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Trousseau’s syndrome with arterial thrombosis and venous
thromboembolism in a patient with ovarian cancer
C Rajapakshaa, S Rathnayakab, S Hemapriyac

Abstract
Background: Trousseau syndrome (TS), first described
in 1865 refers to coagulopathy associated with underlying
malignancy. It is the second leading cause of death among
cancer patients. Deep vein thrombosis and superficial
thrombophlebitis are the common manifestations of TS while
arterial thrombosis is seen rarely. We present a patient with
TS presenting with concomitant arterial and venous
thrombosis.
Case presentation: A 73 years old otherwise healthy
lady presented with swelling of right lower limb with
gangrenous toes. Investigations revealed right lower limb

Deep Vein Thrombosis (DVT) and arterial thrombosis with
underlying ovarian malignancy. Her investigation findings
excluded paradoxical embolism, vasculitis and other
thrombotic conditions. Surgical resection of the tumor was
done, but attempted inferior vena caval filter insertion failed.
Postoperatively, she developed pulmonary embolism, which
was managed with anticoagulation. Unfortunately she
developed ascending gangrene of the right leg with fatal
sepsis.
Conclusion: Concomitant arterial and venous thrombosis
is a rare manifestation of TS. It is important to suspect
underlying occult malignancy in patients presenting with
arterial or venous thrombosis.
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Background
Venous thromboembolism (VTE) is a major cause of
morbidity and mortality among cancer patients.
According to literature up to 20% of cancer patients
develop thromboembolic events and about 20% of
patients with thromboembolism have an underlying
malignancy1. In 1865, Trousseau described a syna
b
c

drome of unexpected thrombosis, chronic DIC
with microangiopathy, verrucous endocarditis and
arterial embolism in cancer patients. Today, the term
‘Trousseau’s syndrome’ (TS) describes any
coagulopathy associated with cancer 2 and it is the
second leading cause of dea th a mong ca ncer
patients.
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Case report
We report a challenging case of an elderly lady with
ovarian cancer whose initial presentation was recurrent
deep vein thrombosis (DVT) and arterial thrombosis.

Case presentation

primary hypercoagulable states. Paradoxical embolism
was excluded by a normal echocardiogram. Her investigations were also not in keeping with vasculitis or other
conditions like myeloproliferative diseases, antiphospholipid antibody syndrome or paroxysmal
nocturnal hemoglobinuria.

In May 2019 a 73 years old lady presented with painful
right leg swelling with blackish discoloration of both
3rd and 4th toes for 3 days. She was a mother of 2
children and had reached menopause about 20 years
ago.
She had a history of right leg DVT extending up to
external iliac vein 8 months back. Investigations
identified a pelvic mass. She was started on warfarin,
but had defaulted clinic follow up after a few weeks
and has not continued warfarin thereafter. She denied
recent leg trauma or immobilization. There was no
fever, shortness of breath (SOB) or hemoptysis.
On examination there was swelling of right leg up to
thigh with gangrenous 3rd and 4th toes. The popliteal,
dorsalis pedis and posterior tibial arterial pulsations were
absent. She had no cardiac murmurs or lung signs.
Abdominal examination revealed a hard fixed pelvic
mass. Liver and spleen were not enlarged and there was
no free fluid.
In view of her history of DVT, a recurrent DVT was
suspected. However absent distal pulses with gangrene
was consistent with concomitant arterial thrombosis
or embolism. She was started empirically on intravenous heparin. Lower limb arterial doppler showed
absent distal flow with possible obstruction at right
profunda femoris artery. CT angiogram confirmed the
presence of 100% obstruction at the same artery at
mid-thigh level (Figure 1). Her basic hematology, renal
and liver function tests were normal. Ultrasound of
the pelvis showed a 9cm × 7cm × 6cm mass with
solid and cystic areas, papillary projections and
increased vascularity, suggesting an ovarian carcinoma.
Her CA-125 level was 70.9 (0-35), ESR was 60 mm/
1st hour, and Anti Nuclear antibody and anti cardiolipin
antibody titers were negative.
A malignant pelvic mass causing pelvic vein compression resulting in DVT was diagnosed. However,
concomitant arterial occlusion in this patient was
unusual. Possible mechanisms considered were,
hypercoagualability due to malignancy, local inflammation secondary to DVT predisposing adjacent arterial
thrombosis, paradoxical embolism, vasculitis or other
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Figure. CT Angiogram of the patient
– posterior view.

