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Intraabdominal abscesses in patients with Crohn’s disease: 
Clinical data and therapeutic manipulations  
in 17 cases of a single hospital setting
F.	Georgopoulos,	M.	Mylonaki,	G.	Malgarinos,	Ch.	Malli,	J.	Fouskas,	V.	Panteris,		
P.	Cheracakis,	E.	Merikas,	G.	Peros1,	J.	K.	Triantafillidis

SUMMARY  

Aim: To describe the clinicoepidemiological data and ther-
apeutic manipulation in 17 patients with Crohn’s disease 
who developed intraabdominal abscesses during a period of 
twelve years. Patients and Methods: There were 9 men and 8 
women aged 31+/-10 years. The underlying intestinal disease 
was located in the small bowel in all cases except for four in 
which the small and large bowel was concurrently affected. 
The duration of disease was 6.7+/-4.0 and 4.6+/-2.4 years at 
the time of data analysis and the appearance of complica-
tion, respectively. Results: Abdominal pain, fever, and pal-
pable abdominal mass were the main clinical findings. Signs 
of enterovesicular fistula and symptoms of incomplete large 
bowel obstruction were noticed in two and two patients, re-
spectively. In three patients the abscess was diagnosed at the 
time of infliximab (Remicade) and in one during adalim-
umab (Humira), the anti-tumor necrosis-alpha monoclonal 
antibodies, administration. Abdominal computed tomogra-
phy and transdermal abdominal ultrasonography were the 
most useful diagnostic procedures applied. Surgical drainage 
of the abscess was considered as the therapeutic method of 
choice and subsequently was applied in all patients. In half 
of them segmental enterectomy and end-to-end anastomosis 
was also performed within months after drainage. Postsur-
gical morbidity was generally low. In three patients the ab-
scess reappeared during the follow-up period. Conclusion: 

Intraabdominal abscess is a severe complication appearing 
in a proportion of patients with Crohn’s disease mainly with 
terminal ileum involvement. Surgical drainage is the proce-
dure of choice. Segmental enterectomy and end-to-end anas-
tomosis is necessary in most of them after drainage. Intraab-
dominal abscess can be manifested during treatment with 
biologic agents (infliximab and adalimumab). 

Key words: Crohn’s	disease,	intraabdominal	abscesses,	inflam-
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INTRODUCTION

The	development	of	 intraabdominal	abscess	 in	 the	
course	of	Crohn’s	disease	(CD)	represents	a	serious	com-
plication	requiring	prompt	diagnosis	and	therapeutic	inter-
vention.1-5	Drainage	of	the	abscess,	either	surgical	or	un-
der	CT	or	ultrasound	guidance	is	of	great	importance	for	
the	patient’s	outcome.	

The	rate	of	this	complication	varies	in	different	series.	
So,	in	a	series	of	513	patients	with	CD	who	underwent	
surgery	for	various	reasons,	intraabdominal	abscess	was	
the	cause	of	surgical	intervention	in	33	of	them	(6.4%).2	A	
proportion	of	9.9%	was	found	in	the	study	of	Yamaguchi	
et	al3,	although	a	higher	proportion	(27.5%)	has	also	been	
described4.	In	a	Greek	study	the	incidence	of	intraabdom-
inal	abscesses	was	6.5%.6

The	cause	of	this	complication	is	not	well	understood.	
Various	factors	including	treatment	with	biologic	agents	
have	been	linked	with	the	development	of	abdominal	ab-
scesses.

The	aim	of	this	study	was	to	describe	the	clinicoepide-
miological	characteristics,	diagnostic	modalities	and	the	
treatment	applied	in	a	series	of	17	patients	with	CD	diag-
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nosed	and	followed-up	in	our	IBD	patients’	center	during	
the	last	twelve	years.	

