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A Case of Spontaneous Bacterial Peritonitis Following Argon Plasma Coagulation for 
Angiodysplasias in the Colon
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Spontaneous bacterial peritonitis (SBP) is the most common infection in liver cirrhosis patients, and is not a result of surgery 
or intra abdominal infection. Argon plasma coagulation (APC) is an endoscopic procedure used with a high-frequency electrical 
current for control of bleeding from gastrointestinal vascular ectasias including angiodysplasia and gastric antral vascular ectasia. 
This procedure is known to be safe because it uses a noncontact method. Therefore, tissue injury is minimal and up to 
two to three millimeters. However, we experienced a case of SBP occurring immediately after performance of APC for control 
of severe bleeding from angiodysplasia in the colon in a patient with liver cirrhosis and hepatocellular carcinoma. (Korean 
J Gastroenterol 2014;64:115-118)
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INTRODUCTION

Spontaneous bacterial peritonitis (SBP) is a serious major 

complication of liver cirrhosis.1 Even harmless procedures 

such as nasogastric tube placement, endoscopy, and intra-

venous catheter insertion may cause temporary bacteremia 

and SBP. Argon plasma coagulation (APC) is a non-contact 

endoscopic electrocoagulation method used for hemostasis 

or tissue ablation in the upper and lower gastrointestinal 

tract. This procedure is known to be relatively safe due to only 

a few minor complications such as gas bloating and transient 

abdominal or anal pain after the procedure. However, serious 

complications, including bowel perforation, rectovaginal fis-

tula, and stricture have been rarely reported.2-5 To the best 

of our knowledge, no case of SBP occurring immediately after 

APC without evidence of bowel perforation in a cirrhotic pa-

tient has been reported. Herein, we report on a case of SBP 

that occurred after APC in a 71-year-old female with liver cir-

rhosis and hepatocellular carcinoma (HCC).

CASE REPORT

A 71-year-old female was admitted to the emergency de-

partment with melena that had started one week prior to 

hospitalization. She had a history of hepatitis C virus-asso-

ciated liver cirrhosis and HCC. She was hospitalized with 
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Fig. 1. Colonoscopy findings show 
many small vascular malformations 
(angiodysplasias) over the entire 
colon.

Fig. 2. Argon plasma coagulation applied on the prominent 
angiodysplasia suspected to cause bleeding.

blood pressure of 100/70 mmHg, body temperature of 

37.2oC, heart rate of 84 beats per minute, and respiratory 

rate of 20 breaths per minute. Physical examination showed 

a clear breathing sound on both lung fields and a regular 

heart beat without any murmur. The abdomen was distended 

with a moderate amount of ascites, but she did not have ab-

dominal pain. Laboratory data showed a white blood cell 

count of 4,940/mm3, hematocrit of 19.3%, hemoglobin of 

6.1 g/dL, platelet count of 157,000/mm3, glucose of 117 

mg/dL, AST of 51 IU/L, ALT of 29 IU/L, total bilirubin of 0.8 

mg/dL, albumin of 3.1 g/dL, blood urea nitrogen 40 mg/dL, 

creatinine concentration of 1.19 mg/dL, and prothrombin 

time of 18.2 seconds (52%). She was classified as Child- 

Turcotte-Pugh class B.

Esophagogastroduodenoscopy (EGD) showed grade II 

esophageal varices without evidence of bleeding. Colono-

scopy showed angiodysplasias scattered over the entire co-

lon with no obvious bleeding (Fig. 1). She had already visited 

the emergency department several times before this hospi-

talization with melena and all medical evaluations had 

shown the same results. We could not treat all angiody-

spalsias with alcohol injection therapy or hemoclips. 

Therefore, we only treated the prominent angiodysplasia 

which showed the largest size and was suspected to cause 

bleeding with endoscopic APC (Fig. 2). After the APC proce-

dure, no complication such as bleeding or perforation was 

observed. After 5 hours of APC, the patient suffered from a 

stomach ache and experienced a fever of 38.5oC. Physical ex-

amination revealed tenderness and rebound tenderness on 
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the whole abdomen, and distention of the abdomen had 

deteriorated. Diagnostic paracentesis was performed for 

analysis of ascitic fluid. Results showed 5,590/mm3 white 

blood cell count, 5,031/mm3 polymorphonuclear leukocytes 

(90% of white blood cell count) and gram-negative rods, and 

cultures showed growth of Escherichia coli. Therefore, she 

was diagnosed as SBP and intravenous third generation 

cephalosporin was administered immediately.

On the 15th day of antibiotic treatment, follow-up ascitic 

fluid analysis showed 1/mm3 polymorphonuclear leuko-

cytes, and cultures showed no growth of micro-organisms. 

She made a full recovery with stable vital signs and normal 

laboratory findings.

DISCUSSION

To the best of our knowledge, this is the first report on a pa-

tient with SBP as a complication of cirrhotic ascites after APC 

for multiple angiodysplasias, which provoked serious mele-

na in the colon. SBP, a bacterial infection of ascitic fluid, is di-

agnosed by analysis of ascitic fluid. Liver cirrhosis has been 

known to increase risk for bacterial infection including SBP.6 

The incidence accounted for 10-30 percent of hospitalized 

patients of cirrhosis who have ascites.7 The one-year mortal-

ity rate for patients who suffer from SBP is 30-50 percent.8 

Escherichia coli, Klebsiella pneumonia, and Aeromonas are 

the most commonly isolated organisms.9-12 SBP is now easily 

treated with third generation cephalosporin and quinolone. 

Prophylactic antibiotics are recommended for patients who 

have upper gastrointestinal bleeding.13

APC is a non-contact electrocoagulation and controls hem-

orrhaging of the gastrointestinal tract during performance of 

EGD or colonoscopy.14 It uses an ionized argon gas with a high 

voltage discharge. The procedure is considered effective and 

safe, because the depth of coagulation is just two to three 

millimeters. Minor complications like transient pain can oc-

cur following APC, but major complications such as perfo-

ration and intestinal emphysema are rare.2-5 However, in the 

current case, it was suspected that the translocation of in-

testinal flora into ascites through the weakened bowel wall 

after APC caused SBP in a cirrhotic patient. According to an-

other report, SBP occurred during bowel preparation for colo-

noscopy because gut bacteria passed through the intestinal 

wall and into the portal circulation.15 There was one report of 

the occurrence of peritonitis following argon plasma coagu-

lation of colonic angiodysplasia in a continuous ambulatory 

peritoneal dialysis (CAPD) patient.16 The patient on CAPD pre-

sented with recurrent massive bleeding from angiodysplasia 

of the cecum and developed peritonitis caused by E. coli with-

in 24 hours after hemostasis with APC. In another case, an 

advanced cirrhosis patient who showed colonic ulcerations 

suggestive of Crohn’s disease had peritonitis during colono-

scopy without obvious perforation.17 However, no cases of 

APC causing systemic infection such as bacteremia and SBP 

in cirrhosis patients have been reported. The pathophysiol-

ogy of APC-induced SBP is unclear. APC is a non-invasive and 

safe procedure. However, APC may cause translocation of 

bacteria from the gut to the ascites, and development of SBP 

and bacteremia. In addition, due to their immunocompro-

mised status, there is an increased risk of infection in liver cir-

rhosis patients.18 Therefore, physicians should consider that 

prophylactic antibiotics must be administered before the 

APC procedure in cirrhotic patients with ascites. We report on 

a case of immediate occurrence of SBP after APC treatment 

for control of severe melena in a patient with cirrhotic ascites.
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