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ABSTRACT

Abscesses are rare complications of perforation due to 
colorectal cancer. We present the case of a 48-year-old 
male patient diagnosed with a retroperitoneal and gluteal 
abscess secondary to malignant colon perforation. For this 
patient, management consisted of abscess drainage and a 
diverting colostomy. The retroperitoneum is a space with 
underestimated clinical relevance, and its relationship with 
colorectal cancer presents a challenge with interesting 
surgical implications that prompt healthcare professionals 
to carefully examine the adjacent structures in the region, 
considering the possible presence of other complications, 
such as abscess formation associated with contamination 
from perforation of this advanced-stage cancer.

RESUMEN

Los abscesos son complicaciones raras de la perforación 
por cáncer colorrectal. Se muestra el caso de un paciente 
masculino de 48 años con diagnóstico de absceso retrope-
ritoneal y glúteo secundario a una perforación maligna de 
colon. Para este paciente, el abordaje consistió en drenaje 
de las colecciones y colostomía derivativa. El retroperi-
toneo es un espacio con relevancia clínica infravalorada 
y su relación con el cáncer colorrectal representa un reto 
con implicaciones quirúrgicas interesantes que incitan 
al personal de salud a una revisión cuidadosa de las es-
tructuras contiguas de la región, considerando la posible 
presencia de otras complicaciones como la formación de 
abscesos asociada a la contaminación por la perforación 
de este cáncer en etapa avanzada.
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INTRODUCTION

Colorectal cancer mortality has increased in 
northern Mexico, affecting women (48.2%) 

and men (51.8%) in similar proportions.1 The 
mean age at diagnosis for these patients is 50 
years, with a growing trend in the detection of 
cases in younger people.2

Most patients with colorectal cancer do 
not exhibit warning symptoms in the early 
stages; however, patients with advanced 
cancer may develop complications in up to 
27% of cases. Complications include acute 
abdomen, intestinal obstruction, perforation3 
and bleeding.4 Perforation due to colorectal 
cancer occurs in less than 10% of cases and 

can affect the peritoneal cavity,5 the abdominal 
wall,6 and the retroperitoneum.

The retroperitoneum is a region (rather 
than a space) behind the peritoneum and in 
front of the transversalis fascia on the posterior 
wall of the torso. It is bound superiorly by 
the diaphragm, posteriorly by the spine and 
the iliopsoas muscle, and inferiorly by the 
levator ani muscles. This region has potential 
communication with both the peritoneum and 
the pelvic space.7

Retroperitoneal infections and abscesses 
usually originate from an organ within or 
adjacent to the retroperitoneal space, with the 
colon among the primary suspects. The most 
common causes of colonic perforation into the 
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retroperitoneum are complicated diverticular 
disease and advanced colon cancer.8

The clinical presentation of retroperitoneal 
abscesses is characterized by fever and 
lower back or flank pain that may radiate 
to the ipsilateral lower extremity; it may be 
accompanied by anorexia, weight loss, nausea, 
and vomiting. Abscesses can spread to the 
pelvis (causing pain and impairing ambulation) 
and thighs (presenting a positive psoas sign).9

The infection and abscess can cause 
necrotizing fasciitis. Early surgical intervention 
is necessary to prevent this complication, which 
has a mortality rate ranging from 20 to 40%. 
Currently, there is a lack of published reports 
on fasciitis secondary to colon cancer.10

CASE PRESENTATION

A 48-year-old male patient presented with 
constipation that began nine months ago 
(feeling of incomplete evacuation, with a 
frequency of up to once a week), insidious 
and poorly defined abdominal pain, episodes 
of occasional rectal bleeding, and pain during 
defecation. He presented to the emergency 
department with a two-week history of general 
malaise, fever, difficulty walking, and severe 
pain in the left pelvic region with increased 
circumference. On examination, the abdomen 
showed no significant findings; a digital rectal 
exam was precluded by pain in the region and 
anal stenosis.

Laboratory results showed leukocytosis 
of 21,870 cells/mm3, neutrophilia of 91.8% 
(20,080 cells/mm3), hemoglobin of 12.5 g/dl, 
platelets of 361,000 cells/mm3, total bilirubin 
of 2.0 g/dl, direct bilirubin of 1.1 g/dl, alkaline 
phosphatase of 145 U/l, gamma-glutamyl 
transferase of 115 U/l, and the rest of the 
laboratory results were normal.

The CT scan showed a retroperitoneal 
abscess on the left side extending to the 
ipsilateral gluteal region and thigh, as well as 
thickening of the rectal wall; hypodense lesions 
in the hepatic parenchyma consistent with 
tumor metastases were also evident (Figures 
1 and 2).

A colonoscopy was performed, revealing 
a circumferential, stenosing lesion 5 cm from 
the anal margin that occluded 80% of the 

rectal lumen. Biopsies were taken (eight in 
total) (Figure 3), which revealed moderately 
differentiated invasive adenocarcinoma (Figures 
4 and 5). Tumor markers were requested: 
carcinoembryonic antigen (CEA) at 22.7 ng/
ml (normal 0.00-5.00 ng/ml) and CA 19-9 at 
327.49 (normal 0.00-37.0 U/ml).

The patient was treated with intravenous 
antibiotics: ceftriaxone 1 g every 12 hours 
and metronidazole 500 mg every eight hours. 
He underwent retroperitoneal drainage via 
a modified Gibson incision, with drainage of 
2,200 ml of purulent material; a suction drain 
(19 Fr) was left in place and used for continuous 
irrigation and drainage until the output was 50 
ml of serous fluid. At the same time, drainage 
of the left pelvic region was performed via a 
fasciotomy on the lateral aspect of the thigh 
and the ipsilateral gluteal region, draining 400 
ml, with the site closed by secondary intention. 
A diverting colostomy (loop) of the transverse 
colon was performed to prevent increased 
pressure and the passage of fecal material 
through the site of the perforation and the 
tumor.

