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ACUTE MEDICAL CARE

Upper gastrointestinal bleeding in superior mesenteric

vein thrombosis
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Superior mesenteric vein thrombosis (SMVT) is an uncommon
disorder with non-specific signs and symptoms, where

missed catastrophic consequences often follow secondary to
disease progression. This case report highlights an unusual
complication of SMVT and presented alongside with literature
review.
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Case presentation

A 78-year-old female with a background history of aortic stenosis,
chronic obstructive pulmonary disease, bronchiectasis and hiatus
hernia presented to a district general hospital with lethargy,

diarrhoea and abdominal pain. Her description of abdominal pain

was a dull ache over epigastrium and the left side of her abdomen.

These symptoms were present for approximately 6 months and
weight loss for 12 months prior to seeking medical attention. On
admission, there was acutely worsening of pain with no associated
haematemesis, haematochezia or malaena. Physical examination
revealed mild epigastric tenderness without guarding, however
Murphy's sign was positive.

Relevant blood results on admission were haemoglobin of 95 g/L,
white blood cell count of 21 X 10°/L, platelet count of 424 X 107/L,

aspartate transaminase of 71 U/L, bilirubin of 16 mg/dL, alanine
aminotransferase of 469 U/L, amylase of 46 U/L and C-reactive
protein of >300 mg/L. Given presentation and blood results,
antibiotics were commenced for treatment of acute cholangitis.
An ultrasound revealed no liver abnormalities, along with
a negative magnetic resonance cholangiopancreatography.
Computed tomography (CT) of the thorax, abdomen and pelvis
did not identify any hepatobiliary pathology or malignancy,
however filling defect at the superior mesenteric vein with
thrombophlebitis and diverticulitis was found. Oral apixaban was
commenced after superior mesenteric vein thrombosis (SMVT)
was confirmed and sought advice from the local haematology and
gastroenterology departments.

Authors: “specialty registrar, Charing Cross Hospital, London, UK;
Bspecialty trainee year 1/2, Blackpool Teaching Hospitals NHS
Foundation Trust, Blackpool, UK; Cconsultant, Blackpool Teaching
Hospitals NHS Foundation Trust, Blackpool, UK

© Royal College of Physicians 2019. All rights reserved.

While inpatient, an oesophagogastroduodenoscopy (OGD)
was performed for unexplained anaemia and weight loss.
An active bleeding point at distal D2 without oesophageal
varices or duodenal ulcer was located, adrenaline injection with
haemoclip was applied to the lesion followed by intravenous
omeprazole infusion. She developed one episode of melaena
after recommencement on her anticoagulant; repeat OGD did
not reveal further bleeding and patient symptoms resolved
spontaneously in the next 24 hours.

During the course of hospitalisation, two units of packed red cells
were transfused. The patient was discharged to the care of her
primary physician with appropriate follow-up arranged.

Discussion
Incidence and epidemiology

Mesenteric vein thrombosis (MVT) is estimated to account for
0.002-0.06% of all inpatient admissions and approximately 0.01%
of all emergency surgical admissions.”? MVT is an uncommon
cause of mesenteric ischaemia accounting for 5-15% of the cases.?

Pathophysiology

Virchow's triad of stagnation of blood flow, vascular injury and
hypercoagulability play a role in pathophysiology of venous
thrombosis. Venous return from the bowel is impaired by
MVT resulting in venous engorgement and ischaemia. When
there is acute occlusion of mesenteric vein, there is no time
for formation of collateral circulation and bowel infarct may
occur.”

Acute MVT most commonly affect the ileum (64 to 83%) or
jejunum (50 to 81%), followed by colon (14%) and duodenum
(4to 8%).

Causes

Idiopathic or primary account for one-third of the cases of
MVT but the cause depends on the extent of investigations.
Prothrombotic state such as hereditary thrombophilia,
haematological malignancies and myeloproliferative disorders
are also commonest causes. MVT can develop as a result of
abdominal inflammatory conditions caused by inflammatory
bowel disease, intra-abdominal infection, abdominal trauma or
surgery, or pancreatitis. There is an increased risk for developing
thrombosis with use contraceptive piIIs.6'7
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> Mainstay of treatment is anticoagulation and should be
commenced as soon as possible to prevent further bowel
ischaemia.

> The use of early anticoagulation post bowel resection may
improve outcome. m

Clinical presentation

SMVT has no specific presentation and a high index of clinical
suspicion is required to ensure early diagnosis. The most
common symptom found is disproportionate abdominal pain,
typically seen in 90-100% of patients.® Nausea, vomiting,
diarrhoea or gastrointestinal (GI) bleeding may also occur

as early findings. Onset of pyrexia may suggest signs of
septic thrombosis or intestinal infection, secondary to acute 1
diverticulitis or appendicitis.
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Conclusion

Mesenteric vein thrombosis presented in this case was unusual
secondary to her symptoms of GI bleed; a high index of
suspicion is required to allow rapid diagnosis and management
of patients.

Learning points

> Mesenteric vein thrombosis can be associated with GI bleed,
thrombophlebitis and may present as diverticulitis secondary to
its complications.
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