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Case Report 
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Background: Posterior or lateroposterior perforation of the second part of the 

duodenum may decompress into the retroperitoneum and present as a 

retroperitoneal abscess rather than generalized peritonitis. 

Case presentation: A 56-year-old male presented with abdominal pain, fever 

and vomiting, associated with hip pain for approximately 10 days. Cross-

sectional imaging demonstrated an extensive right-sided retroperitoneal 

collection with air foci and extension along the right iliacus and pelvic sidewall 

toward the gluteal region, with a defect involving the second part of the 

duodenum and communication with the collection. Emergency exploratory 

laparotomy was performed. A lateroposterior D2 perforation measuring 

approximately 0.5 × 0.5 cm was identified. Kocherization was performed for 

adequate mobilization and exposure. The perforation was closed primarily and 

reinforced with a Graham omental patch. The retroperitoneal pus collection was 

evacuated and a pelvic drain was placed. Meropenem and metronidazole were 

administered postoperatively. Oral feeds were started on postoperative day 3 

and the drain was removed on postoperative day 5. The patient was discharged 

and improvement in follow-up. 

Conclusion: Lateroposterior D2 perforation should be considered in patients 

with unexplained retroperitoneal collections and atypical back, flank or hip 

symptoms. Adequate duodenal mobilization, primary repair with omental 

reinforcement and drainage can achieve successful source control in selected 

patients. 
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INTRODUCTION 
 

Perforated peptic ulcer remains an important surgical 

emergency and is associated with substantial 

morbidity and mortality, particularly when diagnosis 

or source control is delayed. Early resuscitation, 

antimicrobial therapy and timely operative or 

radiological treatment are central to management.[1,2] 

Duodenal perforation may result from peptic ulcer 

disease, trauma, iatrogenic injury and other less 

common causes. The clinical presentation depends on 

the site and extent of the perforation. Posterior or 

lateroposterior perforations may behave differently 
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from anterior perforations because much of the 

second part of the duodenum is retroperitoneal. 

Patients with retroperitoneal perforation may 

therefore have less prominent peritoneal signs and 

may present with relatively indolent or nonspecific 

symptoms.[3,4] 

Retroperitoneal abscess secondary to duodenal 

perforation is uncommon. Published cases describe 

atypical presentations with back pain, prolonged 

fever or other nonspecific symptoms, with diagnosis 

sometimes delayed until cross-sectional imaging or 

surgical exploration.[4–7] 

We present a case of an extensive right-sided 

retroperitoneal abscess associated with a small 

lateroposterior perforation of the second part of the 

duodenum. The patient was successfully treated by 

emergency laparotomy, Kocherization, primary 

closure, Graham patch reinforcement and drainage. 

 

CASE PRESENTATION 
 

A 56-year-old male presented in July 2026 with a 10-

day history of abdominal pain, fever, vomiting, and 

pain radiating to the right flank and hip. Abdominal 

ultrasonography performed at admission showed no 

significant abnormality. Given the persistent 

symptoms and concern for a deeper retroperitoneal 

process, further cross-sectional imaging was 

obtained. 

CT of the abdomen demonstrated an extensive right-

sided retroperitoneal collection containing air foci 

and areas of breakdown. The collection extended 

from the right posterior pararenal region along the 

right iliacus muscle and right pelvic sidewall, with 

further extension toward the right gluteal region. 

There was mass effect on adjacent structures. A small 

defect involving the second part of the duodenum was 

identified, with communication between the 

duodenal lumen and the retroperitoneal collection, 

consistent with duodenal perforation. [Figure 1] 

MRI of the lumbosacral spine also demonstrated the 

extensive retroperitoneal collection in addition to 

degenerative lumbar changes. The imaging findings 

were considered consistent with a retroperitoneal 

abscess secondary to duodenal perforation. The 

diagnostic difficulty in such cases is recognized in the 

literature because retroperitoneal perforation may 

lack classical peritoneal findings and CT is 

particularly useful for demonstrating duodenal wall 

discontinuity, extraluminal gas and/or contrast 

leakage.[3,4] 

The operative exposure and close-up intraoperative 

findings are shown in [Figure 2,3] 

Operative Management: Emergency exploratory 

laparotomy was performed on 17 July 2026. A 

lateroposterior perforation of the second part of the 

duodenum measuring approximately 0.5 × 0.5 cm 

was identified, with associated retroperitoneal pus 

collection. Kocherization of the duodenum was 

performed to obtain adequate mobilization and 

exposure of the posterior aspect of D2. The purulent 

collection was evacuated and adequate source control 

was achieved. The duodenal defect was closed 

primarily and reinforced with an omental Graham 

patch. A pelvic drain was placed and the abdomen 

was closed in layers. The operative appearance is 

documented in [Figure 2,3] 

For a perforated peptic ulcer smaller than 2 cm, 

contemporary WSES guidance supports primary 

repair; an omental patch may be used selectively to 

reinforce the repair.[1] In this case, the small defect 

and operative findings permitted primary closure 

with omental reinforcement. 

