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A 32 year old G3P1 Caucasian woman underwent an

elective repeat caesarean section at 36 weeks

gestation for a monochorionic diamniotic pregnancy.

Her BMI was 30.9 and her antenatal care had been

unremarkable. She did not have any significant

medical or surgical co-morbidities.

Post-operatively on day 1 she developed increasing

pain, abdominal distension and nausea. A

computerized tomography (CT) scan showed peri-

pancreatic free fluid and several small filling defects

in the splenic vein consistent with nonocclusive

venous thrombi.

Repeat CT scan showed persistent patchy thrombosis

of the splenic vein with some tiny peripheral low

density foci within the liver.

The findings favoured pancreatitis with a small area

of distal portal vein thrombosis. Ultrasound

confirmed a non-occlusive portal vein thrombosis

that may be a cause or consequence of the

pancreatitis.

The patient was commenced on Rivaroxaban and had

follow-up with haematology who identified Factor V

Leiden heterozygous with negative prothrombin gene

and negative antiphospholipid screen. She ceased

anticoagulation at 6 months.

Portal vein thrombosis (PVT) refers to

complete or partial obstruction of the portal

venous system due to thrombus formation1.

Cirrhosis and hypercoagulable conditions,

such as malignancies, infections, and

hematologic disorders, account for most

cases of PVT2. Although pregnancy is a

condition with hypercoagulability and

portal hypertension, PVT is a rare

complication during pregnancy and in the

postpartum period3.
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PVT is a rare complication in pregnancy and our

patient had no hereditary or acquired thrombophilia.

We suspect her hypercoagulable state of pregnancy

was precipitated by her elective surgery, twin

pregnancy and obesity.

Color Doppler ultrasonography is a noninvasive and

useful modality for the diagnosis of PVT, however

CT scan enables identification of the extent of the

thrombosis and predisposing conditions4. Although

there is no consensus on the treatment for PVT,

anticoagulation therapy is a reasonable and beneficial

treatment option, particularly in patients with acute

PVT5.
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