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SUMMARY 
A rare case of septic puerperal pelvic thrombo

phlebitis is presented. 
This condition is an uncommon but potentially 

serious complication of pyogenic pelvic infection. 
The purpose of this report is to describe a 

particular form of septic pelvic thrombophlebitis 
(SPT) that frequently eludes diagnosis because 
of the absence of positive abdominal or pelvic 
findings. 

Our recent experience with this entity is 
interesting, because of the striking effect of 
½eparin _aft:r ma_?f ?ays of unsuccessful high 
dose multiple antibiotic treatment. 
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Thrombophlebitis and its related disor
ders are well known since the early des
cription of Virchow Hunter and Welch ( 1). 

Less well known is the entity of septic 
selpiv thrombophlebitis (S.P.T.) that has 
been described as an involvement of the 
walls of the enlarged pelvic venous chan
nels by an extensive pelvic infection such 
as puerperal sepsis or septic abortion. 

Anaerobic peptococci, peptostreptococci 
and bocteroides are usually the infecting 
orgamsms. 

Patients with S.P.T. present it in one 
of two ways. The first presentation oc
curs 2-5 days after delivery and is cha
racterized by the sudden onset of severe 
low abdominal pain and an elevated tern
perature. In such cases the examination 
of the pelvis give positive findings such 
as tenderness induration and perhaps ab
scess formation. Laparotomy is usually 
performed because of an acute abdomen 
signs. The ovarian vein is usually throm
bosed. Both ovarian veins should be Ii
gated and the patient treated with heparin 
and antibiotics. The second presentation 
occurs more insidiously. The post partum 
obstetric patient usually has intermitent 
temperature spikes, tachycardia, and a 
non-toxic appearance. In contrast with 
the dramatic temperature excursions no
ted in the patient's temperature chart it 
gives no evidence of distress except du
ring the febrile peaks. At this time symp
toms are chills and headache. Physical 
examination often reveals nothing at all (2). 

Use of the term S.P.T. seems to be 
justified in view of the nature of the fever 
and the high incidence of positive blood 
culture (3). In most cases high dosage of 
multiple antibiotics is instituted and after 
many days of unsuccessful therapy the 
presence of S.P.T. is suspected. The diag
nosis is presumptive, based upon deferve
scence within 48-72 hours of heparin the
rapy. 
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