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Abstract

A 53-year-old male patient who underwent a rectal cancer operation nine years ago was
evaluated with complaints of pain and swelling in the lateral thigh. Radiological imaging
revealed abscess foci in the right thigh muscles. Surgical drainage and debridement were
performed but developed recurrence. Contrast-enhanced abdominal tomography was per-
formed due to a positive medical history and it was seen that an enterocutaneous fistula
was formed from the anastomosis site of previous cancer surgery to both sides of the thigh.
Bilateral thigh abscesses were drained and radical debridement was performed in the same
session with surgery for the fistula. Pathological examination of the surgical specimens
showed no evidence of cancer and the patient was discharged on the 14" postoperative
day with complete resolution of the infection. Hip abscesses are rare, delays in the diag-
nosis and treatment of the underlying cause in cases of abscess secondary to abdominal or
pelvic pathologies lead to an increase in mortality. Therefore, it should be kept in mind
that thigh abscesses may be another side of the coin besides being seen as an isolated
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infection.
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Introduction

Thigh abscesses are relatively rare. Thigh abscesses, which
usually arise from spontaneous infections in the surround-
ing soft tissues, may also occur secondary to retroperi-
toneal, intraperitoneal, and pelvic pathologic conditions
[1-3]. In abscesses secondary to these conditions, mortality
has been reported to be 34% when both intra-abdominal
pathology and thigh abscess are treated together. How-
ever, in some cases, there may be delays in the diagnosis
of the underlying cause and mortality increases. The mor-
tality rate was reported to be 93% in cases treated only
locally [3]. In this article, we aimed to present our patient
who was treated for a thigh abscess and when there was no
clinical improvement, it was found that the main source
of the infection was a fistula formed due to previous rectal
cancer surgery that opened into the thigh.

*Corresponding author:
Email address: dr.utkuozdes@gmail.com (®Huseyin Utku
Ozdes)

Case Report

A 53-year-old male patient who was operated on by neu-
rosurgery for lumbar spinal stenosis was consulted to
our clinic because of postoperative pain, tenderness, and
swelling in the lateral region of the right thigh unrelated
to the surgery that was performed.

The patient had an operation for rectal cancer nine years
ago. Vital parameters revealed sub-febrile fever (37.6
°C), tachycardia (110/min), and normal blood pressure
(105/65mmHg). Palpation of the right hip to the lat-
eral thigh detected pain and fever. Neuromotor and
vascular examinations were normal. Laboratory tests
demonstrated increased serum leukocyte (15.8 103 /ML),
C-reactive protein (28.5 mg/dL), and sedimentation (120
mm/h) levels. The hip radiograph demonstrated air lu-
cencies in the deep soft tissues surrounding the hip and
thigh on the lateral right side (Figure 1).

Magnetic resonance imaging (MRI) illustrated multiple
abscess foci in the proximal muscles of the right hip and
thigh, the largest of which was approximately 7.5x4.5 cm
in size in the gluteus medius muscle, containing dense con-
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Figure 1. The anteroposterior radiograph of the right

hip demonstrates extensive air lucencies (arrows) within

the deep soft tissues around the hip.

tent with air-fluid density and tending to merge. There
were diffuse oedematous-inflammatory signal abnormali-
ties in the soft tissue (Figure 2). The first session treat-
ment involved abscess drainage and radical debridement
of necrotic tissues. On the fifth postoperative day, mal-
odorous discharge was observed in the incision. A gen-
eral surgery consultation concluded that his abdominal
examination was normal and a colonoscopy for advanced
examination disclosed a fistula originated laterally from
the proximal part of the anastomotic line and this fis-
tula drained into a pouch of approximately 10 cm at the
Blinded Manuscript Click here to view linked distal end
of the rectum. An abdominal computed tomography was
performed when the patient’s symptoms recurred to de-
termine where the secondary infection was located. Anas-
tomotic leakage was detected proximal to the rectal sta-
pler line and diffuse abscess foci, which were located in
the muscle groups around both hips and proximal right
thigh, containing air-liquid densities similar in appearance
to the colon contents, with a contrasted thick wall struc-
ture, associated with each other and the rectal lumen (Fig-
ure 3). General surgery resected the fistulizing segment
and applied an ostomy. Radical debridement was again
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Figure 2. The magnetic resonance (MR) images re-
veal abscess formations (long arrows) with an intramus-
cular location in the peritrochanteric soft tissues of the
right hip, which contain airfluid levels. Additionally, there
are edematous-inflammatory signal changes (small white
and black stars, thin-short arrow) around both hips and
proximal thigh regions, more prominent on the right side.
These abscess formations are visualized on short-tau in-
version recovery (STIR) (A), T1l-weighted (B), and post-
contrast T1-weighted (C) coronal images, T2-weighted
(D), fat-suppressed T1-weighted (E), and post-contrast
fat-suppressed T1-weighted (F) axial MR images.

