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CLINICAL CORRESPONDENCE
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Introduction

Acute left lower quadrant (LLQ) pain among women during 
childbearing age is a common presentation in the Emergency 
Department (ED). Emergency Physicians (EPs) are well 
educated and trained in diagnosing the common and life-
threatening etiologies of acute LLQ pain within this popu-
lation. However, the authors herein report a novel etiology 
and presentation of acute LLQ pain that was secondary to 
iliofemoral deep vein thrombosis in an 18-year-old female 
patient.

Case presentation

An 18-year-old female developed a progressive left lower 
quadrant (LLQ) pain. The pain persisted and progressed 
in intensity over the weekend. On day three, the pain was 
severe enough that she presented to the Emergency Depart-
ment (ED). She exhibited no other associated symptoms. 
She also had no history of abdominal comorbidities or sur-
geries. Her past medical history includes centripetal obesity. 
The patient weighed 89 kg (196 lbs) at a height of 160 cm (5 
ft 3 in); this gave the patient a BMI of 35.0 (class II obesity 
category). She was diagnosed with polycystic ovary syn-
drome and menorrhagia for which she was prescribed oral 

contraceptive pills greater than 2 years prior to the current 
presentation. The remainder of the abdominal workup was 
unremarkable and her laboratory investigations revealed a 
normal white blood cell count (WBC); she was also negative 
for pregnancy and had normal urinalysis.

The initial working diagnosis was ovarian pathology ver-
sus acute appendicitis/colitis. She underwent abdominal and 
pelvic ultrasound where the appendix was not visualized; 
however, there was no indirect evidence of inflammation. 
Additionally, no concerning ovarian or adnexal mass was 
seen with normal bilateral ovarian blood flow. She exhibited 
bulky ovaries consistent with her diagnosis of polycystic 
ovary syndrome. Because of the lack of objective acute find-
ings, she was discharged home with the diagnosis of abdom-
inal pain, not yet diagnosed. At home, the patient contin-
ued to have a significant amount of pain, particularly in the 
lower abdominal area. Therefore, on day four, she returned 
to the ED. Her abdominal lab panel was repeated and again 
revealed normal findings. After assessment by the Emer-
gency Physician, she was told that she likely had an ovarian 
follicular cyst rupture but that this was not serious and she 
was able to go home with a prescription of analgesia.

On day five, our patient developed left leg pain which she 
explained as “shooting pain” from the abdomen. On day six, 
her pelvic pain resolved while the left leg pain intensified, 
accompanied by swelling and bluish discoloration of the 
region. She returned to the ED with left leg pain and swell-
ing and was unable to ambulate on the affected left leg due 
to the severity of the pain. A D-dimer was added to her labs 
and was found to be markedly elevated. The patient exhib-
ited signs of venous ischemia of the left lower limb, bluish 
discoloration of her leg, inability to weight bear and pain out 
of proportion or severe pain. Eventually, due to the patient’s 
severe pain, and body habitus which made physical examina-
tion challenging, she had a CT angiogram to rule out acute 
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limb ischemia (Fig. 1) as well as a venous Doppler study 
(Fig. 2). Within the CT angiogram there was no evidence of 
her deep vein thrombosis (DVT), but it was obvious that her 
left common iliac vein, appeared quite distended and full.

Her venous Doppler (Fig. 2) demonstrated an occlusive 
thrombus—seen within the left common iliac and left exter-
nal iliac veins. There was a non-occlusive thrombus within 
the left superficial femoral and left popliteal veins. At this 

juncture, the patient underwent further tests that ruled out 
hypercoagulable states as an etiology for DVT in our patient.

The patient was admitted to the hospital for hematology 
and vascular surgical consultation. The patient had no con-
traindications to anticoagulation and received intravenous 
heparin infusion in addition to analgesia. Under ultrasound 
guidance and local anesthesia, pharmacological thromboly-
sis was performed in addition to mechanical thrombectomy 
followed by balloon angioplasty. Following endovascular 
therapy there was patency and good flow within the left 
lower extremity deep venous system without any evidence 
of residual thrombus. The patient tolerated the procedure 
well and there were no immediate complications. She was 
discharged home on oral anticoagulation and diagnosed with 
May–Thurner syndrome.

