e ’ @ Check for updates CASE REPORT

Rare Complication of Necrotizing Pancreatitis:
Extension of Retroperitoneal Abscess into
Femoral Region
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ABSTRACT

Distant abscesses are uncommon during the episode of acute pancreatitis (AP). However, these are possible sequalae of necrotizing
pancreatitis and should be treated appropriately to prevent serious septic complications. We demonstrate a case of a 56-year-old male
patient who presented with severe necrotizing pancreatitis and distant retroperitoneal abscess that reached femoral region and was
detected on diagnostic imaging scans. Combination of surgical and supportive therapy was employed, and the patient recovered well with
no permanent consequences. Our article highlights the importance of quick and accurate diagnosis and timely intervention in this rare type
of pancreatitis complication.
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Femoral Abscess after Pancreatitis

INTRODUCTION

Acute necrotizing pancreatitis (ANP) is a severe form of
acute pancreatitis, characterized by necrosis of the pan-
creas and surrounding tissues with development of pan-
creatic collections and abscesses. It is associated with high
rates of morbidity and mortality and long-term compli-
cations. Wide clinical picture, atypical presentation, local
and systemic complications make treatment of acute ne-
crotizing pancreatitis very challenging for both surgeons
and gastroenterologists (1). Most severe complications of
acute necrotizing pancreatitis are result of peripancreatic
collections rich in digestive enzymes. It leads to necrosis of
peripancreatic tissue and spreading of inflammation pro-
cess along the retroperitoneum. The descent of necrotic
retroperitoneal collections along the retroperitoneal space
to the femoral region is a rare but possible manifestation
of ANP that all clinicians should have on mind when eval-
uating femoral and inguinal swelling.

CASE REPORT

A 56-year-old male patient was admitted to the gastroen-
terology department because he had abdominal pain for
the last 4 days, ascites and microcytic anemia. The patient
had a history of heavy alcohol consumption. On physi-
cal examination, diffuse abdominal tenderness, ascites
and ventral hernia were noted. C-reactive protein (CRP)
was elevated to 88.9 mg/L (range 0-5), alkaline phos-
phatase 213 U/L, gamma glutamyl transferase (GGT) to
93 U/L (range 9-35) and serum amylase to 345 U/L (range
28-100). Abdominal ultrasound showed ascites and inho-
mogeneous calcification of pancreas suspicious of acute
pancreatitis. Upper endoscopy showed esophageal and
gastric varices. Conservative therapy was initiated and
included broad spectrum antibiotics (Meropenem 3 x 1 g
daily + Metronidazole 3 x 500 mg), parenteral nutrition,
analgesics, intravenous fluids and electrolyte corrections.
However, seventh day of the hospitalization, laboratory

Fig.1 MSCT showing a large retroperitoneal collection with
abscess that occupied omental bursa, left pararenal and left iliacal
retroperitoneal space with ascites intraperitoneally.
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Fig. 2 PET/CT showing inflammatory process that represents
communication between the retroperitoneal and left femoral
region.

tests showed dramatic elevation of inflammatory mark-
ers: leukocytosis (25 x 10°/L) and CRP of 290 mg/L along
with increase in serum and urine amylase, 3299 U/L and
4340 U/L, respectively. The patient became febrile (40 °C)
and developed large, painful bulge over the proximal part
of right inguinal area and thigh.

Multi-slice computed tomography (MSCT) showed
a large retroperitoneal collection with abscess that occu-
pied omental bursa, left pararenal and left iliac retroperi-
toneal space with ascites intraperitoneally (Figure 1). Due
to a suspicion of systemic septic foci, a positron emission
tomography (PET/CT) was indicated and it showed con-
tinuous abscess formation between upper retroperitone-
al space, femoral triangle and proximal part of the right
thigh with no accumulation of F-fluorodeoxyglucose
(FDG) in other parts of the body (Figure 2).

Abdominal paracentesis and right femoral region aspi-
ration performed simultaneously showed 8374 U/L amyl-
ase in the ascites and 36,450 U/L amylase in the thigh col-
lection. Microbiological analysis confirmed polymicrobial
infection (E. Coli, Enterococcus spp., Klebsiella pneumo-
niae and Bacteroides spp.). All bacterial species were sen-
sitive to initial antibiotic combination, so it was continued
for the next 14 days.

Consultation with surgeon was done and it was de-
cided to perform laparotomy, necrosectomy and surgical
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drainage of femoral collections because we have proven
extensive infected pancreatic necrosis, femoral abscess
and progression of septic complications. Minimally inva-
sive approaches were not performed since interventional
radiologist considered that it was not possible to adequate-
ly drain all collections percutaneously while laparoscop-
ic techniques in our institutions were not at such high
level to allow safe and sufficient laparoscopic pancreatic
necrosectomy.