Figure 3. The contrast-enhanced abdominal computed
tomography (CT) images in axial (A, B) and coronal re-
formatted (C) planes demonstrate thin air lucencies (ar-
rowheads) due to an anastomotic leak proximal to the rec-
tal stapler line (thin dashed arrow) and extensive abscess
formations (arrows) containing air-fluid levels within the
muscle groups around both hips. Moreover, a pouch-like
termination (thick dashed arrow) associated with these ab-

scesses is visualized distal to the rectum.

performed on recurrent abscess in the right thigh. Post-
operatively, there was no recurrence of infection or dis-
charge, and CRP levels gradually decreased. The patient
was discharged uneventfully on the 14*" postoperative day.
Pathologic examination of the surgical tissue specimens re-
vealed no evidence of malignancy.

Discussion

In a patient complaining of hip pain, the clinical findings
of erythema, fever, and collection accompanying the pain
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may be due to abscesses formed hematogenous or by in-
oculation into the surrounding tissues. Thigh abscesses
are relatively rare and the etiologic cause is usually lo-
cal pathologies. These include pyomyositis, trauma or
surgery in the hip region, infected hematoma, osteomyeli-
tis, localized cellulitis, and thrombophlebitis [3]. We first
questioned the history of previous trauma and orthope-
dic surgery in a patient with hip pain. Our patient had
no history of previous orthopedic surgery or trauma. No
osseous-articular disease was found on radiographic evalu-
ations of the hip joint and pelvis.

After excluding local causes, the search for the focus of in-
fection should be expanded. If clinical improvement does
not occur after abscess drainage and recurrent episodes
of infection are observed, this may lead us to think of
antibiotic-unresponsive resistant bacteria. In addition
to local causes, infection in a neighboring area, such as
chronic osteomyelitis or gastrointestinal tract (GIS) fo-
cused fistulization, which reaches the infected area through
drainage from infectious or malignant areas of another
area, may create a clinical history of onset that may over-
shadow the original focus of infection. If the underlying
etiology is not investigated and there is a delay in reaching
the diagnosis, the progression of the infection may result in
life-threatening sepsis and multiple organ failure [4]. After
excluding local causes in thigh abscesses, gastrointestinal
tract (GIS) and genitourinary tract (GUS) causes should
be considered in determining the focus of infection. In
these cases, the abscess-causing content may travel directly
subcutaneously to the thigh, gluteal region, and groin via
the femoral canal, pudendal canal, psoas sheath, sacrosci-
atic notch as well as the obturator foramen [3,5].

In the literature, thigh abscesses of gastrointestinal origin
may originate from the right colon and left colon. In cases
of right colon origin, thigh abscesses due to appendicitis,
cecal cancer, and perforation due to appendix cancer have
been reported. [6-9]. In the left colon, cases of diverti-
culitis perforations and tumor perforations have been re-
ported [10-13]. These abdominal pathologies may present
in different presentations such as purulent myositis, gluteal
abscess, as well as thigh abscess. It may even present as
necrotizing fasciitis involving the external genital organs
and perianal region, known as Fournier gangrene [14]. In
another study, a case of thigh necrotizing fasciitis caused
by emphysematous pyelonephritis due to urinary calculi
was shared [15].

The difference in our case from the cases presented in the
literature is that the patient developed an enterocutaneous
fistula at the anastomosis line at the site of rectal surgery
performed without tumor recurrence, which opened to the
thigh region nine years after cancer surgery. In addition,
peritonitis occurred without any clinical signs of peritoni-
tis, causing recurrent infection in bilateral thighs.

It is not difficult to diagnose an abscess in the hip and
thigh, which presents with increased temperature, lim-
itation of joint movements and pain, and swelling that
fluctuates on palpation. However, the treatment process
becomes difficult unless the underlying etiologic cause is
identified. At this stage, anamnesis, physical examina-
tion, and inspection of the abscess content are very im-
portant. However, as in our case, sometimes physical ex-
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amination may be completely silent except for the area
of infection (normal abdominal examination) and clinical
improvement may not occur despite abscess drainage.

The main purpose of presenting this case is that GIS fis-
tulization should always be kept in mind when approach-
ing the diagnosis of hip and thigh abscesses. Early diagno-
sis will prevent permanent destruction of the surrounding
tissues (joints, bones, and muscle groups) and most im-
portantly protect the patient from life-threatening com-
plications such as sepsis and multiple organ failure. The
management of these rare cases should be suspicious and
fast, and imaging studies to clarify the etiology should be
performed meticulously.

Conclusion

Abscesses in the thigh, gluteal, or inguinal region due to
abdominal or pelvic diseases have a significant increase
in mortality in the absence of prompt intervention to the
primary pathology. Such cases usually present with ab-
dominal and pelvic symptoms. Rarely, they may present
with isolated symptoms such as pain, swelling, erythema,
and dysfunction only in the gluteal or thigh region. There-
fore, patients should be managed with a multidisciplinary
approach. It should be considered that correct diagnosis
and urgent treatment have a significant contribution to
mortality in these cases and the underlying causes should
be investigated.
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