
A69-year-old man presented
with fever and chills of acute
onset without any localizing

complaints. He was previously gener-
ally well, but had a history of dyslipi-
demia and benign prostatic hypertro-
phy. The findings of his examination
and laboratory tests were normal, and
he was discharged.

He was admitted again after 3 days,
during which he felt only lassitude and
experienced recurring severe shaking
chills. His vital signs were normal ex-
cept for elevated temperature (38.5°C)
and heart rate (103 beats per minute). A
meticulous examination again revealed
little except for the discovery of a mod-
erate, non-tender enlargement of the
prostate. The findings of electrocardio-
graphy, chest radiography and abdomi-D

O
I:

10
.1

50
3/

cm
aj

.0
60

78
6

Silent menace: septic

abdominal thrombophlebitis

Clinical Vistas

Fig 1: Coronal contrast-enhanced computed tomographic image of the abdomen showing
a filling defect within the inferior mesenteric vein (arrows) projecting into the splenic vein
lumen with adjacent diverticulosis (arrow heads).

mens that test positive for influenza A
(H5N1) must be confirmed by the Na-
tional Microbiology Laboratory or its
designate.

Given the increased likelihood of
seasonal influenza infections, these
guidelines for H5N1 testing in hu-
mans should be applied only to pa-
tients who have a history of travel, or
contact with a traveller, to areas af-
fected by outbreaks of avian influenza8

and a significant clinical and exposure
history. The need exists for increased
vigilance for the surveillance, recogni-
tion, reporting and prompt investiga-
tion of patients with severe influenza-
like illness or severe respiratory illness
(see Box 1).

To establish your patient’s risk of
avian influenza A (H5N1) infection
based on travel and exposure history
and for guidance on further actions,
contact your local medical officer of
health. For additional information on
avian influenza testing, contact your
provincial public health laboratory.
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nal ultrasonography were normal. His
hemoglobin (Hb) level was 8.8 µmol/L,
the leukocyte count was 9.35 × 109/L
(0.84 neutrophils) and the platelet
count was 113 × 109/L. Prothrombin
time, activated partial thromboplastin
time and urinalysis were normal. Liver
enzymes were minimally elevated (as-
partate aminotransferase [AST] 38 U/L,
alanine aminotransferase [ALT] 52
U/L), and the erythrocyte sedimenta-
tion rate (ESR) was 33 mm/h.

After 24-h observation, the patient
was diagnosed with viral infection and
again discharged only to be readmitted
4 days later with continued fever
(39.4°C) and anorexia, but no new
physical findings. His Hb level was pre-
served; leukocytes increased to 14.5 ×
109/L and platelets to 613 × 109/L. The
serum creatinine level was 129 µmol/L
(previously 102.5 µmol/L). Liver en-
zymes had increased: AST 60 U/L; ALT
130 U/L; alkaline phosphatase 300 U/L;
gamma-glutamyl transpeptidase 500
U/L. ESR was now 141 mm/h, and the
C-reactive protein (CRP) level 105
mg/L. All cultures, serologic and au-
toantibody tests, and purified protein
derivative skin test were negative, but
the patient remained febrile.

Computed tomography (CT) of the
patient’s abdomen and chest revealed
large intraluminal filling defects in the
inferior mesenteric vein and splenic
vein (Fig 1). Extensive colonic diverticu-
losis with mild diverticulitis in the adja-
cent descending mesocolon was the

only other pathologic finding. A careful
workup for thrombophilia was un-
equivocally negative. Meanwhile, the
patient made a spontaneous recovery,
and all blood parameters returned to
normal. He was discharged after 2
weeks of anticoagulant treatment, until
an elective laparoscopic partial colec-
tomy could be scheduled.

Septic thrombophlebitis (pylephlebitis)
of the inferior mesenteric and splenic
veins is an uncommon and often fatal
complication of intra-abdominal infec-
tions.1 Septic venous thromboses asso-
ciated with adjacent acute infections
have also been reported in the pelvic
veins, internal jugular vein and dural si-
nuses. Our patient presented with re-
current fever, rigors and blood tests
that were only subtly abnormal at first,
but later became characteristic of sep-
sis (leukocytosis, thrombocytopenia,
acute renal failure, abnormal liver func-
tion tests and CRP). The absence of any
abdominal symptoms, normal findings
on abdominal ultrasonography and
negative cultures led to a potentially
dangerous diagnostic delay. In a retro-
spective series of 19 cases of septic
thrombophlebitis of the portal vein, di-
verticulitis of the colon (or ileum) was
identified as the most common focus
of infection.2 Fewer than a dozen other
cases involving the mesenteric veins
had been reported.3 Either the portal
vein or its tributaries may be involved.

Patients usually present with fever,
chills and abdominal pain, and CT is a
powerful diagnostic modality. How-
ever, a high index of suspicion is re-
quired, especially as silent presentation
of diverticulitis can occur3 and was also
reported as causing fever of unknown
origin. Although spontaneous resolu-
tion of these episodes can occur,
broad-spectrum antibiotics are usually
indicated (including coverage of Bac-
teroides fragilis)1–3 and possibly antico-
agulants and later surgical resection of
the offending tissue.
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