PATIENTS AND METHODS

There	were	9	men	and	8	women	of	mean	age	31+/-10	
years.	Only	those	patients	in	whom	the	abscess	cavity	was	
clearly	outlined	on	ultrasonography,	computed	tomogra-
phy,	or	magnetic	resonance	imaging	were	included	in	the	
study.	All	patients	were	hospitalized	in	our	center	and	the	
initial	diagnosis	of	the	abdominal	abscess	was	achieved	
in	our	department.	These	patients	represent	a	percentage	
of	7.8	%	(17	out	of	218)	of	patients	with	CD	seen	and	fol-
low-up	during	this	period.	The	disease	was	located	in	the	
terminal	ileum	except	for	four	in	whom	both	terminal	il-
eum	and	colon	were	concurrently	affected.	The	duration	
of	the	disease	at	the	time	of	the	analysis	of	the	results	was	
6.7+/-4.0	years,	while	duration	of	the	disease	at	the	time	
of	the	diagnosis	of	abdominal	abscess	was	4.6+/-2.4	years.	
CD	was	active	in	all	patients.	Crohn’s	Disease	Activity	In-
dex	fluctuated	between	198	and	390	points.	

The	type	of	medical	treatment	at	the	time	of	diagnosis	
of	intraabdominal	abscess	is	shown	in	table	1.	A	percent-
age	of	29.4%	of	patients	was	under	treatment	with	biologic	
agents	(infliximab	or	adalimumab)	at	the	time	of	diagnosis	
of	intraabdominal	abscess.	Other	clinicoepidemiological	
characteristics	of	patients	are	shown	in	table	1.

RESULTS

Α) Clinical characteristics
The	main	clinical	manifestations	are	shown	in	table	2.	

As	it	is	shown,	abdominal	pain,	palpable	abdominal	mass,	
and	increase	in	the	body	temperature,	were	the	main	clini-
cal	manifestations.	In	two	patients	there	were	clinical	signs	
of	enterovesical	fistulas.	In	the	later	cases	the	abscess	was	
in	contact	with	bladder.	In	one	case,	the	inflammatory	pro-
cess	produced	clinical	symptoms	of	obstructive	ileus	be-
cause	of	obstruction	of	the	sigmoid	due	to	compression	of	
the	bowel.	The	location	of	involvement	was:	abdominal	wall,	
n=7(41.2%);	peritoneal	cavity,	n=4(23.5%);	retroperitoneum	
or	iliopsoas,	n=5(29.4%);	and	subphrenic	region,	n=1(6%).	
Intraabdominal	abscess	occurred	most	often	on	the	right	
side	12(70.6%)	and	mainly	near	a	site	of	surgical	scar.	In	
two	patients	(11.8%)	the	abscess	was	diagnosed	at	the	time	
of treatment with anti-TNF-α agent infliximab (Remicade) 
and	in	one	(6%)	during	adalimumab	(Humira)	administra-
tion.	In	one	more	patient,	a	woman	aged	26	with	small	bow-
el	involvement,	the	abscess	appeared	during	the	sixth	month	
of	gestation,	while	being	under	infliximab	treatment.	The	
course	of	the	disease	was	stormy	with	high	fever,	abdominal	
pain	and	diarrhea.	A	spontaneous	delivery	appeared	while	
the	patient	was	awaiting	the	surgical	drainage	which	finally	
applied	one	week	after	delivery.	The	newborn	survived	in	
the	neonate	intensive	care	unit.	Two	months	later	a	surgical	
resection	of	the	terminal	ileum	was	performed	while	the	pa-

Table 1.	Clinicoepidemiological	characteristics
Characteristic Number Percentage
Men 8 53%
Women 7 47%
Age 31+/-10
Location
Ileum 13 76.5%
Ileocolic	disease	 4 23.5%
CDAI	(points) 220+/-39	

(198	-	390)
Duration	of	disease	(years) 6.7+/-4.0
Duration	of	disease	at	the	time	of	abscess	diagnosis	(years)	 4.6+/-2.4
Treatment	at	the	time	of	abscess	diagnosis
Corticosteroids 9 53%
Mesalamine 6 35.2%
Azathioprine 4 23.5%
Infliximab 4 23.5%
Adalimumab 1 5.9%
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tient’s	clinical	situation	was	quite	good	and	the	various	he-
matological	disturbances	had	been	restored.	During	the	two	
years	of	follow-up	the	patient	remained	in	a	good	clinical	
condition	while	continuing	treatment	with	infliximab.	

