
Ther Adv Hematol

(2012) 3(5) 325–328

DOI: 10.1177/ 
2040620712450887

© The Author(s), 2012.  
Reprints and permissions:  
http://www.sagepub.co.uk/ 
journalsPermissions.nav

Therapeutic Advances in Hematology	 Letter to the Editor

http://tah.sagepub.com	 325

Ovarian vein thrombosis (OVT) is a rare condi-
tion occurring in 1/600 to 1/2000 pregnancies 
[Dunnihoo et al. 1991; Ortin et al. 2005] mainly 
in the postpartum setting. It is also known to be 
associated with other conditions such as malig-
nancy, pelvic inflammatory disease, inflamma-
tory bowel disease, sepsis and recent pelvic or 
abdominal surgery [Andre et al. 2004; Heavrin 
and Wrenn, 2008; Jacoby et al. 1990; Klima and 
Snyder, 2008; Marcovici and Goldberg, 2000; 
Salomon et al. 1999; Simons et al. 1993]. It is 
extremely rare to find OVT without identified 
etiology and, hence, idiopathic OVT is only 
described as case reports throughout the litera-
ture. Here, we report a unique case of idiopathic 
isolated OVT that presented with right flank 
pain and an abdominal mass. Although four 
similar cases of idiopathic isolated OVT have 
been reported in the literature [Heavrin and 
Wrenn, 2008; Murphy and Parsa, 2006; Stafford 
et al. 2010; Yildirim et al. 2005], none of these 
patients presented with an abdominal mass. The 
diagnosis of isolated OVT requires a high index 
of suspicion. If misdiagnosed, OVT can lead to 
potentially fatal complications such as sepsis 
and pulmonary embolism. [Benfayed et al. 2003; 
Kominiarek and Hibbard, 2006; Maldjian and 
Zurlow, 1997; Wysokinska et al. 2006].

A 53-year-old postmenopausal woman with a 
past medical history of hypertension presented 
to the medical clinic complaining of 1-week his-
tory of aching right flank pain that was not asso-
ciated with fever, dysuria, hematuria, nausea, 
vomiting, diarrhea or vaginal discharge. The 
patient denied any other constitutional symp-
toms. She is a nonsmoker with no family history 
of hematologic disorders. On physical examina-
tion, she was afebrile, normotensive, without 
tachycardia. Pelvic exam revealed a nontender, 
normal size uterus and adnexa. However, a 3 cm 
tender mass was palpated in the right lower 
quadrant. Laboratory data revealed a white blood 

cell count of 4400-cells/mm3 and hemoglobin 
level 11.9 g/dl. Renal function and electrolytes 
were within normal limits. Computed tomogra-
phy (CT) of the abdomen and pelvis with 
intravenous contrast showed right ovarian vein 
thrombus without extension to the inferior vena 
cava (IVC) (Figure 1).

Further work up for hypercoagulability was nega-
tive. Age- and sex-appropriate cancer screenings 
were all negative. Moreover, screening for ovarian 
pathology, with pelvic ultrasound and CA-125, 
was also normal. Shortly after the diagnosis of 
isolated OVT, the patient was placed on oral 
anticoagulation. It was elected not to administer 
antibiotics. Warfarin was continued for 5 months 
with the International Normalized Ratio (INR) 
maintained between 2 and 3. A follow-up CT scan 
of the abdomen and pelvis performed 5 months 
later showed persistence of the thrombus with no 
further extension beyond the ovarian vein (see 
Figure 2). Anticoagulation was discontinued at 
this point with close clinical follow up.

Ovarian vein thrombosis was first described by 
Austin in 1956 [Austin, 1956]. It occurs in the 
right side in 70–90% of cases, and bilaterally in 
11–14% [Baran and Frisch, 1987; Prieto-Nieto 
et al. 2004]. The most widely accepted hypothesis 
for the higher incidence on the right is that the 
right ovarian vein is longer than the left, and lacks 
competent valves. The typical presentation is 
the triad of pelvic pain, fever, and a right-sided 
abdominal mass [Dessole et al. 2003; Dunnihoo 
et al. 1991; Klima and Snyder, 2008; Prieto-Nieto 
et al. 2004]. Fever is present in 80% and right iliac 
fossa pain in 55% of the patients [Prieto-Nieto 
et al. 2004]. Given the nonspecific presenting 
symptoms, prompt diagnosis of OVT requires a 
high index of suspicion. The differential diagnosis 
includes most conditions that affect the abdomi-
nal lower quadrant such as acute appendicitis and 
inflammatory bowel diseases. Therefore, imaging 
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studies are essential to establish the diagnosis of 
OVT. Magnetic resonance angiography (MRA) 
has the highest sensitivity and specificity that 
approaches 100%. CT scan with intravenous 
contrast enhancement has a sensitivity of 77.8% 
and specificity of 62.5%. Color Doppler ultra-
sound has the lowest sensitivity of 55.6% and a 
specificity of 41.5% among other imaging modal-
ities [Kubik-Huch et al. 1999].

