EpiTOR’S COMMENTARY

Should Surgical Inflammatory Bowel Disease Patients Be Given
Extended Venous Thromboembolic Prophylaxis Postoperatively?

Amy L. Lightner, MD

Venous thromboembolism (VTE) is a significant health
problem in the United States, with nearly 1 million cases each
year,"? resulting in significantly increased cost® and mortality.*
It has been well described that patients with inflammatory
bowel disease (IBD) are hypercoagulable and at increased risk
of venous thromboembolism.’> The added insult of surgical in-
tervention puts IBD patients at even higher risk for a venous
thromboembolic event in the perioperative period. This is due
to intraoperative patient positioning, stretch on the mesentery,
and pelvic dissection. Thus, there has been an increasing body
of evidence looking at the risk of deep VTE and pulmonary em-
bolism (PE) in patients with IBD undergoing abdominopelvic
surgery.®? Unlike the well-established increased risk of VTE
in colorectal cancer patients'’ and subsequent national recom-
mendations by the National Comprehensive Cancer Network
(NCCN) and the CHEST guidelines* " for extended postoper-
ative VTE prophylaxis, there are few published data for patients
with IBD and, thus, no strong recommendations regarding
prolonged postoperative VTE prophylaxis. Rather, more sub-
jective statements based on low-quality evidence such as those
made by the American Society of Colon and Rectal Surgeons
(ASCRS), which state that “patients with IBD are at high risk
for DVT [deep vein thrombosis] and select patients may ben-
efit from extended prophylaxis,” guide surgeons regarding the
management of extended postoperative VTE prophylaxis in
IBD patients.!> However, as the IBD patient population is be-
coming a cohort subject to increasing scrutiny due to studies
reporting higher rates of postoperative VTE in ulcerative co-
litis (UC) patients than colorectal cancer patients,'> national
guidelines are inevitable.® 14

Although VTE most commonly refers to lower extremity
DVT and PE, portomesenteric venous thrombosis (PMVT) can
also present as a significant complication of abdominopelvic
surgery in patients with IBD. Reported incidence rates of
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3-10%' ¢ are probably lower than true incidence because
most patients are diagnosed by abdominal imaging, and not
all patients have computed tomography (CT) scans in the post-
operative period. There are likely many asymptomatic patients
who never get abdominal imaging who may have a PMVT that
goes undiagnosed and untreated with unknown consequences.
Kayal et al. have sought to better understand the risk fac-
tors for PMVT in patients undergoing surgery for medically
refractory UC by doing a retrospective review of 6 years of
surgical data at a tertiary IBD referral center. The purpose
was to answer an important question: Which patients are at
greatest benefit to receive extended postoperative VTE pro-
phylaxis? This is important because PMVT has the potential
to result in life-threatening bowel ischemia; administration of
systemic anticoagulation fortunately results in the resolution
of a PMVT and decreased mortality from PMVT."”

Kayal et al. included a total of 434 patients in their anal-
ysis, of whom nearly two-thirds had elective surgery and half
had a 3-stage approach to restorative proctocolectomy with an
ileal pouch anal anastomosis (IPAA). Although no patients
were discharged on extended VTE postoperative prophylaxis,
nearly all (98.5%) received inpatient postoperative prophylaxis
with subcutaneous heparin. The authors found the rate of post-
operative PMVT to be 8.3%. It is important to note, however,
that this rate comes only from those patients who had a post-
operative abdominal CT scan for abdominal pain, and, again,
not all patients had a routine postoperative CT scan, thereby
limiting our understanding of the true rate of PMVT. Of note,
all patients with a PMVT were treated with anticoagulation
for 6 months, and following treatment, all patients had com-
plete resolution of their PMVT. No patients had bowel infarc-
tion or required surgical intervention to address their PMVT.
Although all patients did well, it remains challenging to answer
if it is necessary to treat all cases of PMVT, and what the nat-
ural course of a PMVT is when left untreated.

When the authors assessed potential risk factors for
PMVT, preoperative serum C-reactive protein (CRP) was
found to be associated with postoperative PMVT. The authors
determined that the optimal CRP cutoff for an association
with PMVT was 45 mg/L. Thus, their recommendation was
that patients with a preoperative CRP of >45 mg/L receive
extended postoperative VTE prophylaxis. This finding is con-
sistent with increased inflammation leading to an increase in
hypercoagulability.'® As most IBD patients have a CRP level
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before surgery, this could certainly be a practical and useful
tool to risk-stratify patients to those who needed or did not
need VTE prophylaxis. It would be worthwhile and important
for future studies to look at the relationship of CRP and DVT/
PE as well, as this is generally what drives the postoperative re-
commendations for VTE prophylaxis.

Interestingly, the mean time to VTE was nearly 2 months,
underscoring that VTE is not just a phenomenon of the im-
mediate perioperative period. Other studies have corroborated
these findings with data of VTE up 6 months postoperatively.”
This suggests that patients should be given prophylaxis for a
duration longer than 30 days postoperatively, as the NCCN
guidelines suggest for patients with colorectal cancer (REF).
However, it is likely that compliance, especially with subcuta-
neous lovenox injections, would decrease with increasing time
from the operative intervention.

The real challenges with understanding the relevance of
PMVT are as follows: (1) Is the abdominal pain due to PMVT
or another etiology? (2) What is the true incidence of PMVT?
(3) If a PMVT were to go untreated, what would its natural
course be? Thus, do we actually need to treat PMVT? Should
we only treat when symptomatic?

To better answer the aforementioned questions, a pro-
spective study that gets routine postoperative imaging on all
patients would need to be performed. Then, asymptomatic
patients with PMVT on abdominal imaging could be ran-
domized to receive or not receive systemic anticoagulation
to better understand whether it is necessary to treat all pa-
tients and decipher the natural history of untreated PMVT.
Another important component of a prospective study is to
document compliance with VTE prophylaxis. Studies on
VTE are limited by a lack of information regarding whether a
patient filled their prescription for VTE prophylaxis, which is
uncommon,® and, when filled, whether the patient was com-
pliant. Again, a well-designed prospective trial would help
answer these questions. Until then, there remain significant
gaps in our understanding of PMVT in postoperative IBD
patients.
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