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Introduction
Renal vein thrombosis  (RVT) is a life‑threatening 
condition that commonly occurs with nephrotic syndrome 
including membranous glomerulonephritis, trauma, aortic 
aneurysms, oral contraceptives, and malignancies.1,2 RVT 
resulting from kidney infections is extremely rare.3,4 Renal 
cysts are commonly detected on imaging; one study 
reported that more than half of patients aged  ≥50  years 
had at least one renal cyst.5 Infected renal cysts occur in 
approximately 2.5% of cases.6 Only one case of an infected 
renal cyst complicated by RVT has been reported in the 
literature.7

Case Report
A 78‑year‑old female was admitted with fever and 
drowsiness for the past 4 days. Her medical history included 
hypertension and diabetes mellitus for the past 20  years, 
which was well‑controlled. There was no family history 

A Case of Infected Renal Cyst Complicated by Renal Vein Thrombosis

suggestive of thromboembolic disorders. She was on 5  mg 
of amlodipine, 160 mg of valsartan, 5 mg of linagliptin, and 
1000 mg of metformin.

Her initial vital signs were blood pressure, 170/85 mmHg; 
heart rate, 95 beats/min; respiratory rate, 20 breaths/min; 
and temperature, 38.5°C. There were no abnormalities in 
her heart and lung sound. Vague left‑sided costovertebral 
angle tenderness was noted. There was no edema or skin 
changes and her neurologic examination was normal.

Laboratory tests showed a white blood cell count of 
9.37  ×  103/mm3 with 81.8% neutrophils, hemoglobin of 
9.1  g/dL, and platelet count of 264  ×  103/mm3. The blood 
biochemistry profile was: proteins, 6.4 g/dL; albumin, 3.2 g/dL; 
cholesterol, 156 mg/dL; blood urea nitrogen, 17.5 mg/dL; and 
creatinine, 0.87 mg/dL. Her C‑reactive protein (CRP) level was 
78.3  mg/L and HbA1c was 7.2%. Plasma proteins C and S, 
and anti‑thrombin III, anti‑phospholipid, and anti‑cardiolipin 
antibodies were either normal or negative. Urinalysis revealed 

Abstract
Renal vein thrombosis (RVT) is not an uncommon condition in patients occurring nephrotic syndrome. Renal cyst by bacterial infection 
is also rare. Only one case for RVT complicated with infected renal cyst is reported in the English literature. A 78-year-old female was 
admitted for fever and drowsy mentality for 4 days. Contrast-enhanced computed tomography (CECT) of the abdomen showed 3.7 
cm sized irregular shaped exophytic cyst well enhanced in left kidney upper pole and the left RVT. The culture of cystic fluid revealed 
Klebsiella pneumoniae. Our patient was effectively treated with antibiotics for 8 weeks and anticoagulant for 12 weeks. At 12-week 
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no proteins, 1  +  blood on a dipstick, 10–29 red blood cells, 
and 5–9 white blood cells per high‑power field. Urine and 
blood cultures showed no bacterial growth.

Contrast‑enhanced computed tomography (CECT) of the 
abdomen was done immediately to detect the focus of 
infection; a 3.7  cm irregular exophytic cyst was observed 
with an enhancement of the upper pole of the left kidney. 
The left renal vein was dilated and thrombosed  [Figure  1]. 
Ultrasound‑guided cystic aspiration was performed 
and approximately 7  mL of greenish pus was analyzed 
and cultured. The cystic fluid culture yielded Klebsiella 
pneumoniae, which was sensitive to ciprofloxacin.

The patient was treated with intravenous ciprofloxacin 
(400 mg/day) and apixaban (2.5 mg bid) for the initial 2 weeks. 
Her fever subsided on the fourth day of hospitalization, with a 
gradual reduction in her CRP level. Oral ciprofloxacin (250 mg 
bid) was subsequently administered for another 6  weeks. 
Apixaban was continued for 12  weeks. At the 12‑week 
follow‑up exam, CECT of the kidney showed near‑complete 
resolution of the RVT and a decrease in the size of the renal 
cyst  [Figure  2]. The patient remains on follow‑up through 
our outpatient department, with no recurrence of fever and 
normal CRP levels after 1 year.

