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a b s t r a c t 

Ligaments are peritoneal duplications that contain venous and lymphatic vessels that can 

potentially be pathways for the spread of infection. Primary inflammation of one of the peri- 

toneal ligaments is very rare. Abscess of the falciform ligament (FLA) is a rare pathological 

substrate whose pathophysiology is still unknown or poorly understood, but most often oc- 

curs as a consequence of a local inflammatory process such as acute cholangitis, cholecys- 

titis, pancreatitis or pylephlebitis. The diagnosis of the primary site of inflammation as well 

as FLA is established by radiological methods—ultrasound (US), computed tomography (CT) 

and magnetic resonance (MR), while the therapy is most often combined—conservative and 

surgical, but interventional radiology methods can also be used. In this report, we present 

a 67-year-old patient with the falciform ligament abscess that developed during epizode of 

acute cholecystitis with left portal vein thrombosis, which was diagnosed by US and CT and 

effectively managed with antibiotic treatment. FLA is a severe inflammatory condition that 

requires prompt diagnosis and aggressive antibiotic therapy to avoid surgical treatment. 

© 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 

The falciform ligament is one of the suspensory ligaments of
the liver, which contains the ligament teres and an umbilical
vein remnant [1] . Ligaments are peritoneal duplications that
contain venous and lymphatic vessels that can potentially be
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pathways for the spread of infection. Primary inflammation of
one of the peritoneal ligaments is very rare. 

Abscess of the falciform ligament (FLA) is a rare patho-
logical substrate whose pathophysiology is still unknown or
poorly understood, but most often occurs as a consequence of
a local inflammatory process such as acute cholangitis, chole-
cystitis, pancreatitis or pylephlebitis. The diagnosis of the
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Fig. 1 – Abdominal ultrasound: transverse scan in epigastrium showed enlargement and hyperechogenic reaction of 
falciform ligament (star) with intraligamentary fluid collection - abscess (arrow). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

primary site of inflammation as well as FLA is established
by radiological methods—ultrasound (US), computed tomog-
raphy (CT) and magnetic resonance (MR), while the therapy
is most often combined—conservative and surgical, but inter-
ventional radiology methods can also be used. 

In this report, we present a 67-year-old patient with the
falciform ligament abscess that developed during epizode of
acute cholecystitis with left portal vein thrombosis, which was
diagnosed by US and CT and effectively managed with antibi-
otic treatment. 

Case report 

Clinical history and examination 

A 67-year-old female patient presented with 3 days present
epigastric pain followed by nausea, vomiting and flatulation.
No history of fever, jaundice or weight loss. At physical exam-
ination the upper right quadrant of the abdomen and epigas-
trium revealed tenderness. Past medical history is negative. 

Blood tests 

The patient’s blood tests demonstrated an elevated white
cell count of 16 × 10 3 / μl, C reactive protein 25 mg/dL and
serum fibrinogen 600 mg/dL with normal levels of bilirubin
and transaminase. 

Imaging findings 

US showed normal sized and homogeneous liver, without fo-
cal lesion, with signs of periportal edema. US also detected
partially distended gallbladder with mural thickening, and
cholelithiasis, consistent with acute cholecystitis. There was
no dilatation of extrahepatic biliary duct, with no choledo-
holythiasis detected. US revealed enlarged and hyperechoic
falciform ligament with irregular fluid collection measured
30 mm × 21 mm ( Figs. 1 and 2 ). The color Doppler exam
showed the absence of flow in the left branch of the por-
tal vein ( Fig. 3 ), which has thickened walls so the US di-
agnosis of portal vein thrombophlebitis (pylephlebitis) was
made. 

CT demonstrated a filling defect and well opacified walls of
the left portal branch, probably indicating secondary throm-
bophlebitis (pylephlebitis) without thrombosis of main por-
tal vein. CT also detected enlargement and “fat-stranding”
of falciform ligament with intraligamentary localized fluid
collection—the findings suggests inflammation and absces-
sus of falciform ligament. Extrahepatic biliary duct was 5 mm
diameter, without calculosis but with low cystic duct inser-
tion. Based on the US and CT examination, conclusion was
that the cause of FLA is acute cholecystitis and pyhlebitis
of the left branch of the portal vein, and the patient was
hospitalized. 

Therapy and recovery 

Considering the clinical history, size of the abscess and bio-
chemical analysis, it was decided that the therapy should ini-
tially be conservative with antibiotic therapy. Based on a diag-
nosis of falciform ligament infection and abscess, we adminis-
tered conservative therapy with aggressive antibiotics (double
antibiotic therapy—metronidasol and ciprofloxacin) as well as
anticoagulant therapy in the form of subcutaneous injections
of Fraxiparin. The patient’s general condition and laboratory
data improved after 10 days so control US examination of the
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Fig. 2 – Abdominal ultrasound: transverse scan in epigastrium showed abscess in falciform ligament (arrow). 

