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INTRODUCTION 

The right ovarian vein joins the inferior vena cava (IVC) 

below the right renal vein, and the left ovarian vein drains 

into the left renal vein.1-3 The best area to observe the 

ovarian veins is at the level of the inferior mesenteric 

artery origin, where both veins are surrounded by 

retroperitoneal fat.4-6 Moat ovarian vein thromboses occur 

on the right side (70–90% of cases) and bilateral ovarian 

vein thrombosis (OVT) occur in 11–14%.7,8 The 

differential diagnosis of OVT includes (among others) 

acute appendicitis, pelvic inflammatory disease, tubo-

ovarian abscess, and ovarian torsion.9,10 Thrombophilic 

evaluation is essential in all cases of OVT, especially cases 

with non-pregnancy-related OVT.1,4,7 Contrast enhanced 

computed tomography (CT) scan is currently considered 

the diagnostic imaging modality of choice.11,12 This is 

because the sensitivity of a CT scan is reported to be 95%, 

while the sensitivity of Doppler ultrasonography is only 

approximately 50%.13 The treatment is generally 

conservative (IV heparin and antibiotics), but surgery may 

be indicated in rare clinical situations to treat underlying 

disorders.14,15 

CASE REPORT 

A 47-year-old female gravida 9, para 8 (all were normal 

deliveries) presented to the emergency room with a two 

days’ history of right lower colicky abdominal pain and 

right flank pain associated with low grade fever (37.7 C), 

vomiting once, dysuria and relative constipation. She is a 

known case of non-toxic multi-nodular goiter, internal 

piles, and left lower limb varicose veins. 
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She has no medical co-morbidities, hematological 

disorders nor history of surgeries. Her menstrual history 

was insignificant except a positive injectable contraceptive 

history for 2 years. She had a history of spontaneous 

abortion in 6 weeks of pregnancy 2 years ago. On 

examination, she had a tender right lower quadrant 

abdomen, more at the right iliac fossa with rebound 

tenderness. Skin varicosities were noticed in the posterior 

aseptic region of the left thigh, extending to the back of the 

knee. Her chest and pelvic examinations were 

unremarkable. 

Blood studies showed haemoglobin (Hb) 13.9 g%, raised 

white blood cell (WBC) of 13.29, with raised neutrophils 

of 11.48. Her C-reactive protein (CRP) was 1.95, lactate 2, 

amylase 75, a slightly raised thyroid stimulating hormone 

(TSH), free T4 16.1, CA-12, and a co-coagulation profile 

that were within normal limits. Details are given in Table 

1. 

Abdomen and pelvis ultrasound reported normal with non-

visualization of the appendix. On the clinical suspicion of 

acute appendicitis, a contrast CT of the abdomen was 

arranged. Diagnosis of acute appendicitis with right 

ovarian vein thrombosis was established on contrast CT 

abdomen. CT revealed an appendix with a distended, 10 

mm-thick enhanced mucosal wall, endoluminal dense 

fecolith, and regional fat stranding, features suggesting 

acute appendicitis (Figure 1). The right ovarian vein is 

mildly dilated, with no obvious contrast opacification in a 

portion diagnosed as venous thrombosis without extent to 

IVC (Figure 2). Grey-scale and colored Doppler US shows 

a hyperechoic thrombus filling and distending the upper 

part of the right ovarian vein with a partly colored flow. 

Further laboratory investigations were performed to 

evaluate the underlying cause of the thrombosis, including 

factor V Leiden mutation, ANA, lupus anticoagulant, 

anticardiolipin antibody, beta-2 microglobulin, and JAK2 

mutation, which were all negative (Table 1). Other 

thrombophilia tests, such as anti-thrombin III, the 

methylene-tetra-hydro-folate reductase (MTHFR) gene, 

and protein C, were not performed. 

 

Figure 1: CT abdomen showing inflamed appendix 

with faecoloith inside. 

 

Figure 2: CT Angiography showing a thrombus in the 

right ovarian vein. 

The patient underwent an appendectomy for acute 

appendicitis. Six hours after surgery, anticoagulation 

therapy was started, initially with subcutaneous LMW-

heparin 2000 IU subcutaneously once a day for 10 days 

bridged to Warfarin for one month with standard 

monitoring of APTT and INR in between the range of 2-3. 

