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ABSTRACT

Abscesses of the thigh are rare and, although they can be easily
diagnosed, their cause is often obscure. We are presenting here,
a case of thigh abscess which resulted from appendicular and
colonic perforation. Subcutaneous emphysema of the thigh
may be a late manifestation of this process, and it often heralds
a poor prognosis because of the associated fulminant sepsis.
The presentation and the clinical course of such a patient have
been summarized. The underlying pathological abnormality is
usually a retroperitoneal perforation of a colorectal neoplasm
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or a diverticular disease, whereas its origin from the small
bowel or the appendix is distinctly less common. The routes
of extension of the infection into the thigh can be either direct,
through the subcutaneous tissues or the lumbar triangle or
through naturally occurring defects in the abdominal wall. The
overall mortality as quoted in the literature is high (53 percent),
but the recognition of an abdominal source and an appropriate
treatment, combined with the local drainage of the thigh
abscess, appears to improve the survival.
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INTRODUCTION

Appendicitis is a disease which is frequently encountered in the
surgical practice. Complications such as perforation, abscess for-
mation and peritonitis are not uncommon. Most of the times, the
diagnosis and the treatment are straightforward. The groin and
thigh symptoms are common musculoskeletal features; however,
only rarely is a fatal abdominal disorder hidden without remark-
able abdominal signs [1-3]. We are presenting here, a rare case
of subcutaneous emphysema and right thigh abscess which was
caused due to retroperitoneal perforation of the appendicular tip
and the adjacent ascending colon.

CASE HISTORY

A 40- year- old man presented with history of pain in the right
hip and swelling in the thigh with fever since 10 days. There was
no significant history of pain in the abdomen. He was diagnosed
to have a right gluteal abscess. Incision and drainage was done
and the cavity was packed with gauze; then patient was referred
to us. His physical examination revealed that he was an acute ill-
looking man with a temperature of 39.6 degree C, a blood pres-
sure of 90/60 mmHg and a pulse rate of 116/min. There was an
indurated swelling, tenderness and crepitation in his right glu-
teal region, and in the posterolateral aspect of his thigh, which
extended upto his right knee joint. His abdominal examination
was normal. His laboratory data showed that his WBC count was
23400/mm3 and that his haemoglobin was 9.8 g/dL. His other
blood chemical tests showed normal values. X-ray of the abdo-
men was normal. A radiograph of his hip showed gas in the soft
tissues which were lateral to the hip and the thigh. On the removal
of the pack from the thigh, about 1000ml of pus drained out.
Multiple incisions were made to drain the thigh abscess and it
was irrigated with an antiseptic solution. The muscles of the thigh
were normal. [Table/Fig-1].
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The discharge was found to contain faeces after 5 days of hospi-
talization, which led to a high suspicion of gastrointestinal perfora-
tion. Barium enema demonstrated a leakage of contrast material
from the appendix region down into the thigh [Table/Fig-2].

On doing exploratory laparotomy, a retroperitoneal perforation of
the retrocaecal appendicular tip and the adjacent ascending co-
lon was found [Table/Fig -3], without any peritoneal contamination.
Appendicectomy with closure of the ascending colonic perforation
and side to side ileotransverse anastomosis was done. The thigh
abscess cavity was irrigated with an antiseptic solution. The bacte-
rial culture of the abscess revealed Escherichia coli and Bacteroi-
des fragilis. The patient was treated with broad-spectrum antibiot-
ics. The wound on his right thigh improved with daily antiseptic
dressing and he was discharged uneventfully 4 weeks after the

surgery.

DISCUSSION

Acute appendicitis is a disease which is commonly encountered
in the everyday medical practice worldwide, with a lifetime risk of
approximately 7% 3. Proper diagnosis and treatment are essential
to prevent morbidity and mortality [4, 5]. Occasionally, serious and
sometimes life-threatening complications of perforated appendici-
tis do occur.

Retroperitoneal and psoas abscesses are the possible complica-
tions which follow gastrointestinal perforation. This collection can
trickle down by gravity along the fascial planes [1, 2, 6]. Various
routes have been identified through which the intraabdominal in-
fection reaches the extra abdominal sites. The routes of entry are
summarized in the table below (modified after Mair et al) [7] [Table/
Fig-1].

