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a b s t r a c t 

Phlebosclerotic colitis (PC), also known as idiopathic mesenteric phlebosclerosis, is a rare 

disease resulting in ischemic colon due to venous sclerosis and calcifications that can be 

identified by characteristic imaging features on computed tomography and colonoscopy. 

Clinical examination reveals nonspecific symptoms with slow progression in the majority 

of cases. Patients with PC often require late-stage hospitalization and colectomy. We report a 

79-year-old man with long-term clinical symptoms who used herbal medicines. Computed 

tomography and colonoscopy studies revealed several classical PC characteristics, and the 

patient subsequently underwent emergency total colectomy. 

© 2022 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

Introduction 

Phlebosclerotic colitis (PC) is a rare disease characterized by
sclerosis and calcification of the venous system located in the
colonic wall and mesentery tissue, which eventually results in
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chronic colonic ischemia. The incidence of PC in East Asian
countries has previously been documented, indicating that
PC was particularly common in China and Taiwan [ 1 ,2 ]. The
pathogenesis of PC remains controversial, but prior research
has suggested a possible association between PC and the long-
term use of herbal medicines. In 2014, Fang Guo et al [1] . postu-
niversity of Washington. This is an open access article under the 
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Fig. 1 – Plain radiograph demonstrated multiple 
serpiginous, thread-like calcifications that ran along the 
colon frame (black arrows), with some calcifications 
observed perpendicular to the colon frame (white arrow). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

lated that herbal medicine use might contribute to PC patho-
genesis. In 2021, a retrospective review of 240 individuals of
primarily East Asian descent reported by Jialing Wang et al [3] .
concluded that 78.7% of participants diagnosed with PC ad-
mitted to the use of herbal medicines. The ileocecum and as-
cending colon are the primary intestinal segments responsible
for dietary absorption, including water, nutrients, and toxici-
ties. Therefore, PC tends to occur in the right colon (ileoce-
cum and ascending colon) and may extend to the descending
colon, sigmoid colon, or rectum [4] . 

Common PC hallmarks can be detected by computed to-
mography (CT), including calcification of the mesenteric veins
and branches (intramural tributaries, marginal veins, and
vena recti) [5] . Chronic colitis presents in most situations, as-
sociated with diffuse thickening of the colon, fat stranding
surrounding the colon, and complications, such as intestinal
obstruction or necrosis, that result in a perforated colon [6–8] .

In this paper, we describe a clinical case that was not de-
tected during the early disease stage but presented with mul-
tiple characteristic features of progressive disease. 

Case report 

A 79-year-old man was admitted to our hospital with abdomi-
nal pain for 2 days accompanied by a lack of flatulence or defe-
cation. His medical history included several prior episodes of
abdominal pain and constipation starting from a young age
with recurrent incidents of increasing frequency. He was di-
agnosed with chronic colitis and self-treated at home using
herbal medicines for over 40 years. The clinician detected no
abnormal vital signs, fatigue, or abdominal pain, and the pa-
tient was suspected of abdominal guarding. 

Laboratory test results were within normal limits: red blood
cells (RBCs), 4.6 T/l; hemoglobin (Hb), 132 g/l; hematocrit (Hct),
38.6%; white blood cells (WBCs), 8.54 G/l; no abnormal values
were identified for hepatic or renal functions. 

Plain radiography showed multiple serpiginous, thread-
like calcifications that ran along the colon frame, with some
calcifications that appeared perpendicular to the colon, indi-
cating vascular calcification. No pneumoperitoneum signs or
air-fluid levels were documented ( Fig. 1 ). 

CT demonstrated diffuse and symmetrical wall thickening
of the cecum and the ascending, transverse, and descending
colon, potentially associated with the submucosa layer. The
thickest region measured approximately 9 mm and presented
with distinctive gastrointestinal layers. Bowel wall thickening
was also identified at the end segment of the ileum, and mild
dilatation of the small bowel was detected in the pelvis. Af-
ter contrast administration, the mucosa layer showed strong
homogeneous enhancement, with calcifications in the colon
walls and surrounding fat stranding ( Fig. 2 A and B). No dila-
tion or abnormal thickening of the sigmoid colon or rectum
was documented ( Fig. 2 C). 

Multiple thread-like calcifications were detected that ran
along the superior mesenteric vein branch and several inferior
mesenteric vein branches that supply blood to these colonic
segments ( Fig. 2 D and E). The main superior mesenteric vein
and all great branches appeared normal ( Fig. 2 E). 
Colonoscopy obtained images of 40 cm of the colon, as
measured from the anus. The colon was narrowing and did
not allow the further passage of the detector (with a diameter
of 13 mm) beyond 40 cm; the colonic mucosa was edematous,
with congestion, and appeared dark purple. No signs of neo-
plasm were noted ( Fig. 3 ). 

