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BACKGROUND: Mesenteric venous thrombosis (MTV) is defined as
thrombosis within the superior or inferior mesenteric vein. MTV was first
reported by Elliot in 1895 when he operated an intestinal infarction case.

This is a 5Sl-year-old male with generalized abdominal pain, nausea,
vomiting, and diarrheal evacuations, with abdominal distension. On physical
examination with tachycardia, fever, tachypnea, distended abdomen, painful
on generalized palpation and tympanic on percussion in mesogastrium.

A contrasted abdominal tomography is requested with evidence of thickened
jejunum, intestinal pneumatosis, and a hyperdense image in the portal vein
with. A exploratory laparotomy is performed performing a 90 cm resection of
the small intestine with a side to side anastomosis with endoGIA stapler and
manual examination of the portal vein is performed without evidence of
thrombus inside.

The patient with a satisfactory evolution, channeling and evacuating on the
fourth day, for which the progressive liquid diet is started and discharged to
continue external consultation follow-up.

MTYV is a relatively rare condition more common in males and individual 40
to 60 years old. The incidence is low with 2.7 per 100,000 cases per year.
Prothrombotic states and primary hypercoagulable states are the most
common causes of secondary mesenteric venous thrombosis. Combined
mesenteric and portal venous thrombosis are more often associated with non-
systemic pathologies, such as local abdominal inflammatory conditions.
Mortality rates from MVT remain high and are largely a result of failure to
diagnose and to treat in a timely fashion.
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Case report

enous thrombosis is a blockage in the venous
\ / return by a blood clot. (1) Mesenteric venous
thrombosis (MTV) is defined as thrombosis
within the superior or inferior mesenteric vein. MTV
was first reported by Elliot in 1895 when he operated
an intestinal infarction case. (2)
An acute mesenteric ischemia is a sudden onset of
intestinal hypoperfusion in which a local blood
coagulation impairs the venous return of the bowel. (1)
Patients with abdominal pain days to four weeks is
classified as having acute MVT. Those with symptoms
for a month or more without bowel infarction and
those asymptomatic MTV diagnosed incidentally were
defined as chronic. (7)

This is a 51-year-old male with a history of

arterial hypertension and tobaccoism who goes to the
emergency department after presenting a generalized
abdominal pain of 72 hours of evolution, intense,
widespread colic type, as well as nausea, vomiting,
and diarrheal evacuations, with abdominal distension.
On physical examination with tachycardia, fever,
tachypnea, distended abdomen, painful on generalized
palpation, without data of peritoneal irritation,
tympanic on percussion in mesogastrium, hypoactive
peristalsis.
Diagnostic protocol is started based on abdomen x-
rays with evidence of reflex ileus in the right
hipocondrium (image 1), laboratory studies only with
leukocytosis and neutrophilia, rest of pre-operative
studies normal. A contrasted abdominal tomography is
requested with evidence of a 1.4 centimeters (CM)
thickened jejunum associated with intestinal
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Figure 1. Standing (right) and decubitus (left) abdominal X-ray showing reflex ileus in the right upper quadrant, an image that persists

in both views.

pneumatosis, as well as an hyperdense image in the
portal vein with 6 cm length and 1.8 cm diameter,
which follows up to the upper mesenteric vein. (Image
2)

It goes to the operating room in an urgent way where
an exploratory laparotomy is performed, it is dissected
by planes until it enters the cavity, it is identified at 20
cm from the angle of Treitz, approximately 80 cm of
small intestine congestive, edematous and hyperemic
(image 3a), for which a 90 cm resection of the small
intestine is performed prior to the mesentery ligature
with ligasure (image 3b) and closure of the small
intestine with 60mm endoGIA staplers (image 3c), the
surgical piece is removed (image 3d) and a side to side
anastomosis is performed with endoGIA stapler and a
2 plane suture closure with vycril and silk is
performed (image 3e), the mesentery is closed with
vycril, exhaustive cavity cleaning is performed, a
manual examination of the portal vein is performed
without evidence of thrombus inside, for which 2
penrose type drains are left and closed by planes,
without incidents or accidents (image 3f).

