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Inflammatory Bowel Disease and Thromboembolism. Is Inflammation at
the Centre of the Clot?

Abstract:

AM O’Flynn, M Watts, D Wall, C Molefe, D O’Keeffe, P Finucane
Acute Medical Assessment Unit, Mid Western Regional Hospital, Dooradoyle, Limerick

Abstract
Thromboembolic events are well recognised in patients with inflammatory bowel disease (IBD). We present three cases
which highlight the need for vigilance with respect to this complication. We also propose that consideration be given
to re-evaluating disease activity in those patients who develop thromboembolic complications.

Case Report
Case 1
A 27 year old male with a history of ulcerative colitis was referred to the dermatology clinic with a three week
history of painful ulcers on the extensor surface of his left leg. (Figure 1) Histology supported the diagnosis of
pyoderma gangrenosum. His colitis was subjectively well controlled. When marked swelling of the affected leg occurred,
doppler ultrasound confirmed deep venous thrombosis (DVT). A colonoscopy confirmed active colitis despite the absence
of symptoms. He will discontinue warfarin after 6 months assuming his IBD has been adequately controlled.

Figure 1: The 2 ulcers on the extensor surface of the left leg in keeping with pyoderma gangrenosum

Case 2
A 48 year old female with longstanding Crohnâ��s disease presented with left leg swelling. She had a history of two
recent pregnancies by in vitro fertilisation (IVF) without thrombotic complications. In the weeks prior to her
presentation she had up to 15 bowel motions daily. Doppler ultrasound confirmed occlusive thrombus in the left
superficial femoral vein. She was treated with tinzaparin rather than warfarin as there was a concern about bleeding
in the context of her active IBD. At follow up two weeks later, increased swelling and pain was reported. A further
doppler ultrasound confirmed extension of the thrombus. She was referred for percutaneous catheter directed venous
thrombectomy and a stent was placed in the left iliofemoral vein. As the optimum duration of anticoagulation in this
situation is unknown she continues on tinzaparin.

Case 3
A 34 year old male was referred with pain in his left thigh of 3 days duration. He had a background of ulcerative
colitis, previous unprovoked DVT and was a smoker. He was not on any treatment for his ulcerative colitis and had no
symptoms. A doppler ultrasound confirmed occlusive thrombus in the left common femoral vein. He is being maintained on
long-term anticoagulation given a second unprovoked thrombotic episode. A re-evaluation of his ulcerative colitis, for
which he is followed in his native Slovakia, has been recommended. We did not screen our patients for inherited
thrombophilias as none had a significant family history. This is in keeping with the British Society of Haematology
guidelines.

Discussion
The risk of thromboembolic complications is increased 1.5 to 3.5-fold for patients with IBD

1
 and those with active

disease are at highest risk.
2
 However thromboembolic events do occur in those with quiescent bowel disease

3,4
 and

proctocolectomy is not protective in those with ulcerative colitis.4 The cause of the increased propensity to
thromboembolism in IBD appears to be multifactorial with increased coagulation activation and platelet aggregation
playing a role. Although the exact underlying mechanisms are poorly understood inflammation is thought to play a large
part.

5
 The recommended treatment of thromboembolic events in those with IBD is no different to that in the general

population. Thrombolysis should only be considered for those with haemodynamic instability or where an organ or limb
is compromised. Inferior vena cava filters should be considered where anticoagulation is contraindicated or in those
with recurrent thromboembolic events despite adequate anticoagulation. Other percutaneous options such as regional
thrombolysis, thrombectomy and stent placement have emerged in recent years

6-8
 and, although their role remains to be

fully defined, they should be considered in individual cases.

Our case series highlights some of the issues discussed above. Those with active disease are at highest risk, but
intestinal symptoms are not always present and clinical assessment of disease activity can correlate poorly with
endoscopic and histological evaluation.

9
 Dermatological manifestations of active inflammation such as pyoderma

gangrenosum may correlate with exacerbation of intestinal disease.
10

 Those with quiescent disease can still develop
thromboembolic complications. Management decisions need to be made on a case by case basis. The contribution of
inflammation to the increased thrombotic propensity warrants further research. We suggest that patients with IBD who
develop a thromboembolic complication should have their disease activity re-evaluated. If active disease is felt to be
the provoking factor then an escalation in immunosuppressive therapy may be necessary and this should be considered
when deciding on the optimal duration of anticoagulation.
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