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Introduction

Septic pelvic thromboembophlebitis (SPT) is a quite
rare but significant complication seen after pelvic
infection. While it usually develops after delivery in
association with endometritis, it may also occur due to
malignity and pelvic inflammatory diseases.[1–3] It has
two different clinical forms, which are ovarian vein

thrombophlebitis (OVT) and deep septic pelvic
thromboembophlebitis (DSPT). SPT is observed in
one out of 3000 deliveries and it is more frequent in
cesarean sections.[4] Its risk factors are the cesarean sec-
tion, chorioamnionitis, induced abortions, multiple
pregnancies and maternal age being <20.[3,5] Most of the
cases have pain in the lower right abdomen and fever
48–96 hours after the delivery.[6] Rarely, it may have

Özet: Do¤um sonras› geliflen ender bir komplikasyon:
Septik pelvik tromboemboflebit
Amaç: Bu olgu bildiriminde, geçirilmifl sezaryen öyküsü olan ve
vajinal yolla 30. haftada intrauterin ölü do¤um yapm›fl bir hastada,
20 gün sonra tespit edilen septik pelvik tromboemboflebit (SPT)
olgusunun tart›fl›lmas›n› amaçlad›k. 

Olgu: 24 yafl›nda, atefl ve sa¤ alt kar›n a¤r›s› ile acil servise baflvu-
ran ve bilgisayarl› tomografi (BT) görüntülemesinde sa¤ ovaryen
ven duvar›nda 4 cm ebat›nda segmente trombüs ile uyumlu görü-
nüm raporlanan hasta takip ve tedavi amac›yla yat›r›ld›. Genifl
spektrumlu antibiyoterapi ve antikoagülan tedavisi sonras› kontrol
tomografi görüntüsünde trombüsü gerileyen hasta 10. gün tabur-
cu edildi. Takiplerinde komplikasyon geliflmeyen hastan›n tedavi-
si flifa ile sonuçland›. 

Sonuç: Sonuç olarak, SPT hem obstetrik hem de jinekoloji prati-
¤inde oldukça ender rastlanan bir komplikasyondur. SPT, geç ta-
n›n›n ölümcül sonuçlar do¤urabildi¤i ancak erken tan› ile de yüz
güldürücü sonuçlar al›nabilen bir hastal›kt›r. Do¤um veya operas-
yon sonras› kar›n a¤r›s› ve atefl bulgular› olan her olguda mutlaka
akla gelmelidir.
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Abstract

Objective: In this case report, we aimed to discuss a septic pelvic
thromboembophlebitis (SPT) case detected 20 days later who had
the previous history of cesarean section and had an intrauterine still-
birth vaginally at 30 weeks of gestation. 

Case: A 24-year old patient, who admitted to the emergency service
with the complaints of fever and pain in the lower right abdomen and
was reported to have a 4 cm formation consistent with thrombus on
the right ovarian vein wall in the computed tomography (ST), was hos-
pitalized for follow-up and treatment. The patient whose thrombus
showed remission in the check-up tomography scan after the broad-
spectrum antibiotherapy and anticoagulant treatment was discharged
on the 10th day. The treatment of the patient who did not develop any
complication in the follow-ups was completed with recover. 

Conclusion: In conclusion, SPT is a complication which is seen rarely
in both obstetric and gynecologic practices. SPT is a disease which
may lead to fatal outcomes by late diagnosis but satisfying results with
early diagnosis. Abdominal pain and fever symptoms should come to
mind in all cases after delivery or operation. 
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persistent fever and lower abdominal pain despite the
antibiotherapy. Although imaging methods are used in
the diagnosis of the disease, the success rates are rela-
tively limited. Sometimes, the response to an anticoag-
ulant treatment already initiated may help to diagnose
SPT. Today, it can be treated with antibiotics and anti-
coagulants. The important issue in this disease is to
recognize and remember that such a clinic condition
may develop. When the diagnosis of the disease is late,
it may progress fatally.

In this case report, we aimed to discuss a SPT case
which has the potential for morbidity and mortality in
case of late diagnosis but satisfying results can be
achieved by the treatment during diagnosis, and to raise
awareness on this disease. Therefore, we discussed a
SPT case detected 20 days later who had the previous
history of cesarean section and had an intrauterine still-
birth vaginally at 30 weeks of gestation in our study.

Case Report
A 24-year old patient, who admitted to the emergency
service with the complaints of fever and pain in the lower
right abdomen and was reported to have a 4 cm formation
consistent with thrombus on the right ovarian vein wall in
the computed tomography (ST), was hospitalized for fol-
low-up and treatment (Fig. 1). After checking her histo-
ry, it was found that the case underwent a cesarean section
previously, had a unilateral loss of hearing and had an

intrauterine stillbirth vaginally at 30 weeks of gestation 20
days ago in another center. Sensitivity was observed in the
right lower quadrant in the abdominopelvic examination.
No pathology was found in the examinations carried out
on other systems. The highest temperature during admis-
sion was 37.8ºC, and arterial pressure and pulse were
within normal range. In the laboratory analyses, it was
found that Hgb was 12.2 g/dL, WBC was 9.2 K/mm3,
liver and kidney function tests were normal, and CRP was
8.20 mg/L. It was observed that the procalcitonin was
<0.5 μg/L. Samples were collected from the patient for
vaginal cervix culture. No formation consistent with
thrombus was observed in the lower extremities in the
bilateral lower extremity Doppler USG. Antibiotherapy
(intravenous [IV] ampicillin-sulbactam 1 g 4×1) and anti-
coagulant (subcutaneous enoxaparin 4000 IU 2×1) treat-
ments were initiated.