A delay in the diagnosis and treatment of OVT 
can lead to potentially life-threatening complica-
tions, such as thrombus extension into the IVC or 

ileofemoral vessels and eventually the evolution of 
pulmonary arterial embolization. The incidence 
of pulmonary embolism is approximately 25% in 
patients with untreated OVT and the mortality in 
these patients can reach about 4% [Benfayed et 
al. 2003; Dunnihoo et al. 1991; Kominiarek and 
Hibbard, 2006]. Other serious complications 
include septic thrombophlebitis and, rarely, infec-
tious emboli [Dessole et al. 2003; Heavrin and 
Wrenn, 2008]. Ovarian vein thrombosis can resolve 
spontaneously but considering the potential 
catastrophic consequences, anticoagulation is 
usually recommended [Wysokinska et al. 2006]. 

Figure 2.  CT scan after 5 months of anticoagulation therapy.

Figure 1.  CT scan at presentation.
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There is no definite guideline regarding the 
duration of anticoagulation therapy. Wysokinska 
and colleagues studied the incidence and the 
recurrence of OVT compared with lower extrem-
ity deep venous thrombosis (DVT) [Wysokinska 
et al. 2006]. None of the 35 patients in the OVT 
group was idiopathic and the recurrence rate 
was comparable to patients diagnosed with lower 
extremity DVT (3 per 100 patient years of follow 
up). The average treatment with warfarin was 5.3 
and 6.9 months for OVT and lower extremity 
DVT, respectively. Based on these findings, the 
authors suggested the application of lower extrem-
ity guidelines for the treatment of OVT.

Antibiotics can also be administered for approx-
imately 7 days especially in cases of postpartum 
OVT [Brown and Munsick, 1971; Dessole et al. 
2003; Maldjian and Zurlow, 1997; Wysokinska  
et al. 2006]. In patients with hypercoagulable 
disorders, anticoagulation may need to be life-
long therapy [Wysokinska et al. 2006]. In rare 
cases of persistent OVTs, an IVC filter or surgi-
cal intervention to ligate the ovarian vein can be 
considered [Carr and Tefera, 2006; Clarke and 
Harlin, 1999].

Our patient was diagnosed with an idiopathic 
OVT since none of the above predisposing factors 
for OVT were found. The patient’s abdominal 
pain subsided few days after starting anticoagula-
tion and she did not develop any worrisome signs 
such as fever, dyspnea, or chest pain. Five years 
later, the patient remains asymptomatic while off 
anticoagulation, without any further thrombotic 
conditions.

To date, four cases of idiopathic OVT were 
described [Heavrin and Wrenn, 2008; Murphy 
and Parsa, 2006; Stafford et al. 2010; Yildirim  
et al. 2005]. None of these cases had abdomi-
nal or pelvic palpable masses at presentation. 
Therefore, our report describes a unique case of 
idiopathic OVT presenting with one symptom 
and one sign of the typical triad. The palpable 
mass in the right iliac fossa was only described 
in cases of OVT that occur in the postpartum 
period as well as in other inflammatory and 
hypercoagulable conditions.

OVT is a rare condition with potential life-threat-
ening complications. In female patients present-
ing with lower quadrant pain, with or without 
fever or palpable abdominal or pelvic mass, OVT 
should be considered in the differential diagnosis 

after ruling out other common conditions. MRA 
and CT scan with intravenous contrast are the 
most useful imaging modalities to diagnose this 
condition. Overlooking this diagnosis can lead to 
life-threatening conditions, such as pulmonary 
embolism, sepsis, and even death. Hence, prompt 
diagnosis of OVT requires a high index of suspi-
cion in order to prevent these outcomes.
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