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Abstract 

We report the case of a patient with a pelvic
abscess and a malignant pancreatic tumor. The
management of this complicated diverticulitis
included radiological drainage and surgery.
This abscess was due to a peritoneal carcino-
matosis originating from the pancreas, which
is an extremely rare cause of intestinal perfo-
ration.

Case Report

A 83-year-old woman was admitted to the
emergency department for abdominal pain. At
physical examination, she had fever and a
hypogastric pain with tenderness and guarding.
A blood analysis showed 15,000 leukocytes/mm3

and elevated C-reactive protein (340 mg/L). The
abdominal computed tomography (CT) revealed
a pelvic abscess (Figure 1) and discovered a
solid tumour of the caudal pancreas with
splenic vein thrombosis and segmental portal
hypertension (Figure 2). A perforated sigmoid
diverticulitis was diagnosed associated with a
pancreatic neoplasm. A radiological drainage of
the abscess was performed, as well as a biopsy
of the pancreatic mass, revealing a pancreatic
adenocarcinoma. Two weeks later, a colono -
scopy showed an inflammatory stenosis of the
left colon. The clinical evolution was fair and a
surgical management was decided both for the
colon and the pancreas. Surgery was scheduled
for the next month and the patient was dis-
charged. She returned to the surgical depart-
ment 10 days later for diffuse abdominal pain.
An abdominal CT-scan showed a pneumoperi-
toneum with diffuse fluid within the abdomen
(Figure 3). An emergent laparotomy was per-
formed, finding a perforated pseudotumoral sig-
moid with diffuse fecal peritonitis and two nod-
ules of carcinomatosis in the major omentum. A
Hartmann’s procedure was performed. The
pathological examination revealed a peritoneal
metastasis from the pancreatic cancer involving
the sigmoid and causing the perforation. The
patient died two weeks later.  

Discussion

Pancreatic adenocarcinoma is the third
cause of non gynaecological carcinomatosis,
after colonic and gastric cancer.1 It may pres-
ent as clinically evident ascitis, but it is more
frequently discovered at preoperative imaging
or during surgery.2 Peritoneal carcinomatosis
involving the bowel causes usually acute or
subacute obstruction. Bowel perforation is well
known as a complication of colon cancer or
colonic wall haematogenous metastases, by
the growing of the tumour from the inside to
the outside.3 Inversely, in this case the mecha-
nism was the growing of the peritoneal nodule
from the serosa through the colonic wall layer
until the mucosa leading to perforation. This is
an atypical presentation of peritoneal carcino-
matosis from pancreatic origin, revealing the
neoplasm. When the carcinomatosis is already
known, physicians must keep in mind these
complications for an early management
despite a very bad prognosis.
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Figure 1. Initial computed tomography.
Two pelvic abscess (arrows) beside the sig-
moid colon.

Figure 2. Initial computed tomography.
Tissular tumor of the caudal pancreas (long
arrow) with a splenic vein thrombosis and
a segmental portal hypertension (short
arrow).

Figure 3. Emergency computed tomogra-
phy one month later. Pneumo peritoneum
and diffuse liquid in the left upper
abdomen.