Discussion
This case was significant because life‑threatening RVT may 
complicate infected renal cysts. Renal cysts can become 
infected by direct cyst penetration during biopsies or 
surgical procedures, hematogenous spread of infection, 
and local extension from an infected collecting system or 
infected renal parenchyma.8,9 Initial management against cyst 
infection includes intravenous lipid‑soluble antibiotics, such 
as fluoroquinolones. Cyst drainage is usually recommended 
in cases resistant to antibiotics, large infected cysts  (>5  cm 
in diameter), and severe cyst infections.9 Only aspiration was 
performed to acquire cystic fluid for culture in our case. As a 
result, the infected renal cyst was treated with appropriate 
antibiotics for 6 weeks and cyst aspiration, without the need 
for further drainage or surgical intervention.

RVT may have been caused by an endotoxin‑induced 
procoagulant state in our patient.10 Bacterial endotoxins are 
lipopolysaccharides found in the cell walls of Gram‑negative 
bacteria that can induce endothelial surface changes and 

Figure 2: Follow‑up CT scan after 12‑week treatment showing decreased size (2.3 cm) 
of a renal cyst with a thickened wall on the left kidney and nearly complete resolution 
of the left RVT (long yellow arrows).

Figure 1: CECT images showing a 3.7 cm sized exophytic cystic mass‑like lesion with 
an irregular margin in the left kidney upper pole and left RVT (long yellow arrows).

stimulate the expression of tissue factor, a procoagulant 
molecule that significantly enhances the activity of 
coagulation factors VIIa and Xa. Endotoxins also augment the 
production of the fibrinolytic inhibitor plasminogen activator 
inhibitor‑1 by endothelial cells.10 These mechanisms may be 
responsible for RVT caused by infected renal cysts.

A previous study reported a case of an infected renal cyst 
complicated by RVT that was treated using antibiotics, 
cyst drainage, sclerotherapy, and thrombolytic therapy.7 
In our case, the cyst was not drained because the patient 
responded well to conservative treatment. Oral factor 
Xa inhibitors have been reported in a patient with RVT, 
nephrotic syndrome, and pulmonary embolism.11 Our case 
was the first to use factor Xa inhibitors for the treatment 
of RVT associated with a bacterial renal infection.

Conclusion
In conclusion, physicians recognize that RVT could 
be complicated by an infected renal cyst, and 
co‑administration of a factor Xa inhibitor and targeted 
antibiotics for a long duration is necessary for the 
resolution of two diseases.
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Introduction
Ankylosing spondylitis  (AS) is a chronic inflammatory 
disorder primarily affecting the axial skeleton. It is 
strongly associated with human leukocyte antigen  (HLA) 
B27 and related conditions such as inflammatory bowel 
disease  (IBD), reactive arthritis, and uveitis. Takayasu 
aortoarteritis  (TA) is a large vessel vasculitis that primarily 
affects the aorta and its major branches. In this report, we 
present a rare case of a young male with AS and ulcerative 
colitis  (UC), who later developed TA, the combination of 
which culminated into renal amyloidosis (RA).

Case Report
An 18‑year‑old male patient presented with a chronic 
history of low back pain and stiffness in the hips. On 
examination, the dorsolumbar spine showed limited 
ante‑  and lateral flexion [see Table  1 for detailed 
investigations]. He was diagnosed with AS and initiated 
on nonsteroidal anti‑inflammatory drugs (NSAIDs) and 

An Abysmal Quadrad: A Rare Case of Ankylosing Spondylitis, Ulcerative Colitis, and 
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physiotherapy. After 3 months, he developed frequent 
episodes of loose stools and fever. Colonoscopy revealed 
ulcers in the sigmoid colon, along with loss of vascular 
pattern in the transverse and ascending colon, with 
colonic biopsy showing cryptitis, crypt abscess, and crypt 
loss, consistent with UC. Treatment with sulfasalazine and 
prednisolone (1 mg/kg/d) was initiated, which was tapered 
after achieving disease remission.

Two years later, the patient presented with sudden‑onset 
transient blurring of vision in the left eye with headache. 
Investigations showed raised inflammatory markers. Eye 
examination showed no signs of uveitis. A  thorough physical 
examination revealed a blood pressure  (BP) difference 
between the left arm  (124/78  mmHg) and the right 
arm  (150/90  mmHg), with low pulse volume in the left 
arm and a bruit over the left common carotid artery  (CCA). 
Magnetic resonance  (MR) aortography  [Figure  1] showed 
wall thickening and enhancement in the aortic arch  (AoA), 
descending thoracic aorta  (DTA), and upper abdominal 
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