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Table 1. Characteristics of patients

i —
(N=20) (N=20)

Sex Cancer type
) - Male 16 (80.0%) - Lung cancer 13 (65.0%)

2 - Female 4(20.0%) - Lymphoma 3(15.0%)

~ — E - 62.1[56.5;70.5] - Brain cancer 1(5.0%)
é .d:s:m z b Height (cm) 164.0 £ 8.1 - Esophageal cancer 1(5.0%)
F - 15m oy & 5mg Weight (ko) 55083 - Prostate cancer 1(5.0%)
£ s Days of Tolvaptan use 235 [5.0;59.0] - Liver cancer 1(5.0%)
é = DO Serum sodium (meq/L) 1213£47 - Renal cancer 1(5.0%)

Table 2. Complications of tolvaptan use

e im m |

° 1 2 3 ANa > 10/24Hr 5(50.0%) 2(20.0%) 7 (35.0%)

Days Days
Figure 1. Time course of plasam [Na#] of all patients Figure 2. Time course of change in plasam [Na+] per initial dose of tolvaptan Hepatotoxicity 0(0.0%) 0(0.0%) 0(0.0%)
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Spontaneousisolated celiac artery dissection in a patient with lupus nephritis
syt ojahs vkt S sk ol woat wejska
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The manifestation of spontaneous isolated celiac artery dissection is severe abdominad pain and rarely bowel ischemiaor necross, which need to surgical or
endovascular intervention for prevention of complication. Here, we report a case of spontaneous isolated celiac artery dissection in a patients with lupus
nephritis. To our knowledge, thisisthefirst report of isolated celiac artery dissection in a patient with lupus nephritis, who has no risk facotrs for celiac ar-
tery dissection such as uncontrolled hypertension or smoking. A 50-year-old previous healthy woman was visited to the hospital for evaluation of protei-
nuria and microscopic hematuria. When coming to outpatient clinic, she had complained severe epigastric pain. Past medical history was unremarkable,
with no hypertension and diabetes. Her vital signswere normal with a maximum blood pressure of 135/70 mmHg. Physical examination revealed decreased
bowel sound and tenderness on epigastric area with 2+ pretibid pitting edema. Urinalysis showed 3+ proteinuria. Urine protein/cregtinine ratio was 7,496
mg/g creatinine. Serologic tests for C3 and C4 were 44 and 7.5 mg/dL, respectively. Anti-nuclear antibody titer was 1:1280 with speckled pattern. Firgt, to
exclude surgical abdomen, we performed contrast-enhanced abdominal computerized tomography (CT)(Fig 1). After steroid pulse therapy, abdominal pain
was subsided. We aso performed rena biopsy for diagnosis of lupus nephritis. Findings are consistent with lupus nephritis. We added the 2 g of mycofeno-
late mofetil and 100 mg of aspirin to high-dose steroid. After 3 month of treatment, urinalysis showed 1+ protein with microscopic hematuria. The natural
history of spontaneous isolated celiac artery dissection is unclear. Trestments are considered medical therapy, vascular intervention, and surgical
recongtruction. Medical therapy including antithrombotic therapy and controlling blood pressure helps to prevent thrombosis and to reduce progression.
Clinicians must keep in mind in the differential diagnosis of abdominal pain in normotensive women.

On admission Follow-up at 3 month of treatment
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