Beginning from the 24th hour of the treatment, the
pelvic pain and fever of the hospital regressed to the
normal levels. As the venous line could not be seen
clearly on the pelvic MRI on the 7th day, computed
tomography (CT) was repeated upon the recommen-
dation of the radiology department. It was reported
that thrombus regressed at a high level (Fig. 2). As
WBC and CRP values were within the normal limits
and there was no reproduction in the cervix culture
according to the laboratory analysis, the patient was
discharged on the 10th day by oral antibiotherapy and
anticoagulant treatments. It was also recommended to

Fig. 1. (a) In the CT image with axial contrast, elevated diameter in the right ovarian vein and thrombus (white/light colored arrow) in it, and
(b) the thrombus (red/dark colored arrow) in the inferior vena cava can be seen.
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perform the anticoagulant treatment for 6 weeks. The
informed consent was received from the patient to use
her medical data in scientific studies.

Discussion
Although SPT develops rarely in the obstetric patient
population, its mortality is 4.4%.[7,8] The pathogenesis
of SPT is explained by Virchow’s triad. The venous sta-
sis due to venous dilation during pregnancy and
reduced venous pressure or hypercoagulopathy second-
ary to the pregnancy causes endothelial cell injury
which occurs directly or due to infection by delivery or
surgical procedures. In addition, SPT is observed most
frequently in the right ovary due to the presence of sig-
moid colon in the left ovary, right ovarian vein being
longer and uterus making more pressure on the right
side during pregnancy.[9] In our case, we observed
thrombus on the right ovarian vein during her admis-
sion. Also, observing on the 20th day after delivery
make us think that pregnancy-associated impacts have a
contribution on this condition.

The two different forms of SPT, which are OVT
and DSPT, differ from each other in terms of clinical
findings and diagnosis. While there are fever and pain
in the right lower quadrant one week after delivery or
surgical procedure, the mass can be palpated on the
right lower quadrant in some cases. It is possible to
observe right ovarian vein thrombus in 20% of the cases

by imaging methods.[8,10,11] In DSPT, there is an intense
condition manifesting itself with fever resistant to
antibiotics a few days after delivery or surgical proce-
dure and mostly before discharge, and usually there is
no pain.[6] In these cases, thrombus is not observed usu-
ally in the screening.[8,10,11] While reproduction is not
usually observed in the culture in OVT and DPST
cases which is an advanced form of SPT, a study con-
ducted on a series of 158 postpartum OVT cases
reported that reproduction occurred in the cultures of
22% of the cases, where it was mostly streptococcus.[12]

Since our case did not have high fever, we did not exam-
ine blood culture, and there was no reproduction in the
cervix culture. Our case delivering stillbirth vaginally 20
days ago made us think that she had OVT due to an
infection after delivery as a risk factor.

Septic pulmonary emboly (SPE) (13%) and metasta-
tic abscess were reported as the two important compli-
cations of SPT.[13] Also, some studies reported other
complications such as the clot clogging iliofemoral or
renal vein by reverse flow.[14,15] In addition, septic throm-
bi and embolies are the source of bacteremia and they
can be fatal if not treated.[15]

In the suspected cases whose fever does not go down
despite the antibiotic treatment, receiving fever
response 48 hours after anticoagulant treatment can be
used for the diagnosis.[8] SPT diagnosis can be estab-
lished specifically by detecting palpable intravenous
thrombus and purulent fluid in the exploratory laparo-

Fig. 2. (a) It can be seen in the axial CT images with control contrast that the diameter of the right ovarian vein became normal, and the throm-
bus in the right ovarian vein (white/light colored arrow) and (b) in the inferior vena cava (red/dark colored arrow) regressed partially.
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tomy, but it is rarely used. In the treatment of the dis-
ease, it seems appropriate to add anticoagulant treat-
ment to the broad-spectrum antibiotherapy which con-
tains potential bacteria.[16] Although there is no certain
rule for the type and duration of anticoagulant treat-
ment in the relevant literature, unfractionated heparin
and low molecular weight heparin are the options used
most commonly. In our case, we administered low
molecular weight heparin in the dose of 1 mg/kg with
12-hour interval, and observed that the complaints of
the patient regressed completely by continuing the
treatment for six weeks as the thrombus was confirmed
radiologically. As we observed the distinct regression in
the check-up tomography scan performed previously,
MRI was not effective in the diagnosis of this patient
and for the purpose of protecting the patient for re-
exposure to the radiation, we considered the full regres-
sion of the clinical results as recovery.

Conclusion
In conclusion, SPT is a complication which is seen rarely
in both obstetric and gynecologic practices. SPT is a dis-
ease which may lead to fatal outcomes by late diagnosis
but satisfying results with early diagnosis. Our case
exhibited an atypical progress in general, and her condi-
tion was detected by coincidence. As seen in our case, it
is essential to remember and rule out SPT diagnosis in
the cases with fever and abdominal pain in the postpar-
tum period. Unfortunately, this rare disease has severe
outcomes and it should always come to mind in the dif-
ferential diagnosis.
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