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Case RepPORT

Management of Complicated Intra-abdominal Infection - Two Cases

Ji Young Jang, M.D., Hongjin Shim, M.D., Jae Gil Lee, M.D., Ph.D.
Department of Surgery, Yonsei University College of Medicine, Seoul, Korea

Compared to uncomplicated intra-abdominal infection (IAI), complicated IAI extend beyond
the source organ and into the peritoneal cavity through the perforated bowel. Most of
intra-abdominal infection encountered in the surgical field is secondary or tertiary peritonitis.
In this article authors report management experiences of unusual two cases about complicated
IAIL the first case is abdominal wall abscess accompanied by perforation of ascending colon
perforation from traumatic mesentery injury, and the second case is about liver abscess
followed by pleural empyema. In the first case, abdominal wall abscess was drained by
ultrasonography-guided incision and drainage, and negative pressure wound therapy
(NPWT) was applied on the soft tissue defect site. In the second case, right pleural empyema

XX} o] xH &L was formed after percutaneous liver abscess drainage, and thoracoscopy-assisted pleural
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Fig. 1. Intra-abdominal wall abscess (white arrow).
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Fig. 3. Abdomino-pelvic CT scan showed liver abscess formation.

Fig. 2. (A) Perforation site of ascen-
ding colon (white arrow). (B) The
polyethylene bag is shown through
the defect site of abdominal wall
(white arrow). (C) Negative pressure
wound therapy.
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Thoracoscopic image showed pig tail

catheter in thoracic cavity, penetrat-

ing diaphragm.
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