Discussion

The differential diagnosis of acute left lower quadrant 
abdominal pain in women of childbearing age presenting to 
the ED has multiple etiologies. These include those that are 
gynecological in nature (for example, ectopic pregnancy, 
ovarian torsion, pelvic inflammatory disease, and ruptured 
ovarian cysts), urological (e.g., obstructive uropathy, urinary 
tract infection), related to the abdominal wall (e.g., incarcer-
ated hernia, shingles), and gastrointestinal (e.g., diverticuli-
tis and appendicitis) [1].

Of note, iliofemoral vein thrombosis is not typically 
included in the differential diagnosis of lower quadrant 
abdominal pain in the population of women of childbear-
ing age [1]. In 1957, R. May and R. Thurner described 
May–Thurner syndrome (MTS) as iliofemoral thrombo-
sis secondary to extrinsic venous compression of the left 
common iliac vein, between the right common iliac artery 
and the lower spine [2]. Iliofemoral thrombosis is found to 

Fig. 1  CT angiogram demonstrating left common iliac vein disten-
sion

Fig. 2  Doppler ultrasound in the 
long axis of the common femo-
ral vein demonstrating a patent 
common femoral artery with 
a normal flow overlying the 
larger common femoral vein. 
The white arrow demonstrates 
the location of the occlusive 
thrombus within the lumen of 
the common femoral vein
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be eight times more frequently found to be on the left side 
rather than the right [2]. The prevalence of May–Thurner 
syndrome is estimated between 2 and 5% of all cases of ili-
ofemoral DVT [3]. However, May–Thurner syndrome preva-
lence was found to be much higher in several retrospective 
studies involving radiographic and cadaveric cases and was 
estimated between 14 and 32% [3]. The classic clinical pic-
ture of May–Thurner syndrome presents as DVT with pain-
ful left lower limb swelling. When cases first present, there 
may be no obvious etiology or the disease may first present 
during or after pregnancy. In our case, a recent history of 
oral contraceptive pill usage was considered a risk factor [3].

It must be noted that isolated iliofemoral DVT is rare; 
however, it carries significant morbidity and mortality which 
warrants vigilant surveillance. The patient described herein 
had suffered one full week of LLQ pain and multiple ED 
visits before developing a clinical lower limb DVT. Fur-
thermore, there is no accurate estimate of the incidence of 
May–Thurner syndrome or the number of women currently 
living with the syndrome. What might be hypothesized is 
that it is an under-diagnosed entity. In the correct clinical 
setting, early diagnosis and treatment will minimize the 
delayed morbidity of post-thrombotic syndrome. Long-term 
complications include valvular incompetence, estimated 
to be between 20 and 44% of those diagnosed (at 5 and 
10 years). The diagnosis of May–Thurner syndrome does 
not rely on physical examination; the condition can remain 
asymptomatic but can progress to an acute unilateral left 
iliofemoral DVT or pulmonary embolism (PE) [3]. Compli-
cations of May–Thurner syndrome can be severe, including 
venous gangrene, limb loss, pulmonary embolism, compart-
ment syndrome, post-thrombotic syndrome, and death [3].

Conclusion

We report a case of a 20-year-old woman presenting to 
the ED on several visits with LLQ pain, and eventually 
the etiology was found to be iliofemoral DVT secondary 

to May–Thurner syndrome. Our case highlights the need 
to include iliofemoral DVT in the differential diagnosis of 
acute lower abdominal pain. Furthermore, lower abdominal 
pain warrants examination of the lower limb for subtle or 
early signs of DVT that the patient may fail to mention or 
does not immediately attribute to the abdominal pain. LLQ 
pain and the less common RLQ warrant a brief Doppler 
sonographic assessment of the iliofemoral veins. Moreover, 
the attending physician might consider obtaining a D-dimer 
in such cases based on risk stratification. With increasing 
utilization of point-of-care ultrasonography (POCUS) by 
Emergency Physicians, it raises the question of whether 
iliofemoral vein could be added to bedside Doppler in the 
future.
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