Β) Diagnostic manipulations
Abdominal	computed	tomography	and	transdermal	

abdominal	ultrasound	were	the	most	important	diagnos-
tic	imaging	modalities	(Figures	1	and	2).	These	two	tech-
niques	contributed	significantly	to	the	final	diagnosis	in	
all	cases,	because	they	detected	the	abscess	in	all	patients.	
Magnetic	Resonance	Imaging	also	contributed	to	the	final	
diagnosis	performed	in	9	patients.	

C) Treatment
In	all	patients	treatment	consisted	(among	other)	of	a	

combination	of	antibiotics	(including	simultaneous	admin-
istration	of	ciprofloxacin	and	metronidazole),	and	total	par-
enteral	nutrition.	In	all	patients	surgical	drainage	was	finally	
applied,	because	conservative	treatment	failed	to	produce	
improvement,	eliminate	the	abscess,	or	heal	the	fistula.	At-
tempts	to	drainage	the	abscess	under	the	guidance	of	CT	or	
US	prior	the	surgical	drainage	was	applied	in	six	patients.	
However,	CT	or	US	guided	drainage	produced	temporary	
results	thus	making	necessary	the	application	of	surgery.	

D) Postsurgical complications
Significant	postsurgical	complications	appeared	in	five	

patients.	One	patient	developed	a	clinical	picture	of	acute	

pancreatitis	which	was	accompanied	later	with	formation	of	
pseudocyst.	In	three	patients	the	postoperative	course	was	
complicated	by	the	appearance	of	an	infection	at	the	site	of	
abdominal	incisor.	In	another	patient	an	enormous	intraab-
dominal	abscess	appeared	postsurgically.	The	abscess	ex-
tended	into	the	gluteal	muscles	and	was	accompanied	by	hy-
podermal	flegmon	of	the	posterior	surface	of	the	right	crural.	
The	abscess	appeared	after	the	administration	of	three	doses	
of	infliximab	(the	chimeric	antibody	against	tumor	necrosis	
factor-alpha).	Postsurgical	course	was	stormy	with	high	fe-
ver,	disturbances	in	serum	electrolytes	and	nutritional	defi-
cits.	Total	parenteral	nutrition	was	applied	for	three	weeks	
with	concurrent	administration	of	life-saving	antibiotics.	De-
spite	all	these	efforts	the	patient	died	after	two	more	months	
with	a	clinical	picture	of	generalized	sepsis.	

E) Follow-up
The	course	of	the	abscess	after	the	drainage	was	gen-

erally	uneventful	except	for	the	previously	mentioned	pa-
tient	with	the	large	abdominal	abscess	and	the	bad	course	
in	whom	at	least	two	reoperations	were	performed.	In	three	
more	patients	a	recurrence	of	the	abscess	was	noticed	9,	
16	and	21	months	after	drainage	of	the	abscess.	

DISCUSSION

Intraabdominal	abscesses	represent	a	significant	com-
plication	in	the	course	of	patients	with	CD.	Intraabdomi-
nal	abscesses	appeared	in	up	to	30%	of	patients	with	CD.4	

Table2.	Clinical	manifestations	at	the	time	of	abscess	diagnosis.	

Symptom Number Percentage
Abdominal	pain 17 100%
Fever 14 82.3%
Palpable	abdominal	mass 13 76.5%
Loss	of	weight 10 58.8%
Anorexia 10 58.8%
Fatigue	 7 41.1%
Symptoms	of	urinary	infection 2 11.8%
Obstructive	ileus 1 5.9%

	

Table 3. Therapeutic	manipulations	and	results	of	treatment.	
Therapeutic	manipulation Number	of	patients Percentage
Surgical	drainage 17 100%
Drainage	under	CT	or	US	guidance 6 35.3%
Clinical	improvement 16 94%
Postsurgical	morbidity(*) 2 11.8%
Recurrence	of	abscess	during	follow-up 3 17.6%

(*) One patient with acute pancreatitis, pseudocyst and trauma sepsis
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Figure 1. Computed tomography findings: 
 - Abscesses of psoas and iliac muscle (arrow)
 - Abscesses in the area of iliopsoas
 - Extension of abscess in the right crural muscle.

