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Background
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Bariatric surgery volume is starting to rebound after a dip in 2023 and 2024

Portomesenteric venous thrombosis is a rare (0.3-1%) risk but can be 
devastating

IR plays a central role in diagnosis, triage and advanced therapy

Early recognition and intervention can help prevent bowel ischemia
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Pathophysiology
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Hypercoagulable baseline of 
obesity

Pneumoperitoneum → ↓ 
mesenteric flow

Dehydration → 
hemoconcentration post-op

Increased stasis in 
splenoportal axis after sleeve 
gastrectomy

Propagation: SMV → portal 
vein → hepatic inflow 
compromise
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Presentation

Most present after discharge (up to 80%) majority 
within 30d

Symptoms vague:

• Persistent abdominal pain

‒ Can occur suddenly

‒ Worse with eating

• Nausea/vomiting

• Low-grade fever

• Abdominal distention

Red flags: increasing lactate, leukocytosis, GI 
bleeding → consider ischemia.
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Risk Factors
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Diagnosis

CT venous phase = diagnostic test of choice
Look for:

• SMV/portal vein filling defects

• Mesenteric edema

• Bowel enhancement asymmetry

• Ascites

Collateral formation (late)
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Treatment
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Step 1: 
Anticoagulation Heparin → DOAC/warfarin

Most patients improve (majority managed medically)

Step 2: 
Escalation (IR-
driven):

Worsening pain or labs

Persistent/worsening occlusion despite AC

Signs of bowel ischemia

Extensive SMV involvement
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IR vs OR?
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Intervene 
(IR):

Occlusive clot threatening venous outflow
No peritoneal signs
Reversible ischemia suspected

Not improving on AC

Send to 
OR:

Peritonitis

Free air or confirmed bowel necrosis

Unstable patients needing laparotomy
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IR Options

Transhepatic thrombolysis

• Typically requires overnight lysis

• Higher risk of bleeding from tPA

• Typically need some patent intrahepatic PV 
branches
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IR Options

TIPS Approach

• Allows for use of larger thrombectomy catheters 
without tPA

• Don’t have to leave a TIPS behind

• Can close tips later if not needed

• Can be done in patients with more chronic PMT
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Early anticoagulation → 60–80% 
recanalization

IR intervention successful in selected 
early-presenting cases

Delay → bowel resection, sepsis, chronic 
portal hypertension

Chronic sequelae: varices, splenomegaly, 
hypersplenism
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Conclusion
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Keep PMVT high on the differential in post-bariatric abdominal pain.

CT venous phase is critical — get the right study.

Most managed medically, but IR must be ready for rapid escalation.

Thrombectomy and thrombolysis are viable in selected patients.

Early involvement of IR improves outcomes and reduces ischemic 
complications.
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Thank You/Any Questions?
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