Fig. 3 – Color Doppler revealed the absence of flow in the left branch of the portal vein which has thickened walls –
thrombophlebitis (pylephlebitis). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

abdomen was performed, which showed a complete regres-
sion of acute cholecystitis, persistent left portal vein throm-
bosis and a significant reduction in the size of the FLA ( Fig. 4 ).
Patient was discharged with advice for anticoagulant therapy
and regular follow-up US and Doppler examinations. Follow-
up color Doppler scan one month after showed incomplete left
portal vein recanalization with organized thrombus and the
patient was asymptomatic with no clinical consequence from

this. 
Discussion 

Falciform ligament divides left lobe of liver into lateral and
medial segments and extends from inferior surface of di-
aphragm to supraumbilical part of anterior abdominal wall [2] .
It is composed of peritoneal layers within obliterated umbili-
cal vein as ligamentum teres and variable amount of adipose
tissue. Inflammation of falciform ligament is an uncommon
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Fig. 4 – Follow-up abdominal ultrasound after therapy: a transverse scan in the epigastrium showed regression in the size 
of the falciform ligament (arrow) and abscess collection (star). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

cause of acute abdominal pain and can mimic the clinical pre-
sentation of cholecystitis, perforated duodenal ulcer and pan-
creatitis. US and CT are helpful for the assessment of the cause
[3] . 

Pylephlebitis is defined as an inflamed thrombosis of the
portal vein. It is a rare complication of an intraabdominal
infection, and the diagnosis is often missed due to its nonspe-
cific clinical presentation. Symptoms may include abdominal
pain, fever, chills, fatigue, nausea, and vomiting. It is impor-
tant to consider this differential when a patient presents
with signs of abdominal sepsis since it has a high mortal-
ity rate and is often diagnosed postmortem. Pylephlebitis
can be diagnosed via abdominal US or CT demonstrat-
ing a thrombus in the portal vein, and it must be treated
early and aggressively with broad-spectrum antibiotics
[4] . 

Primary inflammation of the falciform ligament is very rare
and the most common cause is inflammation of the ligamen-
tous cyst [5] . The causes of falciform ligament abscesses vary,
whether in the pediatric population or in adults. In children,
the most common cause is omphalitis, and in adults lym-
phatic, venous or per continuitatem spreading of the inflam-
matory process of gallbladder, bile ducts, liver or pancreas ori-
gin [6 ,7] . 

The characteristic US appearance of the falciform ligament
is an echogenic focus at the junction of the quadrate and left
lobes of the liver. Recognition of the typical location of the fal-
ciform ligament is especially important to distinguish it from
other intrahepatic masses [8] . In such cases, US is a very im-
portant diagnostic procedure that can indicate the typical pre-
sentation of FLA (hypoechoic and anechoic changes in hyper-
echoic walls located in the area between the quadrate and left
lobes of the liver, which continues to the abdominal wall) but
also possible causes. 
In our case, US revealed signs of acute cholecystitis which
probably were primary pathological process leading to left
portal branch thrombophlebitis and secondary inflammation
and FLA. The mechanism of the falciform ligament inflamma-
tion in acute cholecystitis is most often the translocation of
bacteria through pericholedochal veins directly into the portal
vein, while in cholangitis it spreads through the paraumbilical
veins [9] . Portal vein thrombosis can occur for various reasons
including hematologic disorders, liver cirrhosis, inflammation
and neoplastic changes, while the presence of inflammation
in the adjanced structures is necessary for the development
of pylephlebitis, which in our patient was acute cholecystitis.
The patient was hospitalized and treated with double antibi-
otic therapy (metronidasol, ciprofloxacin) and anticoagulant
drugs. In our case, the early US diagnosis of FLA enabled the
rapid hospitalization of the patient and the initiation of ag-
gressive antibiotic therapy with a good therapeutic response,
thus avoiding percutaneous drainage of abscess or surgical
treatment. 

After treatment US control showed significant regression
of cholecystitis, left portal branch thrombosis and necrosis of
falciform ligament with good response to therapy. Antibiotic
and anticoagulant therapy was proceeded for one more week.

Conclusion 

FLA is a severe inflammatory condition that requires prompt
diagnosis and aggressive antibiotic therapy to avoid surgical
treatment. The role of clinical examination, biochemical an-
alyzes and especially imaging modalities such as US or CT is
very important in assessing the severity and causes of FLA.
Also, their role is significant in monitoring the therapeutic ef-
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fects of antibiotics in order to make a timely decision on pos-
sible surgical treatment. 

Patient consent 

We confirm that written, informed consent for publication of
this case was obtained from the patient. 
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