 

 
Figure: 1 CT showed a right retroperitoneal collection 

with air foci, extending to the right gluteal region, with 

a D2 defect communicating with the collection, 

suggestive of duodenal perforation. 

 

 
Figure 2: Intraoperative exposure of the duodenal 

region during exploratory laparotomy. 
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Postoperative Course and Follow-up: 

Postoperatively, the patient received meropenem and 

metronidazole with supportive care, gastrointestinal 

rest and drain monitoring. Oral feeds were started on 

postoperative day 3. The pelvic drain was removed 

on postoperative day 5. The patient improved 

clinically and was discharged.  

At approximately 10-, 20- and 30-day follow-up, the 

patient was clinically well, with satisfactory recovery 

and no reported recurrence or major postoperative 

complication. The postoperative abdominal wound 

showed satisfactory healing [Figure 4]. 

 

 
Figure 3: Close-up intraoperative view of the inflamed 

second-part duodenal region during identification and 

management of the lateroposterior perforation. 

 

 
Figure 4: Postoperative abdominal wound during 

follow-up, demonstrating satisfactory healing. 

DISCUSSION 
 

The main diagnostic and therapeutic challenge in this 

case was the atypical retroperitoneal presentation of 

a small D2 perforation. Duodenal perforations can 

present with acute peritonitis when leakage is 

intraperitoneal, whereas retroperitoneal perforations 

may produce a more indolent course with back or 

flank pain and fewer classical peritoneal signs. 

Ansari et al. emphasized that the clinical presentation 

depends on the location and extent of the perforation 

and that CT with intravenous and oral contrast is the 

most valuable imaging modality when duodenal 

perforation is suspected.[3] 

The present case is comparable to previously reported 

cases of retroperitoneal abscess caused by duodenal 

perforation. Sadatomo et al. described a patient with 

prolonged appetite loss and back pain whose CT 

demonstrated a retroperitoneal mass related to a 

duodenal ulcer perforation.[5] Mao et al. reported an 

atypical retroperitoneal abscess caused by duodenal 

perforation and highlighted the diagnostic value of 

CT in identifying the retroperitoneal collection and 

fistulous communication.[4] Umbu et al. reported 

another retroperitoneal abscess secondary to 

duodenal perforation in which CT demonstrated a 

persistent retroperitoneal collection and 

communication with the posterior duodenal wall; the 

patient ultimately required complex operative 

management including Graham patch repair.[6] 

Retroperitoneal infection can spread along 

anatomical planes and may extend away from the 

primary perforation. A reported case of perforated 

duodenal ulcer produced a retroperitoneal abscess 

that tracked along the psoas muscle and presented 

with a distal lower-limb manifestation, illustrating 

the potential for extensive extra-abdominal spread.[7] 

In the present patient, the collection extended along 

the right iliacus, pelvic sidewall and toward the 

gluteal region, which provides an anatomical 

explanation for the prolonged back/flank/hip 

symptoms. 

The initial ultrasonography in this patient was not 

diagnostic. This is an important diagnostic 

consideration because deep retroperitoneal 

collections may be difficult to characterize by 

ultrasound, particularly when bowel gas or their deep 

location limits acoustic windows. CT is better suited 

to defining the relationship between a collection and 

the duodenum and to demonstrating extraluminal gas 

or contrast leakage.[3,4] 

The operative strategy was determined by the 

location and size of the perforation. Kocherization 

was necessary to mobilize D2 and obtain direct 

exposure of the lateroposterior defect. The defect 

measured approximately 0.5 × 0.5 cm. Current 

WSES guidelines suggest primary repair for 

perforated peptic ulcers smaller than 2 cm, while the 

addition of an omental patch can be considered 

selectively.[1] The Graham patch was used in this case 

as reinforcement of the primary repair, together with 

drainage of the infected retroperitoneal compartment. 
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Adequate source control is particularly important in 

perforated peptic ulcer because delayed control of 

contamination and sepsis is associated with worse 

outcomes.[1,2] The favorable postoperative course in 

this patient, including oral feeding from 

postoperative day 3, drain removal on day 5 and 

satisfactory clinical recovery through 30 days, 

suggests that definitive closure combined with 

drainage achieved adequate source control. 

The strength of this report is the correlation between 

the atypical clinical presentation, cross-sectional 

imaging, direct operative identification of a 

lateroposterior D2 defect and documented 

postoperative recovery. The main limitations are 

those inherent to a single case report, including the 

absence of comparative data and limited follow-up 

duration. In addition, the available records do not 

establish the underlying ulcer etiology, such as 

Helicobacter pylori status or NSAID exposure; these 

should be added if documented in the original 

medical record. 

 

CONCLUSION 

 

Lateroposterior perforation of the second part of the 

duodenum may present as an extensive 

retroperitoneal abscess with atypical back, flank or 

hip symptoms and without the classical picture of 

generalized peritonitis. CT is important for 

identifying the source and anatomical extent of the 

collection. In a small perforation, Kocherization can 

facilitate adequate exposure, while primary closure 

with omental reinforcement and drainage can provide 

effective source control. Early recognition of this 

uncommon presentation may help avoid diagnostic 

delay. 
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