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Abstract

Mesenteric vein thrombosis (MVT) in a pregnant patient is a rare condition that seems to be associated with the pregnancy pró-
thrombotic state. This can lead to severe circumstances such as intestinal hemorrhagic ischemia, sepsis, abortion and death.
Abdominal assessment is challenging due to the anatomical and physiological changes during pregnancy. MVT clinical and
complementary evaluation are nonspecific, making essential an image exam. We report a case of a 33-years-old woman at 11 weeks of
gestation. She sought medical evaluation due to abdominal pain and had an appendicitis diagnosis, which was treated by laparoscopic
surgery. One week later, she came back complaining of nonspecific abdominal pain. So an extensive evaluation was made, and the
diagnosis of MVT and intestinal ischemia was concluded. She underwent laparotomy exploration and anticoagulation, having a good
evolution and so was discharged on the sixth post-operative day.

INTRODUCTION
While mild abdominal pain is common, severe abdom-
inal pain during pregnancy is usually an ominous sign
that needs prompt management to avoid harm to mater-
nal and fetal health [1, 2]. The pregnancy increases 5-
fold the risk of thrombosis compared with nonpregnant
women [3, 4]; this and the blood stasis secondary to vena
cava compression by the gravid uterus explain the well-
known relationship with deep vein thrombosis.

Nonetheless, mesenteric vein thrombosis (MVT) is
a rare and not yet well understood potentially life-
threatening condition in pregnant patients [2]. As
a consequence of anatomical changes, abdominal
assessment during the pregnancy is challenging and
complementary evaluation with laboratory and imaging
exams is associated with low threshold [1, 5]. The
incidence of acute appendicitis is up to 0.2% in pregnant
women and is the main cause of acute abdomen during
pregnancy [1]. In the current literature, there are a few
case reports where appendicitis is followed by MVT. In
fact, the association between these two conditions is low
[6–8].

We present a case of a first trimester pregnant woman
diagnosed with MVT and bowel loop ischemia 1 week
after laparoscopic appendectomy.

PRESENTATION OF CASE
A 33-year-old woman, in the 11th week of pregnancy,
presented with 5-day history of abdominal pain that has
worsened in the last hours. She also referred anorexia
and diarrhea. There were no obstetric or gynecological
complaints. At evaluation, she was stable and had pain
on right iliac fossa with negative Blumberg sign. She
denied previous morbidities or surgeries. Her first child
was born a year ago by normal delivery of an uneventful
pregnancy.

Abdominal ultrasonography examination confirmed
the diagnosis appendicitis. She underwent laparoscopic
appendicectomy, and catarrhal appendicitis was identi-
fied. The surgery was uneventful, and the patient was
discharged on the first post-operative day (POD).

Eight days later, she returned complaining of diffuse
abdominal pain within 3 days of evolution. She had stable
signs, pain on mesogastrium palpation, without peri-
toneal irritation. Laboratory exam with mild leukocytosis
and increased C-reactive protein (CRP) (28 mg/dl) and
abdominal ultrasonography showed small amounts of
free fluid in the pelvis and parietal thickening in a small
bowel loop.

Magnetic resonance image (MRI) was performed.
MVT and venous ischemia of a small bowel loop were
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Figure 1. MRI showing superior mesenteric vein thrombus. Arrow:
superior mesenteric vein with thrombus inside the vein lumen.

Figure 2. Sagittal section on MRI showing parietal thickening of the
intestinal wall. Arrow: thickened intestinal wall.

Figure 3. Laparotomy with exposure of the ischemic intestinal loop;
resection was performed followed by end-to-end manual anastomosis.

identified (Figs 1 and 2). She underwent a diagnostic
laparoscopy that showed hemorrhagic content in the
pelvis and omental plastron surrounding an ischemic
bowel loop. The procedure was converted and enterec-
tomy was performed (Fig. 3).

Figure 4. Doppler ultrasound showing superior MVT. Arrow: mesenteric
vein thrombus.

Doppler ultrasonography performed on the first and
fifth PODs identified superior and inferior MVT (Fig. 4).
Anticoagulation with enoxaparin during the remaining
pregnancy and puerperium were prescribed.

The recovery was uneventful. The intraabdominal Pen-
rose drain was withdrawn and the patient received hos-
pital discharge on the sixth POD. She was reevaluated
in the 14th POD and had no complaints. The throm-
bophilia investigation is scheduled to be performed after
puerperium in order to avoid false-positives results as
consequence of physiological changes of pregnancy.

DISCUSSION
It is well known that physiological changes occur during
pregnancy which contribute to a state of hypercoagu-
lability [2–4]. As a consequence of the paucity of cases,
the pathophysiology of MVT in these patients is poorly
understood. It is likely that cases of IMV described as
idiopathic are attributable to previously undiagnosed
thrombophilia [3, 4]. However, nothing in the patient’s
story above matches thrombophilia.

Venous mesenteric ischemia (VMI) occurs less fre-
quently than arterial ischemia, representing 5–15% of
all acute mesenteric ischemia cases [4]. It is a result of
blood stasis due to the thrombus, leading to edema and
intestinal ischemia, resulting in necrosis and perforation
of the organ [3]. Predisposing risk factors include heredi-
tary or acquired thrombophilia, malignancy and cirrhosis
[3]. In pregnant women, Factors VII, VIII and fibrinogen
are increased, while the activity of the fibrinolytic mech-
anism is reduced, resulting in 4–5-fold increased risk for
thrombosis compared with nonpregnant women [4]. In
addition, some factors such as protein S decrease to 40–
60% of normal level in order to manage effective bleeding
control during delivery [4].

Guan et al. [5] evaluated this condition in 15 cases
of MVT during pregnancy, and 6 (40%) resulted in fetal
death and 1 (6.6%) resulted in maternal death. These
results reinforce the risks of this rare condition.

Clinical signs and symptoms include abdominal pain
and distention, nausea and vomiting, while common
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laboratory findings are leukocytosis and elevated CRP
[3, 9]. Thus, this working up of abdominal pain with
such nonspecific results makes MVT a challenging
diagnosis [3–5]. Imaging should be considered at minimal
clinical suspicion, such as disproportionate pain or
abdominal tenderness, due to possibly severe con-
sequences for the mother and fetus [9]. MRI is the
most important diagnostic tool for pregnant women
with abdominal pain since ionizing radiation should be
avoided [1, 4, 5].

The decision regarding surgical versus endovascular
management relies on the patient’s clinical status. In
patients without peritonitis, endovascular therapy can
be considered as the first-line approach [10]. Emergency
surgery is the treatment of choice in the presence
of peritonitis when hemodynamically unstable state
or septic shock is present [5, 10]. Resection of the
necrotic bowel loop and hemodynamic stabilization
are the priority, followed by a vascular approach
if necessary. For patients with peritonitis who are
hemodynamically stable, revascularization should be
carried out first and then the bowel viability should be
assessed [10].

In the absence of surgical indication, MVT can be
managed with supportive measures, anticoagulation
and broad-spectrum antibiotics. A 6-month therapy is
enough for patients with reversible causes of thrombosis,
as opposed to lifelong therapy for those with hyper-
coagulable disorders or for whom an etiology was not
established (idiopathic MVT) [5, 9, 10].

CONCLUSION
In conclusion, we report a rare case of appendicitis
followed by VMT with VMI in a 33-year-old pregnant
woman who underwent exploratory laparotomy. A high
index of clinical suspicion is necessary for an accurate
diagnosis and prompt treatment of this life-threatening
condition. Although rare, physicians should be aware
of the hypercoagulable state during pregnancy and its
natural risk.
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