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A 13-year-old Japanese boy was admitted to our hospital with 
remittent fever and left coxalgia following 4 days of antibiotic 
treatment without improvement. Upon admission, the patient 
appeared pale and complained of remittent fever, left buttock 
pain, and limping for 14 days. His past medical history was 
none. His temperature was 37.6°C, and other vital signs were 
normal. A physical examination revealed tenderness located 
in the left buttock. The patient could not extend the left hip 
joint and could not walk because of severe pain. He had in-
jured his right knee 3 weeks before admission because of fall 
while playing soccer. (Figure 1) Laboratory results showed 
a white blood cell count of 26 340/μl with 84% neutrophils, 
C-reactive protein of 10.0  mg/dl, and an erythrocyte sed-
imentation rate of 83  mm/h. Magnetic resonance imaging 
(MRI) showed a large 6 cm in diameter, retroperitoneal mass 
adjacent to the left iliopsoas muscle (Figure 2). Percutaneous 
drainage of a large amount of pus from the abscess was per-
formed by placement of a pigtail catheter under ultrasonog-
raphy guidance. The pigtail was removed after 10  days of 
intravenous antibiotics and monitoring the decrease in ab-
scess size. Blood cultures of samples obtained at admission 
were negative. Cultures of pus from the retroperitoneal drain-
age and the wound of the right knee grew methicillin-suscep-
tible Staphylococcus aureus. The patient responded well to 
antibiotic treatment. Intravenous antibiotics, such as tazobac-
tam/piperacillin, meropenem, and cefazolin, were given for 
total 5 weeks, followed by oral antibiotic, levofloxacin, for 

5 days. The abscess in the retroperitoneal space had nearly 
disappeared after treatment. The wound of the right knee also 
healed.

Retroperitoneal abscesses generally present with a high 
fever, lower abdominal pain, loin pain, thigh pain, and di-
arrhea.1 Retroperitoneal abscesses often result from gastro-
intestinal tract conditions like diverticulitis, appendicitis, or 
pancreatitis, or are related to previous surgery, remote infec-
tion, immunodeficiency, diabetes, or steroid intake.2,3 Open 
cutaneous lesions rarely trigger a retroperitoneal abscess.4 
Accurate diagnosis of retroperitoneal abscess is often delayed 
in pediatric patients because it is relatively uncommon in that 
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Abstract
Minor trauma rarely triggers a retroperitoneal abscess. The patient' history, careful 
evaluation of their symptoms, and general examination with a detailed inspection of 
the skin are helpful to diagnose retroperitoneal abscess.
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F I G U R E  1   White blisters on the patient's right knee
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population and the symptoms are nonspecific and nonlocal-
izing.2 The patient history, careful evaluation of their symp-
toms, and general examination with a detailed inspection of 
the skin are all helpful. If children with an open skin lesion 
have fever, are limping, and complained of buttock pain, ret-
roperitoneal abscess should be included in the differential di-
agnosis. If retroperitoneal abscess is suspected, imaging such 
as ultrasonography, computed tomography (CT), and MRI 
should be performed quickly. A complete history including 
recent injuries and a high index of suspicion for the diagnosis 
are essential.
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F I G U R E  2   Axial and coronal T2 
short tau inversion recovery sequence MRI-
revealed enhancement of retroperitoneal 
abscess adjacent to the left iliopsoas muscle
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