Low molecular weight heparin is started in the
immediate postoperative, the patient with a
satisfactory evolution, channeling and evacuating on
the fourth day, so on the fifth day a study of intestinal
passage is performed, without evidence of leakage and
with adequate passage of the contrast medium to the
rectum (image 4), for which the progressive liquid diet
is started and discharged to continue external
consultation follow-up.
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Discussion

MTYV is a relatively rare condition more common in
males and individual 40 to 60 years old. (1) The
incidence is low with 2.7 per 100,000 cases per year.
During the last two decades the prevalence increased 1
in 1000 emergency department visitor 6 to 9% of acute
mesenteric ischemia. (5) MVT is often identified at
laparotomy or autopsy and reported mortality rate
around 20 to 50%. (8)

Mesenteric venous thrombosis is considered primary
when there is no etiology or predisposing factor. It
represents 0 to 40% of all mesenteric venous
thrombosis cases. (1)

Prothrombotic states and primary hypercoagulable
states are the most common causes of secondary
mesenteric venous thrombosis, they are identified in
60 to 70% of the patients. These include essential
thrombocythemia, post-splenectomy thrombocytosis,
polycythemia vera, neoplastic disorders and include
heparin-induced thrombocytopenia. Also,
antiphospholipid syndrome, factor V  Leiden,
deficiencies of anticoagulant factor such as protein C
and S and antithrombin. (9)

Combined mesenteric and portal venous thrombosis
are more often associated with non-systemic
pathologies, such as local abdominal inflammatory
conditions (inflammatory bowel disease, pancreatitis,
and diverticulitis), myeloproliferative neoplasm and
malignancies. (1)

Systemic factors predisposing to MVT include
hereditary and acquired hypercoagulable states and
local factors such as malignant and inflammatory
diseases, infections, trauma, and abdominal surgery.
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Figure 2. A. Coronal section at the abdominal level with evidence of a hyperdense image in the portal vein, with free fluid in the

right iliac fossa. B. Sagital section at the abdominal level with evidence of increased thickness of the jejunum wall, with a hyperdense
image in the portal vein that continues towards the superior mesenteric vein and with free interase fluid in the hypogastrium. C. Axial
section at the abdominal level with evidence of intestinal pneumatosis at the level of the jejunum with changes in the density of fat,

with a hyperdense image in the portal vein

(5,9) Hormonal factors including pregnancy and
exogenous hormone supplementation such as oral
contraceptive use has been implicated to increase the
risk. (9)

This pathology can originate in different locations in
the mesenteric circulation or collateral circulation and
can arise from prothrombotic state, vessel wall injury

. ;
Figure 3. A. Left clamp with congestive, edematous and hyperemic small intestine, right clamp with small intestine of normal
characteristics. B. Ligation with electro fulguration with forceps ligation of the engrossed and thrombosed mesentery. C. Closure of
the proximal and distal end of healthy intestine with endoGIA staplers. D. 80 cm of resected small intestine with ischemic
characteristics secondary to venous thrombosis. E. Latero lateral anastomosis of the small intestine with endoGIA stapler. F. Final
result of intestinal anastomosis with closure in 2 planes.
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and venous stasis. For unknown reasons, the superior
mesenteric vein is more often involved than the
inferior mesenteric vein around 11% of the cases (1)

It all results of Virchow’s triad, once thrombosis
occurs, venous return from bowel is compromised,
resulting venous hypertension. This leads to
transmural bowel ischemia if collateral circulation is
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Figure 4. Sequence of intestinal transit through the small intestine, large intestine until reaching the rectum, without evidence of leaks.

unable to provide compensatory venous outflow, and
secondary arterial spasm ensues, further propelling
ischemia injury. However, not all cases if MVT are
associated with intestinal infarction. (5)

Loss as a consequence of MVT occur when bowel
infarction leads to bacterial translocation into the
bloodsteam subsequent overwhelming sepsis, shock
and multiorgan system failure. (5)

A patient with acute mesenteric venous thrombosis
presents a sudden onset of nonspecific symptoms,
including abdominal pain typically in mid-abdomen,
nausea, and vomiting. Other abdominal signs,
including tenderness, distension, and ascites, can
progress to peritonitis. (1) Melena, hematemesis, or
hematochezia occurs is only 15%, whereas occult
bleeding may be present in 50% of the cases. Fever
can occur in 10 to 15% of the cases because an
inflammatory intra-abdominal process and
pylephlebitis with a liver abscess or intestinal
infarction from MVT. (4,7)

