Med. 1993 Dec;38(12):969-72.
CARDOZO JB, DUNCAN T. PORTAL PHLEBOTHROMBOSIS IN THE PUERPERIUM. Br Med J. 1963 Nov 30;2(5369):1409-10.
CHAMBERS JS, GOODBODY RA. PORTAL PHLEBOTHROMBOSIS IN THE PUERPERIUM: A REPORT OF THREE CASES. Br Med J. 1963 Nov 2;2(5365):1104-6.
Lijfering WM, Sprenger HG, Georg RR, van der Meulen PA, van der Meer J. Relationship between progression to AIDS and thrombophilic abnormalities in HIV infection. Clin Chem. 2008 Jul;54(7):1226-33.
amanampamonjy RM, Ramarozatovo LS, Bonnet F, Lacoste D, Rambeloarisoa J, Bernard N, Beylot J, Morlat P. Portal vein thrombosis in HIV-infected patients: report of four cases Rev Med Interne. 2005 Jul;26(7):545-8.
entjens P, Ostyn B, Van Outryve S, Ysebaert D, Vekemans M, Colebunders R. Portal vein thrombosis in a patient with HIV treated with a protease inhibitor-containing regimen. Acta Clin Belg. 2006 Jan-Feb;61(1):24-9.
rr A, Brown D, Cooper DA. Portal vein thrombosis in patients receiving indinavi
ondat B, Pessione F, Helene Denninger M, Hillaire S, Valla D. Recent portal or mesenteric venous thrombosis: increased recognition and frequent recanalization on anticoagulant therapy. Hepatology. 2000 Sep;32(3):466-70.
ondat B, Pessione F, Hillaire S, Denninger MH, Guillin MC, Poliquin M, Haden tcome of portal vein thrombosis in adults: risk and benefit of anticoagulant therapy. Gastroenterology. 2001 Feb;120(2):490-7.

COoNOO~ONE

an HIV protease inhibitor. AIDS. 1997 Nov;11(13):1657-8.

O00O0wx
o O

ir,
10. gue A, Erlinger S, Valla D. Current ou



	Porto-Splenic Vein Thrombosis in a HIV-Positive Patient on HAART Precipitated by Recent Pregnancy�Alexander W. Jahng MD and Robert Lee MD�Harbor-UCLA Medical Center, Torrance, California