Figure 2. Transabdominal ultrasound of the patient of pic-
ture 1. A large intraabdominal abscess is obvious. 

a

b

c

The	proportion	in	our	patients	was	7.8	%	(17	out	of	218	
patients	with	CD),	and	was	similar	to	the	percentage	of	in-
traabdominal	abscesses	reported	in	USA.2	The	mean	age	
of	the	patients	when	the	abscess	developed	was	31+/-11	
years,	almost	identical	to	that	reported	in	other	series3,4.	
Duration	of	disease	at	the	time	of	data	analysis	and	the	ap-
pearance	of	abdominal	abscess	was	6.7+/-4.0	and	4.6+/-

2.4	years,	respectively.	However,	in	other	series	the	dura-
tion	of	illness,	from	the	onset	of	CD	until	development	of	
the	abscess,	was	10.8+/-6.3	years3.	We	have	no	obvious	
explanation	for	the	above	mentioned	difference.	Probably	
the	nature	of	our	center	(referral	center	for	inflammatory	
bowel	disease)	results	in	hospitalization	of	more	severe	
cases	with	severe	course	of	their	disease.	

The	factors	that	predispose	to	the	development	of	in-
traabdominal	abscesses	are	not	completely	understood.	
It	seems	that	the	development	of	intraabdominal	abscess	
could	be	a	consequence	of	treatment	with	biologic	agents7	
as	in	four	of	our	patients.	It	seems	possible	that	the	healing	
capacity	of	biologic	agents	could	facilitate	the	formation	
of	the	abscess	by	encapsulating	puss	into	the	fistula.	This	
possibility	must	be	kept	in	mind	when	treating	CD	patients	
with	biologic	agents,	although	not	all	authors	agree	with	
this	assumption.	Other	studies	have	found	that	the	devel-
opment	of	intraabdominal	abscess	in	patients	operated-on	
for	their	inflammatory	bowel	disease	could	be	potentiated	
by	low	albumin	levels,	treatment	with	corticosteroids,	and	
the	presence	of	fistula.8	

Forty-six	percent	of	our	patients	were	operated-on	in	
the	past	for	the	underlying	CD.	In	a	relevant	study,	among	
35	patients	with	abscess,	60%	had	previouse	surgery	for	
their	disease3.	Similarly,	among	39	patients	with	abscess,	
61.5%	had	undergone	surgery	at	the	time	of	analysis	of	
the	results4,	possibly	indicating	a	more	severe	course	of	
CD.	Abscesses	frequently	develop	on	the	right	side	of	the	
abdomen	and	near	the	site	of	operative	scar3,4,	as	was	the	
case	in	our	patients,	obviously	as	a	result	of	the	location	
of	disease	in	the	terminal	ileum.	

The	diagnosis	was	greatly	potentiated	by	the	relevant	
clinical	picture	(palpable	abdominal	mass,	abdominal	pain,	
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fever,	and	abdominal	tenderness),	as	well	as	by	the	find-
ings	of	various	imaging	techniques	(abdominal	computed	
tomography,	transdermal	ultrasonography	and	magnetic	
resonance	imaging).

Spiral	CT	is	considered	to	be	an	ideal	method	for	the	
diagnosis	of	intraabdominal	abscess	as	it	can	detect	ab-
scesses	in	up	to	100%9.	However,	transdermal	abdominal	
ultrasound	also	helped	us	to	reach	the	correct	diagnosis.	
It	has	been	estimated	that	in	the	hands	of	an	experienced	
examiner,	the	sensitivity	of	abdominal	ultrasound	could	
reach	the	level	of	100%	with	specificity	of	92%10.	Mag-
netic	resonance	imaging	has	been	proposed	from	many	
years	as	a	safe	and	sensitive	method	for	the	detection	of	
intraabdominal	abscesses11.	Finally,	H2O2	has	also	been	
used	in	conjunction	with	ultrasound	for	the	detection	of	
abscesses	and	fistulas	in	patients	with	CD.12	The	method	
has	an	acceptable	accuracy;	it	is	safe	and	simple	and	can	
be	repeated	many	times.	

