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CASE REPORT

Multiple Extrasplanchnic VVenous Thromboses:
A Rare Complication of Pancreatitis. A Case Report
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ABSTRACT
Context Venous thrombosis has been described in patients with acute and chronic pancreatitis. This is especially common in portal
vein, splenic vein and superior mesenteric vein. To the best of our knowledge, involvement of superior vena cava and subclavian
vessel due to pancreatitis has not been reported. Case report We present here a case of an adult male with alcoholic chronic
pancreatitis who presented with multiple vessel thromboses involving superior vena cava, inferior vena cava, bilateral subclavian,
internal jugular vein, axillary, iliac and renal vein without involvement of portal, splenic and superior mesenteric vein that was
effectively treated with i.v. anticoagulation therapy. Conclusion Venous thromboses can occur outside the splanchnic circulation in

pancreatitis.

INTRODUCTION

Splenic vein, portal vein and superior mesenteric vein
thrombosis or a combination of these is a known
complication of acute as well as chronic pancreatitis [1,
2, 3]. Involvement of other veins is rare [3]. Isolated
inferior vena cava and renal vein thrombosis have been
previously described but we are not aware of any
reports of multiple vessel thrombosis without
involvement of portal vein, superior mesenteric vein or
splenic vein [4]. We describe here a patient of chronic
pancreatitis who presented with pancreatic ascites with
multiple venous thrombosis.

CASE REPORT

A 30-year-old man presented to our outpatient clinic
with history of abdominal distention without pedal
edema for the past 3 months. He also had deep boring
epigastric pain and vomiting for 2 months. He had
noticed low grade fever and anorexia for last 15 days.
He had been consuming alcohol (100 g/day) for last 5
years (last drink 3 months back). Examination revealed
pallor, facial puffiness, tachycardia, ascites and
bilateral pleural effusion. His neck veins were
engorged and hepatojugular reflex was absent. On
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investigation ascitic fluid was hemorrhagic with
proteins 5.5 g/dL (reference range: 0-0.5 g/dL); white
blood cells were 215 mm™ (reference range: 0-5 mm™;
polymorphs 35% and lymphocytes 65% in a
background of red blood cells). Ascitic fluid adenosine
deaminase was 20 IU/mL (reference range: 0-35
IU/mL) and ascetic fluid amylase 58,840 IU/L
(reference range: 0-100 IU/L). Pleural fluid was also
hemorrhagic with protein 5.5 g/dL (reference range: 0-
0.5 g/dL), white blood cells 80 mm™ (polymorphs
50%, lymphocytes 50%) and adenosine deaminase was
35 IU /mL. 2D echo was normal. Serum amylase was
700 IU/L (reference range: 0-150 IU/L), serum lipase
was 3,526 IU/L (reference range: 0-150 IU/L), and
pleural fluid amylase was 5,748 IU/L (reference range:
0-50 IU/L). CT scan showed thromboses of bilateral
subclavian and internal jugular vein, superior vena
cava, infra renal inferior vena cava, a segment of
suprarenal and infrahepatic inferior vena cava and right
common iliac vein and patent splanchnic veins (Figures
1-5). Color Doppler abdomen showed normal portal
vein of 10 mm diameter with hepatopetal flow, normal
retrohepatic inferior vena cava with hepatopetal flow,
while rest of inferior vena cava was thrombosed; all
three hepatic veins well visualized with normal flow
(Figure 6). MRCP revealed acute inflammation with
underlying chronic pancreatitis with stricture at
junction of head and body with intraductal calculi with
leak at head and body junction and multiple loculated
intra abdominal collections. The prothrombotic work
up, including factor V Leiden, JAK 2 mutation,
homocysteine, antiphospholipid antibody, protein C
and S, and antithrombin Ill, was negative. Thus, a
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Figure 1. CECT axial view shows thrombosis in right common iliac
vein (arrow), there is presence of gross ascites.

diagnosis of chronic pancreatitis with pancreatic ascites
and pleural effusion with multiple extrasplanchnic
thromboses due to pancreatitis was made. Patient was
managed conservatively with intravenous heparin,
initially continuous infusion of 1,000 units/hour and
later on oral anticoagulants. ERCP with pancreatic
sphincterotomy was done and a 5Fr x 10 cm stent was
placed. Patient symptomatically improved with
complete disappearance of ascites. His repeat color
Doppler showed partial recanalization of superior vena
cava, internal jugular vein and subclavian veins
(Figure?).

DISCUSSION

Isolated portal vein or combined superior mesenteric
vein and portal vein thrombosis are known
complications of acute pancreatitis [1, 2, 3, 5].
Involvement of splenic vein is most common in
chronic pancreatitis [6]. Venous thrombosis other than
splanchnic circulation is very rare in patients of
pancreatitis. Stringer et al. [7] reported a case of
isolated inferior vena cava thrombosis due to acute
pancreatitis.  Subsequently, inferior vena cava
thrombosis was reported in a few other cases with
additional renal vein thrombosis in one case [8, 9].
Pulmonary thromboembolism is also a known

Figure 2. CECT axial view depicts patent splenic vein (arrow), the
pancreas is ill defined with surrounding ascites.

Figure 3. CECT axial view depicts patent main portal vein (arrow)
and its right branch.

complication following venous thrombosis after
pancreatitis [10, 11]. We are not aware of any
published reports of thrombosis of superior vena cava
and subclavian veins due to pancreatitis. Our patient
had acute thrombosis of superior vena cava, internal
jugular vein and subclavian vein. Various mechanisms
are postulated to cause these splanchnic and extra-
splanchnic venous thromboses. The splanchnic veins
especially, superior mesenteric vein, portal vein and
splenic vein possibly get thrombosed due to release of
proteolytic enzymes from the inflamed pancreas. As
the splenic vein lies immediately adjacent to the
pancreas, it is the most commonly affected vein.
Thromboses of distant veins are postulated to be due to
inflammatory vasculitis and hypercoagulable states
[11, 12]. Venous thrombosis may also occur due to
extrinsic compression by the edematous gland or
pseudocyst. Our patient did not have any known
inherited  prothrombotic  state or  pseudocyst
compressing the veins which were found thrombosed.
Hence, the most probable reason for thrombosis in our
patient was systemic inflammation. These venous
thromboses are known to respond to anticoagulation
[13, 14]. Our patient responded to anticoagulation as
well with partial resolution of thrombosis. To conclude,
thrombosis of other vessels other than splanchnic
vascular bed can occur in pancreatitis. This can be
effectively treated with anticoagulation and hence,
mortality related to complication such as pulmonary
embolism can be prevented.

Figure 4. CECT axial view demonstrates extensive thrombosis of
left axillary and subclavian vein (arrow).
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Figure 5. CECT axial view depicts thrombosis of superior vena cava
(arrow) with bilateral pleural effusion (right more than left).
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