The patient progressed satisfactorily, with a 
decrease in his systemic inflammatory response; 
he had no evidence of organ failure, and 
minimal drainage output. At the six-month 
follow-up after his initial treatment, the patient 
continues to improve and is undergoing 
medical oncology treatment, including the 
corresponding chemotherapy and radiation 
therapy.

DISCUSSION

The retroperitoneum is a space that receives 
little attention in daily practice, and we 
rarely consider this region until we encounter 
pathologies that affect it. Colonic perforations 
causing retroperitoneal abscesses are primarily 
due to complicated diverticular disease and 
advanced colorectal cancer (T4), with an 
estimated incidence of 0.3 to 0.4%.8

The clinical presentation of colorectal 
cancer perforation is typically purulent or 
fecal peritonitis, with a differential diagnosis of 
Hinchey III or IV diverticular disease.4 However, 
we must bear in mind that retroperitoneal 
abscesses are a variant in the course of 



Luna-Lugo RF et al. Retroperitoneal and gluteal abscesses secondary to malignant colon perforation256

Cirujano General 2025; 47 (4): 254-259 www.medigraphic.com/cirujanogeneral

colorectal cancer, with the drawback that they 
do not present as an acute abdomen, which 
delays diagnosis. Colonic tumors can perforate 
directly (due to necrosis of the neoplastic 
tissue) or cause perforation proximal to the 
tumor (by causing a valve effect or closed-loop 
syndrome).5 Direct tumor perforation is the 
most common (65% of cases) complication, 
while perforation proximal to the tumor occurs 
in 35% of cases.11 The areas that can cause this 

condition are those attached to the peritoneum, 
such as the cecum,12 the ascending and 
descending colon, and the rectum. Mobile 
areas (transverse and sigmoid colon) can lead 
to abscesses toward the abdominal wall;6 
however, other conditions can present similarly, 
such as obstructive peritoneal carcinomatosis.13

C o l o n i c  p e r f o r a t i o n s  i n t o  t h e 
retroperitoneum present with varied and 
unusual  symptoms, making diagnosis 

A B

Figure 1: Plain abdominal CT scan. A) Axial view, showing gas in the retroperitoneum extending to the left kidney 
and perirenal fat. B) Coronal view, showing abundant gas in the gluteal region and left thigh.

A B

Figure 2: Contrast-enhanced abdominal CT scan. A) Axial view showing focal hypodense lesions in the liver 
consistent with metastases. B) Sagittal view showing thickening of the rectal wall, as well as inflammatory changes 
at the same level.
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complex. Subcutaneous emphysema with 
pneumomediastinum and the formation 
of abscesses in the lumbar region and 
psoas muscle are signs that, although not 
pathognomonic, are highly suggestive of 
this condition.13 This purulent collection 
may communicate with the perineal fascia 
and even extend to the lower extremities, 
gluteal region14 and even drain into the 
inguinal region.15 Communication in the 
retroperitoneum occurs when purulent fluid 
accumulates; gravity draws it into the lacunar 
muscle through the psoas fascia, behind the 
inguinal ligament toward Scarpa’s triangle, 
connecting to the femoral canal via the 
obturator foramen or the sciatic foramina.16 
This explains the relationship between 
retroperitoneal abscesses and their spread to 
the deep compartments of the thigh and the 
gluteal region through the crural ring.17

W h e n  g a s  i s  i d e n t i f i e d  i n  t h e 
retroperitoneum, it has two origins: the first is 
direct communication (colon-retroperitoneum), 
which can lead to colonic gas dissection; and 
the second is gas formation by bacteria (aerobic 
and anaerobic), which can cause fasciitis in the 
region.10

Computed tomography (CT) scan is the 
test of choice for diagnosing and staging this 
infectious-neoplastic complication, with a 
sensitivity of 95%. However, it may not be 
possible to identify it until surgical intervention.13 
CT may show colonic pneumatosis in up to 16% 

of patients, and may be a sign of imminent 
perforation.5 Fluid-density collections, free 
retroperitoneal air, changes in the pericolic 
fat, and thickening of the colonic wall may 
be observed; however, these changes can 
also occur in benign conditions also, making 
preoperative diagnosis difficult.5

The complicated presentation of colorectal 
cancer makes management and treatment 
complex. Patients with neoplasia-related 
infections must be carefully evaluated. The 
likelihood of cure depends on the actions taken 
at the time of presentation. The infection is the 
priority; therefore, drainage and a diverting 
colostomy were the best options for this patient. 
Subsequently, staging and medical oncological 
treatment will improve the patient’s prognosis.

Attempting a single-stage management—
simultaneously draining and resecting the 
neoplastic tissue—carries a high risk and a lower 
probability of success.11 However, adequate 
control of the infection is essential and will have 
a direct impact on the prognosis of subsequent 
treatment.

CONCLUSIONS

Retroperitoneum is a space with underestimated 
clinical relevance, and its relationship with 
colorectal cancer presents a challenge with 
interesting surgical implications that prompt 
healthcare providers to examine adjacent 
structures in cases of malignant colonic 

Figure 3: Image during colonoscopy. Anal canal stenosis, the tumor, and biopsy sampling are shown.
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perforation carefully. Likewise, the possible 
presence of other complications, such as abscess 
formation associated with contamination from 
the invasion of an advanced-stage tumor, 
should be considered.
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