A perforated appendix is the commonest cause of bowel-relat-
ed right thigh emphysema, whereas on the left side, it is usually
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Route Tissue plane

Psoas sheath
Femoral sheath
Femoral canal

Deep to inguinal ligament

Sacrosciatic notch

Fibro-osseous canals
Obturator foramen

From abdominal wall Subcutaneous

Direct Penetration of pelvic floor

Generalized Cellulitis Septicemia/soft tissue Plane

[Table/Fig-1]: Routes of spread of intra abdominal infection to extra
abdominal sites.

A 8

[Table/Fig-2]: Thigh and gluteal abscess was drained by
multiple incisions

[Table/Fig-3]: Barium enema showing leakage of contrast material;
descending into the right thigh.

caused by diverticular disease or perforated rectal cancer [1, 2, 6].
An overall finding is that gas which is confined to the leg, usually
has its origin in the lower intestine.

The retroperitoneal perforation of the appendix and the extension
of the infection through the sacrosciatic notch had been reported
by EL-Masry NS and Theodorou NA [8]. There are several mech-
anisms through which the gas can come to be present in the
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[Table/Fig-4 ]: Intraoperative photograph showing a perforation of
ascending colon adjacent to the tip of appendix size 1cm X 1cm.

legs of patients with bowel perforation [2, 6.] Ishigami K et al [9]
demonstrated a retroperitoneal abscess which extended into the
abdominal subcutaneous tissue through the lumbar triangle path-
way, a known anatomical defect of the lumbar musculature. The
retroperitoneum, in most regions, contains loose areolar tissue. A
pressure gradient between the bowel lumen and the neighbour-
ing tissue can result in the dissection of air along the pathways
between the retroperitoneal space and the leg. The gas in the sub-
cutaneous space may have come from the bowel lumen and from
non-clostridial, gas-producing organisms. In our case, the route
of extension of the infection into the thigh was through the inferior
lumbar triangle.

Retroperitoneal perforated appendicitis can cause atypical and
confusing physical findings. Haiart et al [1] reported that unex-
plained groin and thigh symptoms should lead to the suspicion
of intestinal disorders in cases with fever and leukocytosis. The
diagnosis, like in our case, is often delayed or missed due to the
paucity of localizing signs. It can present as an appendicular ab-
scess, an abdominal wall abscess, a perinephric abscess and right
thigh subcutaneous emphysema and abscess. Previous studies
have emphasized the diagnostic problems which can lead to a
misdiagnosis and delayed treatment and these can result in a high
mortality rate [3, 4]. A correct diagnosis can often not be made
until surgical exploration or autopsy has been done.

CT scan of the abdomen is considered to be the imaging study with
the highest accuracy and efficiency [6]. It can greatly help in the
diagnosis, for the drainage of the abscess and for the extension of
the involvement. A plain radiograph of the hip and thigh may show
gas and a soft tissue swelling. In this case, barium enema demon-
strated a leakage of enhanced contrast material from the appendix
region down into the thigh [10]. Abdominal ultrasonography is also
widely used for the diagnosis of various abdominal pathologies and
for the evaluation of their treatment. In some instances, nuclear
medicine scans such as a Gallium scan and MRI have been used
to make an early diagnosis. The treatment is prompt surgical ex-
ploration of the abdomen and drainage of the thigh abscess by
making multiple incisions.

CONCLUSION
A search for the presence of intra-abdominal pathologies should
be made by doing a thorough clinical and radiological evaluation
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in all the patients with unexplained groin and thigh symptoms,
with fever and leukocytosis. The clinical picture which has been
described in this article is a similar one and it underscores the
importance of being aware of alternative patterns that deviate from
the usual one. In the presence of a diffuse intermuscular collection
of pus and crepitus in the thigh, an intra-abdominal source should
be excluded. Imaging modalities including Barium enema, CT and
MRI are strongly recommended when the underlying pathology of
the thigh subcutaneous emphysema is not clear. However, some-
times an exploratory laparotomy is necessary to reveal the cause.
Despite the minimal abdominal signs, the clinical diagnosis must
be pursued aggressively.
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