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ABSTRACT
The retroperitoneal abscess is a serious complication of diverticular disease. Its management involves several options,
ranging from conservative management to surgery. Elective colectomy is most often thought to be mandatory after a
percutaneous drainage given the high rate of recidive. However, in patients with high risk for surgery, percutaneous
drainage is often the primary therapeutic alternative. We report a case of an 80-year-old woman, who was diagnosed to
have a retroperitoneal abscess complicating a sigmoid diverticulitis. Ultrasound-guided percutaneous drainage allowed
to drain 1500cc of pus and gas. The cytobacteriological examination was positive for Streptococcus spp and Alkalescens
dispar. The therapeutic outcomes were uneventful, and although we did not realize a colectomy because the patient was
at high risk for surgery, there was no recidive after a 2-year-follow-up period. Percutaneous drainage can be a therapeutic
alternative in patients with high risk for surgery in diverticular abscess of big size.
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Introduction

The retroperitoneal abscess (Hinchey grade II) is a serious com-
plication of diverticular disease. Its natural course is unclear, and
treatment ranges from a conservative approach to surgery [1].
Historically, the treatment of diverticular abscess has been surgi-
cal drainage [2]. However, the percutaneously guided drainage
(PGD) initially used as a temporary measure, and a bridge to
surgery is more and more indicated as a conservative treatment
with variable results [1, 2].
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The necessity of surgery after conservative treatment still
generates debates. PGD is both efficient and minimally invasive
and seems to be an ideal therapeutic alternative, for patients
with high risk for surgery [3]. The purpose of this report is to
describe a case of retroperitoneal abscess complicating a sigmoid
diverticulitis which was diagnosed on abdominal computed to-
mography scan (CT) with successful conservative management.
We aim to discuss the therapeutic modalities of this entity.

Case Report

An 80-year-old Senegalese female patient presented to the emer-
gency department with vomiting, abdominal pain, and change
in bowel habits lasting for two weeks. The pain initially localized
in the left flank, then was radiating to the back. She reported a
medical history of recurrent constipation for years and arterial
hypertension. Physical examination revealed a good general
condition, a temperature of 38°C, a pulse rate of 98 heartbeats
/min, a blood pressure of 130/80 mmHg, a respiratory frequency
of 26 cycles/min, a bloating and a mass localized in the left iliac
fossa, which was firm, mobile and painful. Moreover, there was
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Figure 1: Transversal CT scan section showing a diverticule with
a retroperitoneal effusion.

Figure 3: Sagittal CT scan view showing the retroperitoneal
abscess surrounding the left kidney.

Figure 2: Coronal CT scan view showing the retroperitoneal
abscess with gas.

Figure 4: Baryum enema showing diverticules on the sigmoid.
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a localized tenderness in the left flank and a wheelbase in the
left lumbar fossa. Biology revealed leukocytosis (22.300 cells /
mm3), anemia (8.6g/dl) and low prothrombin time (48%).

Serum electrolytes and renal function tests were within nor-
mal limits. CT showed a retroperitoneal effusion fluid with
air bubbles and a thickening of the sigmoid wall (Figures 1-2-
3). These results suggested a retroperitoneal abscess complicat-
ing a sigmoid diverticulitis. Ultrasound-guided percutaneous
drainage was performed and allowed to drain immediately
1500cc of pus; that mixed with gas. The cytobacteriological exam-
ination of the pus was positive for two bacteria: Streptococcus
spp and Alkalescens dispar that were susceptible to amoxicillin,
clavulanic acid, and quinolones. Antibiotherapy consisted of
amoxicillin, clavulanic acid, and ciprofloxacin instituted. The
post-therapeutic outcomes marked by a disappearance of the
infectious syndrome and a drying up of the pus on the 10th
day of drainage. A colonoscopy and a baryum enema (Figure
4) performed on the 2nd month, highlighted a diverticular dis-
ease that was predominant in the sigmoid colon. There was no
colonic tumor or stricture. Though the patient did not benefit
from prophylactic colectomy, no recurrence has occurred until
now.

Discussion

A retroperitoneal abscess is a primary and severe complication
of diverticular disease. The problems associated with the man-
agement of such complexity are related to the difficulty to know
whether it will respond to conservative treatment, the accurate
indications of PGD and the identification of patients who will
need early emergency surgery. In our case, the PGD in associ-
ation with antibiotics was efficient and allowed to control the
sepsis.

As in many series that realized PGD, our patient did not ex-
perience a subsequent attack of diverticulitis after a two years
follow-up period [1]. This is in keeping with reports that a pre-
vious attack of diverticulitis is a poor predictor of subsequent
complications, and with the reported success rates ranging be-
tween 74-93% [1, 2].

The failure rate of PGD in diverticular abscesses ranges be-
tween 15-30% [1, 4]. Large sized abscesses with systemic features
of inflammatory are more likely not to respond to PGD [1]. In-
deed, many authors suggested that the size of the abscess is a
predictor factor of success of PGD [1, 4]. Kumar et al. found
that an abscess size more than 6,75 cm associated with leuko-
cytosis more than 14,8.109 and fever more than 102°1 F could
predict a failure in conservative treatment [5]. In our patient,
the PGD was successful despite the big size of the abscess and
the high leukocytosis (22.300/mm3). However, several authors
recommend performing an elective colectomy after PGD in the
Hinchey grade II patients, given their high risk of recurrence
[4, 6]. Kaiser et al. found such patients having the highest re-
currence rate in their study [4]. Their results did not support
the point of view that surgical resection may not be mandatory
in every case after successful PGD [4]. Indeed, they indicated
that a successful drainage should not be considered a definitive
treatment, but a temporary bridge until a final surgical resection
is performed [4]. However, performing an elective resection
depends on multiple factors including the age of the patient
and the underlying comorbidities. Our patient was 80 years-
old and had arterial hypertension. Singh et al. in a study of
patients undergoing PGD for diverticular abscess found arterial
hypertension as the primary comorbidity and a mean age of 73

years [3]. Furthermore, in our case, PGD was performed under
ultrasound guidance, while CT used for diagnosis. In a series of
110 patients who underwent PGD, Elagili, et al. recorded only
one patient who underwent ultrasound-guidance, while for the
others, the drain was placed under CT guidance [2]. The latter
has revolutionized the approach to diverticulitis due to its high
sensitivity and specificity in the diagnosis, and its therapeutic
role in guided drainage of abscesses [1, 3, 4]. The colonoscopy
did not show a colonic tumor or another colonic disease in our
patient. It is recommended to perform it at least six weeks after
the inflammatory stage, to rule out an underlying malignancy,
especially in patients in whom surgery is not planned [3].

Conclusion

PGD has a perfect place in the management of retroperitoneal
abscesses complicating sigmoid diverticulitis. Systematic elec-
tive colectomy remains controversial, despite the high rate of
recidive in the Hynchey grade II patients. Therefore, an elective
colectomy should be done on a case-by-case basis, keeping in
mind the underlying comorbidities and the age of patients.
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