The patient was further treated with total parenteral
nutrition, octreotide injections, transfusions of red blood
cell concentrate, antibiotics and additional percutaneous
intraabdominal abscess drainage on 6th postoperative day
(POD). Patient’s clinical condition improved, octreotide
and parenteral nutrition were discontinued on POD 8, he
started oral feeding on POD 9 and he was discharged on
24th POD with completely healed femoral and abdominal
incisions. At the 1-year follow-up, the patient was asymp-
tomatic and there were no repercussions on pancreatic
endocrine or exocrine function.

DISCUSSION

Based on the revised Atlanta classification, there is a clin-
ical spectrum of AP presentations which can be catego-
rized as mild, moderately severe, or severe (2). This divi-
sion depends on presence of organ failure and systemic
complications. Acute pancreatitis is most (in 80% of cases)
often a mild disease and treatment consists of supportive
care with fluid resuscitation, pain control and nothing by
mouth, while the role of antibiotics therapy and parenter-
al nutrition in mild cases is still widely debated (3, 4). On
the other side, less common, but more severe form of AP
when more than 30% of the gland is affected by necrosis,
is called necrotizing pancreatitis and it may lead to septic
complications, multi-organ failure and death. Necrotizing
pancreatitis may result in acute or subacute development
of sterile or infected pancreatic necroses, abscesses or
pancreatic fistulas while late complications include pan-
creatic pseudocyst and pancreatic failure (5).

American Gastroenterological Association (AGA) and
American College of Gastroenterology (ACG) guidelines
suggest that AP can usually be diagnosed based on clinical
symptoms and biochemical evidence of pancreatitis while
imaging tests should be performed only if there is clinical
deterioration or diagnostic dilemma (6, 7). Treatment de-
pends on the severity of the disease and different scoring
systems have been used to assess it and predict outcome
(e. g., Ranson criteria, Glasgow score, Imrie score), but still,
the course of AP is unpredictable in some cases so the ade-
quate monitoring of clinical and laboratory signs are man-
datory. When systemic inflammatory response syndrome
and/or organ failure is detected, the patient should be ad-
mitted to an intensive care unit.

Regarding recent WSES (World society of emergency
surgery) guidelines, the surgery is indicated in abdominal
compartment syndrome, acute ongoing bleeding when an
endovascular approach is unsuccessful, bowel ischemia or
acute necrotizing cholecystitis during acute pancreatitis,
bowel fistula extending into a peripancreatic collection
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and as a continuum in a step-up approach after percuta-
neous/endoscopic procedure (8).

Previous guidelines included some other surgery indi-
cations which changed over time mainly due to develop-
ment of minimally invasive methods. Thus, the presence
of infected pancreatic necrosis should be managed by Per-
cutaneous drainage as the first-line treatment (step-up ap-
proach), alternatively, transgastric endoscopic necrosecto-
my and video-assisted retroperitoneal debridement may
be considered. Surgery is therefore reserved when such
methods are not available or these do not produce the de-
sired result (9, 10).

Other indications that are less well defined, but many
surgeons still consider these when deciding on surgery
timing are: persistence of pancreatitis in spite of maximal
medical therapy, deterioration of one or more organ sys-
tems or sterile pancreatic necrosis involving 50% or more
of pancreatic tissue (11).

Abscesses are usually located retroperitoneally around
the pancreas, but may spread along retroperitoneal planes
into abdominal wall, and less commonly into intraperi-
toneal space after erosion of peripancreatic structures.
Because of such pathogenesis of pancreatic necrotizing
processes, secretions may extend to unusual anatomical
locations, presenting with clinical features which may
mimic various other disorders (12, 13).

There are reports of pancreatic abscesses reaching
psoas muscle (14), hepato-gastric ligament (15) or scrotum
(16) but this is the first report of an abscess as consequence
of pancreatitis that was located in femoral region and up-
per thigh.

In addition, we found reports on extra-pancreatic
location of post-pancreatitis pseudocyst complications
location (mediastinum, pleura, spleen, stomach wall),
but these were late (> 4 weeks) complications of AP with
proved pseudocyst morphology so pathogenesis and dis-
ease course of clinical scenario reported in our study was
different and it occurred in early phase of AP (17, 18).

We included octreotide in conservative therapy as
some authors have suggested an indication for somatosta-
tin and octreotide in the treatment of pancreatic fistulae.
This is explained by its direct anti-inflammatory and cyto-
protective effects as well as potent inhibition of exocrine
secretion of the pancreas, which has an important role in
the pathogenesis of acute pancreatitis (19).

Despite the rarity of distant pancreatic abscesses, gas-
troenterologists and surgeons should be aware of this clin-
ical entity during the management of AP especially when
unexplained septic complications or unusual abdominal,
inguinal or femoral swellings develop.

CONCLUSION

The presented case highlights the need to consider impor-
tant clinical challenges in diagnosis and therapy of acute
necrotizing pancreatitis and its complications.
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