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(Case Report)
A case of intra-abdominal abscess that developed
4 years after pancreatic cancer surgery

Reiji NISHIMON "/, Keisou SASAKI'’, Tatuki SATO?’, Tomoo MIYAKE "’
Atushi KITAGAWA ", Yoshihiro NAKASHIMA ?’, Yamato TADA®’, Isao IREI"’
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ABSTRACT We report the case of intra-abdominal abscess that developed 4 years after
pancreatic cancer surgery, with a review of the literature. A 74-year-old man was diagnosed
with cancer of the pancreatic body and underwent pancreatic tail resection in 201X at the
department of gastrointestinal surgery of our hospital. Oral Tegafur, Gimeracil, and Oteracil
Potassium chemotherapy was administered for 6 months postoperatively. The patient was
followed-up at the department of gastrointestinal surgery, and computed Tomography (CT) and
tumor marker assessment were performed every 3 months. Four years after surgery, the patient
visited the outpatient clinic of the department of gastrointestinal surgery with a complaint of
abdominal pain. CT showed a new mass lesion with poor contrast, and internal necrosis of the
transverse colon approximating the gastric curvature was suspected. abdominal ultrasonography
(AUS) examination suggested omental and peritoneal dissemination of pancreatic cancer.
Endoscopic ultrasound-guided fine-needle aspiration (EUSFNA) biopsy, which was performed
for obtaining pathological evidence for chemotherapy as per the policy of the department
of gastroenterology, revealed a large number of bacteria along with necrotic-like protein-like
substances, but no obvious tumor cells were found. Since hematological examination revealed
a strong inflammatory reaction, an intraperitoneal abscess was suspected instead of peritoneal
dissemination of pancreatic cancer, and treatment with antibiotics was initiated. Post-treatment
imaging showed shrinkage of the abscess. (Accepted on July 20, 2022)
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