Patient was managed by a multidisciplinary team approach 

involving general surgeons, gynecologists, and 

hematologists. On the 2nd month of follow-up, CT 

abdomen revealed complete resolution of OVT. 

Table 1: Investigation. 

Investigations Results Normal reference 

Factor V Leiden mutation Negative - 

ANA CTD screening Negative - 

Lupus anticoagulant (seconds) 30  30-45.3  

Anti-cardiolipin IgG IgM Ab (MPL) 3.10GPL/2.30 MPL Negative 

B–HCG (mIU/ml) 0.3 0.0-5.0 

AFP (IU/ml) 3  0-6 

JAK2 mutation Absence of V617F missense      - 

Beta 2 microglobulin (mg/dl) 1.10 0.97–2.64 

Thyroid stimulating hormone (m (iU)/ml) 5.12 0.27-4.2 

Free T4 (pmol/l) 16.08 9.8-23.8 

C-reactive protein (mg/l) 1.95 0-5 

Prothrombin time (seconds) 11.90 9.70-12.9 

Continued. 
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Investigations Results Normal reference 

Activated partial thromboplastin time (seconds) 27.70 22.3-31.5 

International normalization ratio (INR) time (seconds) 1.26 0.82-1.05 

Fibrinogen (g/l) 4.81 1.5-4.2 

Thrombin time (seconds) 14.00 14-21 

Haemoglobin (g/dl) 13.90 11-14.5 

Platetet count 274.00×10 3/Ul 150-450×10 3/Ul 

DISCUSSION 

OVT is a rare condition that presents with abdominal pain 

and can mimic an acute abdomen. Patients usually present 

with abdominal pain, which simulates acute appendicitis 

(when on the right side) or renal colic.16 An OVT diagnosis 

may be overlooked, especially in patients outside the peri-

partum period. OVT must be differentiated from acute 

appendicitis, pelvic inflammatory disease, tubo-ovarian 

abscess, ovarian torsion and others.17,18 Most of the 

patients present with fever. Other common presentations 

include tachycardia, nausea, and vomiting. Imaging 

perspective: contrast-enhanced CT is the modality of 

choice.19,20  

In our case, the CT revealed distended right ovarian vein 

with acute appendicitis, proven on histopathology. 

Complications of OVT include sepsis and extension of the 

thrombus to the IVC and renal veins. The most common 

source of mortality is pulmonary embolism, with an 

incidence reported as high as 13% and a 4% risk of 

mortality.21,22  

Teaching points OVT should be included in the differential 

diagnosis of right lower quadrant pain. It may be 

overlooked in patients outside the peri-partum period. 

Imaging has an important role in the diagnosis, 

management, and follow-up of patients with OVT.22,23 

The most favorable treatment of choice is a combination 

of anticoagulation and antibiotics.18 However, a recent 

study supports the use of anticoagulation alone. Antibiotic 

choices are like those used in septic pelvic 

thrombophlebitis and consist of intravenous agents like 

imipenem and cilastatin, ampicillin and sulbactam, 

clindamycin, and gentamicin. The duration of antibiotic 

treatment is 48–72 hours. Anticoagulation is 

recommended for at least 7–10 days.21-23 

In our case, the patient has acute appendicitis complicated 

by ovarian vein thrombosis, or acute appendicitis 

accompanied by ovarian vein thrombosis is unclear. The 

literature review shows that complicated appendicitis can 

be associated with mesenteric thrombosis, however to our 

knowledge, very less data supports that acute appendicitis 

was complicated by ovarian vein thrombosis. After 

appendectomy with postoperatively short-term treatment 

by anticoagulation LMWH and antibiotics, there was a 

complete resolution of ovarian vein thrombosis as 

confirmed on follow up CT abdomen. In follow up period 

patient was improved and symptoms free. 

CONCLUSION 

Ovarian vein thrombosis should be taken into account in 

cases of lower abdominal pain and fever in each female in 

the childbearing period, not only in postpartum females. A 

prompt diagnosis of OVT is required to prevent serious 

complications. Intravenous contrast computed 

tomography is the investigation of choice for diagnosis. 
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