Our patient was managed using conservative treatment
for 2 weeks, but symptom relief was not achieved. Ane-
mia colostomy was subsequently performed. The surgeon re-
ported that the entire colon segment from the cecum to the
sigmoid colon was dark and necrotic, with hardened mesen-
teric veins. The mesenteric arteries and the segment from the
sigmoid colon to the rectum were normal ( Fig. 3 E). Postoper-
atively, the affected colonic segments were resected, includ-
ing the terminal ileum, cecum, ascending colon, transverse
colon, descending colon, and part of the sigmoid colon. An ar-
tificial stoma was performed by creating two openings from
the ileum and sigmoid colon. 

Histopathological results showed chronic colitis (with sig-
nificant immune and blood cell invasion in the epithelial layer
of the colon) throughout the resected regions of the colon, and
the surrounding mesentery was sclerotic, with calcium and
hyaline deposits in the submucosal layers as well as thicken-
ing and calcium deposits in the subendothelial layer of the
colon wall ( Fig. 4 ). No evidence of malignancy was detected.
Ischemic necrosis due to vascular calcifications was the most
likely diagnosis. 

PC was finally diagnosed based on the combination of clin-
ical characteristics and the results from CT, colonoscopy, and
histopathology. 

Discussion 

PC is a rare gastrointestinal disease, and the use of herbal
medicines is thought to play an important role in PC patho-
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Fig. 2 – Contrast-enhanced abdominal computed tomography (CT) imaging. Axial images in the venous phase showed (A) 
symmetrical wall thickening of the cecum (black arrow) and the end segment of the ileum (white arrow) and the mild 

dilatation of the small bowel in the pelvis. (B) Symmetrical thickening of the bowel wall was observed, with calcifications in 

the submucosal layer of the ascending colon wall. The mucosal layer showed strong enhancement in the post-contrast 
phase (arrow). (C) The sigmoid colon and rectum showed normal appearances. (D) Calcifications appeared along the 
superior mesenteric vein branches (arrow). (E) Coronally reformatted images in the arterial phase showed normal great 
branches of the superior mesenteric vein. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

genesis [ 6 ,9 ]. Our patient had a long-term disease history and
was managed by herbal medicines (the specific medicines
used are unknown) but experienced recurrent episodes of dis-
comfort with increasing frequency. Furthermore, the involve-
ment of the descending colon is considered a severe prognos-
tic sign. 

The clinical symptoms of PC are generally nonspecific
and vary with disease stages, and diagnostic dilemmas are
sometimes unavoidable. During the early disease stages, pa-
tients may be asymptomatic, and incidental findings are of-
ten discovered during routine medical check-ups. Common
manifestations include abdominal pain (70%), diarrhea (30%),
and several recurrent episodes with increasing severity if not
accurately treated [4] . Other co-existing symptoms include
bloody stool, weight loss, and vomiting. Patients may suf-
fer from intestinal perforations or obstructions due to necro-
sis or strictures [ 1 ,10 ,11 ]. Our patient reported multiple pre-
vious episodes of abdominal pain. However, the cause could
not be determined because the symptoms were atypical and
mild. These symptoms progressed over time, leading to par-
tial bowel obstruction, suggesting the progression of an acute
disease. 

The imaging features on abdominal CT and colonoscopy
are often dominant contributors to the final diagnosis and
management of patients with PC [12] . The most common and
specific characteristic imaging features are calcifications dis-
tributed along the branches of the mesenteric veins and the
veins in the colon wall (intramural tributaries, marginal veins,
and vena recti) [6] . 

Abdominal plain radiography revealed linear, thread-like,
serpiginous calcifications along the colon wall, following
an inverted U-shaped distribution, with some calcifications
aligned perpendicular to the colonic axis [ 6 ,13 ]. On ab-
dominopelvic CT with contrast injection, serpiginous calcifi-
cations were observed in the bowel walls and in the mesen-
teric veins of the proximal colon wall [PH7], especially in the
ileocecum, cecum, ascending, and transverse colon [13] . 

In some advanced-stage cases, calcification can be ob-
served throughout the entire colon, even in the proximal seg-
ment of the superior and inferior mesenteric veins [14] . Ac-
cording to Tsung-Shuo Yen et al., the severity of mesenteric
venous calcification is often proportional to the clinical symp-
toms associated with PC [15] . 

