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ABSTRACT

Introduction: pylephlebitis is septic thrombosis of the 
portal vein and its tributary branches, secondary to intra-
abdominal or pelvic infection, which migrates throughout 
the splanchnic circulation system and causes systemic 
deterioration. Portal pneumatosis is a rare condition 
and is traditionally an incidental finding with high 
mortality. Complicated diverticular disease, on infrequent 
occasions, can cause pneumatosis. Case presentation: 
we present the case of a 77-year-old male patient with 
acute abdomen, pylephlebitis, and portal pneumatosis 
secondary to complicated diverticular disease. Conclusion: 
pylephlebitis and portal pneumatosis require urgent control 
of the septic focus by resolutive surgery to avoid the fatal 
complications of abdominal sepsis that this condition 
causes.

RESUMEN

Introducción: la pileflebitis es la trombosis séptica de la 
vena porta y sus ramas tributarias, secundaria a infección 
intraabdominal o pélvica, la cual migra por todo el sistema 
de circulación esplácnica y causa deterioro sistémico. 
La neumatosis portal es una condición rara y tradicio-
nalmente es un hallazgo incidental con alta mortalidad, 
la enfermedad diverticular complicada, en muy raras 
ocasiones, puede causar la neumatosis. Presentación 
del caso: se presenta el caso de un paciente masculino 
de 77 años con abdomen agudo, pileflebitis y neumatosis 
portal secundario a enfermedad diverticular complicada. 
Conclusión: la pileflebitis y la neumatosis portal requie-
ren de control del foco séptico urgente mediante cirugía 
resolutiva para evitar las complicaciones mortales de la 
sepsis abdominal que este cuadro origina.
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INTRODUCTION

Pylephlebitis is septic thrombosis of the portal 
vein and its tributary branches secondary 

to intra-abdominal or pelvic infection, which 
migrates throughout the splanchnic circulation 
system and causes systemic deterioration.1 

Only 0.6% of abdominal sepsis is complicated 
by this entity.2

Portal pneumatosis is a rare condition and 
is traditionally an incidental finding with high 
mortality. Complicated diverticular disease can 
cause pneumatosis on very rare occasions.3 The 
anatomy of the portal circulation explains why 
diverticulitis (26.5%) and appendicitis (22%) 
are the primary etiologies of this disorder; other 

etiologies can be cholecystitis, pancreatitis, and 
hepatic abscesses.4 Pylephlebitis is a septic 
process with high mortality, where timely 
management of the primary septic focus is 
imperative.

We present the case of a 77-year-old male 
patient with acute abdomen, pylephlebitis, and 
portal pneumatosis secondary to complicated 
diverticular disease.

PRESENTATION OF THE CASE

We present the case of a 77-year-old male with a 
history of diabetes mellitus 2 and long-standing 
systemic arterial hypertension, surgical history 
of laparoscopic cholecystectomy six years 
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ago, and cardiac catheterization for chronic 
ischemic heart disease. His current condition 
began 10 days before his admission with 
diffuse abdominal pain in the lower quadrants, 
as well as an attack on his general condition 
accompanied by asthenia and hyporexia. An 
external physician with antibiotic therapy 
managed him. On arrival at the Emergency 
Department, he presented tachycardia and 
a tendency to hypotension accompanied 
by altered alertness. Physical examination 
revealed an inflammatory plastron in the 
left lower quadrant that aroused pain during 
manipulation; however, there was no evidence 
of peritoneal irritation. Laboratory tests 
showed leukocytes 13,400 mm3, neutrophilia 
92.9%, and lactate 3.9 mmol/l. A contrast 
abdominopelvic CT scan was requested, 
showing portal vein thrombosis (Figure 1), portal 
pneumatosis (Figure 2), and diverticular disease 
(Figure 3). Due to the above findings, initial 
management with intravenous solutions and 
empirical broad-spectrum antibiotic therapy 
with piperacillin-tazobactam 4.5 g IV every 8 
hours was started; after stabilizing management, 
exploratory laparotomy was performed, where 
sigmoidectomy and terminal colostomy were 
performed due to the findings of diverticular 
perforation (Figures 4 and 5) and purulent 
inflammatory plastron in the mesosigmoid 
with special distribution in the path of the 
inferior mesenteric vein. Samples for cultures 
were taken. Postoperative management was 
performed in the intensive care unit, and 
antibiotic therapy was directed to E. coli. 
Total parenteral nutrition and anticoagulant 
therapy were started with 60 mg of enoxaparin 

subcutaneously (SC) every 12 hours. The 
patient had a favorable clinical evolution thanks 
to the multidisciplinary management provided. 

Figure 2: Portal pneumatosis.

Figure 1: 

Portal 
thrombosis.

Figure 3: Diverticular disease.
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He was discharged one week after the surgical 
procedure without any complications. He was 
referred to the outpatient clinic one week after 
his discharge. He was tolerating the oral route 
with a functional stoma and with the wound 
intact. The histopathology report revealed a 
complicated diverticular disease.

DISCUSSION

The leading cause of pylephlebitis reported 
in the literature is complicated diverticular 
disease. However, it is a rare finding and of low 
incidence although potentially fatal; in this case, 
the previous situation is presented together with 
portal pneumatosis, an even rarer complication; 
most cases reported in the literature are case 
series. It occurs secondary to the dissemination 
of gas-producing organisms through the inferior 
mesenteric vein or by direct communication 
between the perforated diverticulum and the 
mesenteric circulation.5 It is a serious entity 
that requires immediate management with 
mortality rates of up to 50 to 80%, which, due 
to the formation of septic emboli, can result 
in different complications such as intestinal 
ischemia, hepatic abscesses, hepatic and 
splenic infarcts, and death secondary to septic 
shock.6 Coagulation disorders should be ruled 
out as a risk factor. In our case, there were no 
complications or hematologic pathology.

The most frequent symptoms may be fever, 
abdominal pain, and even jaundice, the most 
common agents being Bacteroides fragilis and 
Escherichia coli.7 The definitive diagnosis is 

made with percutaneous drainage and culture 
of the portal tree; however, in clinical practice, 
it is detected when there is a septic process and 
gas or thrombi in the portal system in imaging 
studies.8

In the case presented here, the problem was 
treated early with the resolution of the condition 
through initial control of hemodynamic 
parameters with intravenous hydration and 
empirical antimicrobial management, followed 
by surgical treatment with sigmoidectomy and 
terminal colostomy, antimicrobial therapy 
to control the septic focus, in addition to 
anticoagulation, which has been shown to 
reduce mortality in these patients; however, 
there is still no scientific evidence to support 
it.9 The use of antibiotics and anticoagulation is 
indicated for six weeks. Likewise, postoperative 
parenteral nutrition was given, complying with 
all aspects of multidisciplinary management of 
sepsis.10,11

CONCLUSIONS

Although portal pneumatosis and pylephlebitis 
are rare complications, they should be 
suspected in a patient with diverticular disease 
and hepatic manifestations or manifestations of 
a severe septic state; therefore, it is suggested 
to approach these patients with an intentional 
search for these entities through imaging and 

Figure 4: Sigmoid colon.

Figure 5: Closed abdomen with colostomy.
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laboratory studies, to offer timely management 
that improves the probability of survival and 
decreases mortality in these patients.
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