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Ovarian vein thrombosis (OVT) is re-
ported to be an infrequent complication 
after delivery with a prevalence of 
0.02–0.2 % of all pregnancies (1). Risk fac-
tors may include caesarean section (CS), 
twin delivery, and infection (1). Sepsis, 
propagating thrombosis and pulmonary 
embolism are potential complications, why 
a high case-fatality rate has been ascribed 
to OVTs (1, 2).

Case 1: A 32-year-old woman had a vag-
inal delivery at term, manual removal of 
the placenta, concomitant 2100 ml bleeding 
and transfusion of two portions of red 
blood cells.

Recovery was uneventful with early hos-
pital discharge. On day four the patient was 
readmitted with fever, pain in the lower left 
abdomen, leucocytosis and increased 
C-reactive protein. Endometritis was sus-
pected. Symptoms persisted despite anti-
biotics. On day eight she started having 
trouble lifting her left leg. A computer to-
mography (CT) scan of the abdomen dem-
onstrated an OVT at the left side (▶ Fig-
ure 1. CT scan; coronal view. The arrow 
points to the OVT on the left side). Treat-
ment with Tinzaparin (175 IU/kg) was in-
stituted. Three months of anticoagulant 
therapy with Warfarin followed. No further 
readmission took place. A subsequent 
thrombophilia screening was normal.

Case 2: A 35-year-old twin pregnant 
woman had an acute CS in week 35+4 as 
the water had broken. Total bleeding was 

1050 ml. Hypertension and acute fatty liver 
of pregnancy developed. Biochemical par-
ameters normalised, but physical recovery 
was slow. Due to immobilisation prophy-
lactic dose of Tinzaparin was commenced. 
On day eight the patient had pain and a 
palpable swelling in the lower right ab-
domen. The D-dimer level increased to 
16.0 mg/L (ref. interval < 0.5 mg/L). Anti-
thrombin levels and clotting times were 
normal. A CT scan demonstrated a 
10 x 7 x 14 cm haematoma in the rectus 
muscle. Additionally, bilateral OVT was 
found (▶ Figure 2a. CT scan; Coronal view. 
The arrows point to the left and the right 
OVT).

Prophylactic, not therapeutic, doses of 
Tinzaparin were chosen (4,500 IU daily). A 
repeated CT scan after 16 days demon-
strated re-canalisation of the ovarian veins 
(▶ Figure 2b. CT scan; Coronal view. The 
arrow points to the recanalization of the 
OVT on the left side). The haematoma 
vanished and no other complications were 
noted. A normal thrombophilia screening 
followed.

The two cases presented show the com-
plexity of diagnosing OVT.

Diagnosing OVT incidentally has been 
reported recently, and OVT has been pro-
posed to be a frequent or even a physiologi-
cal event after delivery (3–5). Less severe 
cases could mimic common disease entities 
after delivery, e. g. endometritis or urinary 
tract infections. Self-limitating symptoms 
may be observed in case of spontaneous re-
canalization. The diagnosis rely on a CT 
scan or magnetic resonance imaging.

No guidelines for the treatment of OVT 
are currently available. Here, anticoagulant 
regimens were different due to the presence 
of a large haematoma in case #2. In preg-
nancy-related cases anticoagulation may be 

optional, but three months of anticoagu-
lation has been considered safe (3, 5). We 
observed re-canalisation of the ovarian 
vein after 16 days of prophylactic low mol-
ecular weight heparin treatment.

We suggest that a diagnosis of OVT 
should be followed by three months of 
anticoagulation in therapeutic doses. 
Thrombophilia screening may in some 
cases be relevant. However, individual ap-
proaches may be necessary.
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