Following a multi-disciplinary meeting with contributions from an anaesthetist, gynaecologist, interventional radiologist and a vascular surgeon it was
decided to initially insert an IVC filter to prevent
pulmonary embolism (PE) and perform a laparotomy
to stage and debulk the malignancy. Vascular bypass
surgery was to be planned afterwards. Insertion of
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IVC filter was abandoned due to poor visualization.
Intraoperatively a large adnexal mass was found
infiltrating into pelvic walls with no metastasis. Total
abdominal hysterectomy and bilateral salphingooophorectomy was performed. While on anticoagulation she developed acute SOB and desaturation on
the second postoperative day, secondary to PE, which
was confirmed by a CTPA. Due to recent major surgery,
it was decided not to thrombolyse. Anticoagulation and
supportive management was continued. Tumor
histology showed a high-grade serous micropapillary
adenocarcinoma of ovary.
A few days later she developed ascending gangrene of
right leg with sepsis. She was started on broadspectrum antibiotics and a foot amputation was offered.
She was not in a state to give consent. Her next of kin
did not give consent for amputation even after
explaining the consequences. Despite aggressive
management at the intensive care unit with broadspectrum antibiotics she passed away several days later.

relationship is uncertain due to presence of comorbidities6.
Despite the advances in understanding the pathophysiology of TS, a diagnostic marker has not been
identified. It is therefore largely a diagnosis of
exclusion. We believe we were able to exclude most
of the possible contributing factors for her presentation
before diagnosing TS.
Definitive management for TS is removal of the
causative tumor. Ideally an IVC filter should be inserted
to prevent PE during and after surgery. Anticoagulation
is recommended in all patients with TS. Conventional
heparin is the drug with most benefit. In addition to its
usual action, heparin interrupts carcinoma-mucin
dependent adhesion phenomenon and neutralizes
various cytokines and chemokines, further reducing
thrombotic risk. Even though LMWHs are more
convenient and effective, they do not confer those
additional benefits7. There is no evidence for using
vitamin K antagonists or novel oral anticoagulants in
TS.

Discussion
The term TS describes unexpected thrombosis that
precedes the diagnosis of an occult visceral malignancy
or appears concomitantly with the tumor2. Initially it
was thought that mucin-producing tumors cause TS,
but recently it was identified that tumors not producing
mucin such as malignancies of pancreas (8.1%), lung
(5.1%) and intestines (4.9%) are also associated with
the development of TS3.
Malignancy induced production of procoagulants and
inhibition of synthesis of anticoagulants such as antithrombin III were the initially proposed mechanisms
for TS. Later, bioactive agents produced by angiogenic
epithelium causing hypercoagulability, such as tissue
factor and cystine proteinases were discovered. In
addition, malignancies increase platelet activation and
cause endothelial dysfunction4. Cancer treatments
including chemotherapy also add to the risk of
thrombosis4.
Manifestations of TS include DVT and superficial
thrombophlebitis. Arterial thrombosis is extremely rare
and very few cases have been reported5. We were
unable to find a patient who had all three DVT, PE and
arterial thrombosis during the literature survey. Coronary artery disease and ischemic stroke have been
described in association with malignancies but causal
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Conclusion
Concomitant arterial and venous thrombosis is rare in
TS. It is important to suspect underlying occult
malignancy in patients presenting with arterial or venous
thrombosis. Further studies are required to identify
diagnostic markers and set management guidelines for
TS.
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List of abbreviations
DVT

-

Deep Vein Thrombosis

IVC

-

Inferior Vena Cava

TS

-

Trousseau Syndrome

VTE

-

Venous Thromboembolism

ESR

-

Erythrocyte Sedimentation Rate

ANA

-

Antinuclear Antibody

LMWH -

Low Molecular Weight Heparin
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