Treatment	consists	of	a	combination	of	conservative	
and	surgical	manipulations.	While	the	conservative	treat-
ment,	consisting	mainly	of	administration	of	antibiotics	
and	correction	of	various	deficits,	helps	temporarily,	sur-
gical	drainage	is	the	treatment	of	choice.	Drainage	could	
also	be	achieved	under	computed	tomography	guidance.	
In	the	study	of	Gervais	et	al13	and	Sahai	et	al,14	50%	of	
patients	avoided	surgical	operation	for	at	least	six	months	
while	the	rate	of	recurrence	was	similar	to	the	rate	after	
surgical	drainage.	The	success	rate	of	transdermal	drain-
age	of	an	abscess	is	directly	related	to	the	experience	of	
the	radiologist,	surgeon,	or	gastroenterologist	performing	
the	procedure.	The	existence	of	multiple	abscesses	does	
not	hinder	transdermal	drainage.	In	another	study,	con-
servative	treatment	(including	drainage	of	abscess)	alone	
was	effective	in	20%	and	surgery	was	needed	in	80%3	al-
though	proportion	of	94.4%	requiring	surgical	drainage	
and	intestinal	resection	has	been	described.4 In	a	recent-
ly	published	study,15	despite	initial	adequate	drainage	and	
resolution	of	the	abscess,	all	patients	eventually	needed	re-
section	of	the	offending	bowel	segment.	The	authors	sug-
gest	that	surgical	resection	of	the	diseased	bowel	segment	
should	be	the	definitive	therapy.	

In	our	patients,	transdermal	drainage	under	CT	guid-
ance	was	attempted	in	six	cases	with	temporary	results.	
Subsequently,	all	patients	required	surgical	drainage.	It	
seems	that	the	rate	of	recurrence	after	surgical	drainage	of	
the	abscess	is	lower	compared	to	transdermal	drainage	un-
der	CT	guidance5.	The	available	data	are	in	favor	of	trans-
dermal	drainage	in	selective	cases	in	which	this	procedure	
seems	to	be	technically	feasible16.	Laparoscopic	drainage	
could	be	a	possible	therapeutic	modality	although	it	is	di-

rectly	related	to	the	experience	of	the	surgeon	perform-
ing	the	procedure.17	

It	has	been	suggested	that	early	complications	after	
elective	abdominal	surgery	for	CD,	including	abscess	for-
mation,	are	not	associated	with	use	of	steroids,	immuno-
suppressives,	or	infliximab.18	However,	in	a	recent	study,	
infliximab	use	within	3	months	before	surgery	was	asso-
ciated	with	increased	postoperative	sepsis,	abscess,	and	
readmissions	in	Crohn’s	patients.19	

Abscesses	often	recur	within	3	years,	even	after	suc-
cessful	drainage.3	In	our	series,	3	patients	(17.6%)	devel-
oped	recurrence	of	the	abscess	during	the	follow-up	pe-
riod.	Because	of	the	relatively	high	rate	of	recurrence,	a	
therapeutic	strategy	should	be	formulated	for	each	patient	
and	strict	follow-up	observation	should	be	mandatory.20	
Crohn’s	disease	patients	with	intraabdominal	abscess	can	
safely	undergo	planned	resection	with	primary	anastomo-
sis	if	initially	treated	with	successful	percutaneous	drain-
age	and	aggressive	antibiotic	and	steroid	management.	

The	results	of	the	present	study	could	be	summarized	
as	follows:	

	1.	 The	development	of	intraabdominal	abscess	happens	
mainly	in	patients	with	ileal	involvement.	

	2.	 The	drainage	of	the	abscess	is	necessary	in	all	cases.	
In	this	series	of	patients	surgical	drainage	was	applied	
in	all	patients.	

	3.	 All	patients	need	to	be	operated-on.	Partial	enterecto-
my	of	the	affected	bowel	and	end-to-end	anastomosis	
is	almost	unavoidable.	

	4.	 Drainage	of	the	abscess	results	in	prompt	improvement	
of	the	clinical	situation.	

	5.	 The	development	of	intraabdominal	abscess	could	be	
related	to	the	use	of	biologic	agents	(infliximab	and	
adalimumab)
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