In addition, other signs of chronic colitis can commonly
be identified, including diffuse thickening of the colonic wall
that appears more prominent on the mesenteric border and
pericolic fat stranding. Abdominal CT is a reliable tool for as-
sessing PC diagnosis and follow-up evaluations. When evalu-
ating potential complications, abdominal CT is considered the
gold standard, particularly for the detection of hazards, such
as bowel obstruction, necrosis, and perforation [6–8] . 

Barium enema examinations generally show nonspecific
images that often share common features with intestinal is-
chemia of arterial origins (colonic wall thickening, thumb
printing, the disappearance of semilunar folds, irregular bowel
luminal narrowing, stenosis, and hardness of the cecum
through the ascending colon) [ 13 ,16 ]. 

On digital subtraction angiography, the arterial branches
persistently appeared smooth with a normal blood flow,
whereas the venous branches were narrow, and the numbers
of mesenteric vein branches were reduced in the ascending
and transverse colon. The venous phase often shows poor ve-
nous perfusion in PC [6] . Our patient presented with calcifi-
cations along the colonic wall veins and mesenteric veins, in-
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Fig. 3 – Colonoscopy. (A) Images were obtained 40 cm from the anus, at which point colonic narrowing and did not allow the 
further passage of the detector. (B-D) The colonic mucosa was edematous, with congestion, and appeared a dark purple 
color (arrow). No signs of neoplasm were noted. Postoperative images showed dark and necrotic areas of the transverse 
colon (arrow). 

Fig. 4 – Hematoxylin and eosin staining of the colon wall: (A) Thickening (white arrow) and calcium deposits in the 
subendothelial vasculature in the colon wall (black arrow). (B) Calcium deposits and thickening of the submucosal (black 

arrow) vasculature in the colon wall. (C) Chronic colitis (invading immune cells [black arrow] and blood cells [white arrow] in 

the epithelial layer of the colon). (D) Suspicious hyaline deposits in the submucosa (arrow). 
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dicating the spread of ischemic intestinal lesions to the de-
scending colon. These features likely contributed to the in-
creasing frequency of clinical symptoms; however, no com-
plications were observed, including intestinal obstructions,
necrosis, or perforation. 

Colonoscopy revealed the dark purple discolorations of
the mucosa, suggesting a chronic intestinal ischemic condi-
tion due to calcifications and fibrosis of the mesenteric veins
[ 10 ,17 ]. Other signs that might be encountered, depending on
disease stage, include edematous mucosa, ulcerations, exten-
sive erosion, narrowing and hardening of the colon wall, loss
of mucosal folds, or necrosis of the colonic mucosa [10] . In our
case, the endoscopic results aligned with reports in the liter-
ature, including the narrowing of the intestinal lumen, pre-
venting the further passage of the detector. The entire bowel
mucosa was edematous, congested, and dark purple. 

Histopathological features highlighted the thickening of
the colonic submucosa, with a sclerosis-fibrous predomi-
nance. The submucosal vessel wall displayed thickening and
calcification, and collagen deposition in the venous wall was
observed [2] . Signs of fibrosis included thickening of the ve-
nous branches with calcification, submucosal fibrosis, colla-
gen deposition in the mucosa, and foamy macrophages in the
bowel wall [2] . Hematoxylin and eosin staining showed hyalin-
ization, calcification, and obstruction of the mesenteric veins.
Different degrees of obstruction could be observed, associated
with the accumulation of hemosiderin-laden macrophages,
erythrocyte extravasation, and macrophages featuring dark
brown and black pigmentation. 

Patient management depends on disease severity. The vast
majority of patients can be successfully managed with con-
servative and symptomatic treatments [18–20] . The presenta-
tion of bowel loop dilatation, the number of involved colonic
segments with venous calcification, and the total mesenteric
venous calcification score on CT have been shown to be use-
ful for predicting the failure of conservative treatment [12] .
Colectomy is indicated for patients with persistent and recur-
rent symptoms following conservative therapy [18] . Patients
with evidence of colonic stricture after the resolution of an
acute ischemic episode or with additional complications (such
as bowel obstruction, necrosis, or perforation) also require
surgical intervention [18] . A reduction in the use of herbal
medicines is also recommended due to their relationship with
disease pathogenesis and severity. 

Conclusion 

Although PC is a rarely encountered disease, distinct features
on abdominal CT and endoscopic examinations are com-
monly observed in the majority of reported cases. Patients
with a history of herbal medicine use and nonspecific intesti-
nal symptoms should be considered for potential PC diagno-
sis. We hold the view that understanding disease characteris-
tics is essential for achieving early diagnoses and increasing
the likelihood of beneficial outcomes for patients. 
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