Subacute mesenteric venous thrombosis patients
experience symptoms over days to weeks in varies
from 6 to 14 days. (1) Chronic mesenteric or portal
venous thrombosis patients are often asymptomatic
with a diagnosis of mesenteric venous thrombosis
resulting from incidental findings on a CT or portal
hypertension with gastroesophageal varices and
splenomegaly. It represents 20 to 40% of total
mesenteric venous thrombosis cases and rarely cause
intestinal infraction. (1,4,5)

Laboratories are not helpful for mesenteric venous
thrombosis diagnosis; however, blood screening can
be performed for thrombophilia factors, there are no
accurate plasma biomarkers for early detection of
intestinal ischemia, but there are some parameters to
evaluate. Elevated levels of L-lactate dehydrogenase,
D-lactate and L-lactate have been observed in
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systemic and portal circulation in late-stage intestinal
ischemia. These finding suggest and increase in
anaerobic  glycolysis and intestinal mucosa
permeability. Amylase levels can also be elevated with
bowel ischemia, but levels higher than 1000 U/L
would suggest pancreatitis instead. (1,4)

The most informative evaluation is abdominal
imaging. Radiographs are non-invasive and show
abnormalities in 50 to 75% of the cases. However,
they only show evidence of bowel ischemia in less
than 5%. Abdominal doppler ultrasonography is
recommended as the initial screening, it can detect
thrombosis in larger veins but is less sensitive and is
unable to visualize smaller vena recta. CT with
contrast medium is the ideal diagnostic tool, its
accuracy in approximately 90% for MVT, and we can
observe bowel wall thickening, thickened mesentery
and ascites which are all indicative of intestinal
ischemia.

In the mesenteric venous thrombosis, the initial
treatment was surgery such as intravenous
thrombectomy with thrombolysis. (1). However, in
patients with high suspicion of bowel gangrene of
perforation, must require urgent surgical intervention.
(4) The goal is to prevent clot extension and bowel
infarction and to promote recanalization of portal vein
to prevent the development of portal hypertension. (9)

Contemporary approaches mainly involve
anticoagulation therapy, and adequate follow up,
which are less invasive and have improved patient
outcomes. Heparin or low molecular weight heparin
and then transitioning to vitamin K antagonist should
be administered as soon the diagnosis for mesenteric
venous thrombosis is established. (1,9) Once the
patient improves, invasive procedures are no longer
necessary, and warfarin therapy is introduced and
switch to direct anticoagulation for 6 months on those
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with identifiable transient risk factor, whereas patients
with underlying thrombophilia or idiopathic MVT
maybe considered for lifelong anticoagulation. (10)
For acute MVT, management includes pain control,
bowel rest, fluid, and electrolyte replacement. Red
blood cell transfusion may be required for
gastrointestinal bleeding. In addition, broad spectrum
antibiotics for gram-negative and anaerobic organism
should be given to patients with septic
thrombophlebitis of mesenteric vein or superimpose
sepsis fuel to bacterial translocation from a bowel
infarction. (1)

If intestinal infarction is impending or peritoneal signs
are present, urgent surgical consultation is warranted.
The standard surgical intervention includes
exploratory laparotomy safer than laparoscopic, with
possible bowel resection with or without anastomosis,
depending on the amount of peritoneal contamination
and the patient hemodynamic stability. Efforts are
made to converse as much bowel as possible. (1,10)
Bleeding complication, both major and minor, are
significant adverse events associated with treatment of
MVT. Recurrent thrombotic events after treatment of
MVT, reported in 3 to 40 % of the patients. Failure to
recanalize is associated to develop portal hypertension
despite primary treatment with anticoagulation. (5)
Mortality rates from MVT remain high and are largely
a result of failure to diagnose and to treat in a timely
fashion. (5) Severe disability may result from either
intestinal infarction or postischemic intestinal stenosis.

(6)
Conclusion

Venous mesenteric thrombosis is a rare but
high mortality pathology that requires early
recognition and rapid surgical intervention, in addition
to knowing the causative etiology to be able to give
the best postoperative management of patients; As
well as early postoperative anticoagulant management
is very important to reduce the morbidity and mortality
of the disease.
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