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Pylephlebitis and liver abscesses secondary  
to acute advanced appendicitis
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Dear Editor,

Currently, pylephlebitis (septic thrombophlebitis of the por-
to-mesenteric veins) and liver abscesses are exceptional compli-
cations of acute advanced appendicitis. 

Case report

A 53-year-old male patient consulted our service for distension, 
abdominal pain and general malaise for one month. The patient 
was in regular general condition with fever, hypotension, pain in 
right hemiabdomen, and hepatomegaly. Laboratory testing re-
vealed a leukocyte count of 33,000x106/L, dissociated cholestasis 
and lactic acid concentration of 43.7 mg/dL. Abdominal computed 
tomography (CT) showed mesenteric-portal thrombosis, multiple 
liver abscesses and an inflammatory process in the right iliac fossa 
(RIF) suggestive of acute appendicitis (Fig. 1). Antibiotic treat-
ment with Meropenem® was started, and later switched to Ceftriax-
ona®-Metronidazol®, based on blood culture results (multisensitive 
Escherichia coli and Bacteroides fragilis). Initially, a non-surgi-
cal approach was adopted and anticoagulation with low-molecu-
lar-weight heparin treatment was administered. 

During the first days, the patients developed ascitis with trans-
nudate characteristics, negative culture and occurrence of collat-

eral venous circulation in abdominal wall. Ascites was suspected 
in a context of portal thrombosis (presinusoidal) as the patient 
showed no signs of underlying chronic liver disease. Depletion 
therapy and serum albumin treatment were initiated with a good 
response.

Control CT revealed global radiographic improvement but no 
significant changes in the thrombosis. 

Five weeks after admission, the patient was discharged on 
oral anticoagulant and amoxicillin-clavulanic acid for one 
month. Control CT performed at six months showed persistence 
of thrombosis and anticoagulation treatment was continued. 
The patient now receives regular follow-up at our outpatient 
clinic.

Discussion

Although acute appendicitis is a frequent emergency (7%) 
(1), such advanced cases are currently exceptionally rare (2,3). 
Clinical diagnosis of pylephlebitis may be missed in the presence 
of other abdominal infections. Abdominal CT is the most reliable 
diagnostic tool (2,3).

Fig. 1. Initial CT: A. Inflammatory process in right iliac fossa suggestive of 
acute advanced appendicitis. B. Thrombosis of the superior mesenteric 
vein, liver abscesses. 
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Management of this condition is based on 3 principles:
1.  Control of the abdominal septic focus. Although appen-

dectomy is considered the treatment of choice for acute 
appendicitis (4,5), conservative management is contem-
plated in cases of advanced appendicitis (plastron and/or 
intraabdominal abscess). Some authors (6) report better 
results with a conservative approach. Yet the superiority 
of the exclusively medical conservative treatment of ad-
vanced appendicitis has not been demonstrated to date.

2.  Resolution of liver abscesses with empirical intravenous 
antibiotics for 2 weeks (considering that E. coli and B. 
fragilis are frequently isolated in such cases) associated 
with oral antibiotics for a further 4-6 weeks (7), adjusted 
to antibiogram results, assessing the need for percutaneous 
drainage.

3.  Treatment of pylephlebitis (acute portal vein thrombosis) 
with early anticoagulation. A recently published study (8) 
observed a more favourable evolution in patients who re-
ceived early anticoagulation compared to those who on 
antibiotics only. Antibiotics associated with anticoagulant 
seem to accelerate the process of recanalisation (9). The 
rate of complete recanalisation of portal thrombosis (PT) 
treated with anticoagulation is 22-45% while that of partial 
recanalisation is 15-35% (10).

Finally, we wish to stress that the management of these pa-
tients is complex and requires multidisciplinary management.
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