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Introduction

A 38 year old patient with a family history of thrombotic 

disease presented with sudden onset diffuse abdominal pain 

and derangement of liver functions. On imaging there was 

thrombosis of the main truck of the portal vein with oedema of 

the proximal jejunum. The episode was managed with 

anticoagulants. Two months after he presented again with 

bilious vomiting after meals. Barium meal and follow through 

revealed an obstruction at the proximal jejunum. This part 

was resected and primarily anastomosed. 

Case presentation

 A 38 year old male presented to the emergency department 

with sudden onset diffuse abdominal pain and deterioration of 

liver functions. He had strong family history of thrombotic 

disease. Computed tomogram (CT) and portal venous 

angiogram revealed acute portal vein thrombosis (PVT). 

There was oedema of proximal small bowel loops (figure 1). 

The acute episode was managed conservatively. He was 

started on low molecular weight heparin and warfarin. During 

follow-up visits his liver functions improved and there were 

no oesophageal varices. He was referred to the haematologist 

and the family members were encouraged for thrombophilia 

screening. No definite thrombotic disease was found 

following extensive screening. 

Two months after the acute attack, he presented with 

progressive bilious vomiting after meals. The upper gastric 

endoscopy was normal up to the third part of the duodenum. 

The patient underwent barium meal and follow through. 

There was a stricture at proximal jejunum 20cm from the 

duodenojejunal flexure (figure1). Upper jejunal stricture was 

noted during the laparotomy. There were no adhesions, bands, 

ongoing intra-abdominal inflammatory process or evidence 

of previous sepsis. Stricture was resected and anastomosed. 

Patient made an uneventful recovery. Patient was started on 

life-long anticoagulation. Histology revealed 10 cm trans 

mural fibrosis of small bowel without any other pathology in 

the normal mucosa.  The Follow-up abdominal CT after 3 

months showed extensive collaterals around the portal vein 

and flow in superior mesenteric vein. 

Discussion and conclusion

Acute portal vein thrombosis is known complication seen in 

patients with thrombotic disease [1]. The question of starting 

anticoagulation is a crucial decision. With anticoagulants, 

recanalization rates close to 80% has been reported [2, 3]. 

However thrombolytic therapy should be reserved for 

patients with severe disease and are associated with severe 

complications including bleeding [4]. Rate of spontaneous 

recanalization is not well documented.  Acute ischemia 

caused by PVT can lead to congestion and bowel infraction. 

In most cases this does not happen because of the collateral 

venous drainage [5]. However collaterals may not be 

adequate rarely leading to late ischemic strictures. Few 

similar cases have been reported in the literature [6]. This rare 

complication needs to be considered in patients complaining 

of intestinal symptoms after acute PVT. 

The Sri Lanka Journal of Surgery 2017; 35(3): 14-15

Correspondence: B.K.S.Bulathsinhala 
E-mail: sandunbulathsinhala82@gmail.com
Received: 10-05-2017        Accepted: 20-10-2017
      http://orcid.org/0000-0002-9915-4071
DOI: http://doi.org/10.4038/sljs.v35i3.8415 

14

CASE REPORTS

Figure 1. A - Thrombosed main portal vein, 

B - Computed Tomogram\ showing oedema of proximal 

small bowel loops, 

C- Barium meal showing stricture at proximal jejunum.
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Learning Points:

Ÿ Patient with a history of portal vein thrombosis presenting with upper gastrointestinal symptoms should be further 

investigated to exclude small bowel obstruction. 

Ÿ Other causes for bowel obstructions should be carefully ruled out on preoperative evaluation and during surgery.

Ÿ Early systemic anticoagulation during acute episode of PVT reduces the devastating complications like bowel necrosis while 

enhancing recanalization.
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