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Since pancreatic transplantation poses @
challenge due to the surgical technique, ¢
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Doppler being the first line modality.
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SURGICAL TECHNIQUE - ANATOMY

The two important surgical aspects of pancr
is the exocrine and venous drainage.
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When the graft is placed in the pelvis, the dor
is anastomosed to the external iliac vein, the
vein, or the inferior vena cava. In this pelvic
graft is oriented with the duodenum in either
or inferior direction.
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Pancreatic transplant with enteric drainage technique
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Normal Pancreas on US
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CASE 2

Failed/chronic rejection of pancreatic transplant by ultra-
sound
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Images a and b - longitudinal US images exhibit a non-enlarged ec!ogl e

lower quadrant transplant with absent vascularity throughout. These
were obtained 7 months after transplantation and considered to be in
rejection.

COMPLICATIONS

US is routinely performed in the init
graft. Complications can be categori
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Normal pancreas on CT

Pancreatic
transplant

b and ¢ - CECT axial and coronal imag
transplant as well as a left lower transg
and systemic vascular drainage.
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CASE 4
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Peripancreatic abscess formation
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Images a through d - CECT axial and coronal images demonstrate a viable right lower quadrant pancreatic
transplant with a large surrounding rim-enhancing fluid collection concerning for abscess. This images
were obtained 1 months after transplantation.

CASE 5

Splenic vein thrombosis
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Splenic venous thrombosis (requiring explantation of the allograft on postoperativeday 3) in a 35-year-old
man after SPK transplantation. (a) Color Doppler US image shows striated echogenic material distending the
splenic vein (arrow), with no blood flow identified in the vessel or the allograft. (b) Duplex Doppler image
demonstrates a high-resistance waveform with reversal of diastolic flow in the graft artery.

Chronic transplant rejection and necrosis
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Figure 14. Chronic t
earlier. (a) Color Do
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of definition of tiss
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rejection and necrosis in a 42-year-old man who had undergone PTA 8 years
image over an area of tenderness in the right iliac fossa shows a nonvascular ill-
) with no identifiable pancreatic tissue. (b) Unenhanced CT image shows loss
with fluid and gas (arrow) in the same area. (c) Coronal T2-weighted HASTE
l-intensity fluid collection (arrow) in the right lower quadrant and edema of the
xial contrast-enhanced fat-suppressed T1-weighted MR image shows the rim-
row) and inflammation of the iliac and psoas muscles. At surgery, there was a
cognizable pancreatic tissue.

CASE 7

Graft pancreatitis
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maging of Pancreas Transplantation and its Complications. Insights Imaging (2010) 1:329-338.

Franca M, Certo M, Marti

A 36-year-old wom:
pancreatic graft (as
intraperitoneal fluid
with heterogeneous
fluid. Normal renal

PK transplantation presenting graft pancreatitis. a Ultrasound shows enlarged
th adjacent hyperechoic fatty tissue (thin arrow) and a small amount of free
row). b Axial contrast-enhanced helical CT shows an enlarged pancreatic graft
enhancement (white asterisk), peri-pancreatic fat stranding and free peritoneal
pcated on the left (black asterisk)
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