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Clinical History

* 64yo M with PMH of HTN, DM, COVID+ (8/2020, currently negative),
and TB s/p RIPE ¢/b necrotizing pneumonia requiring R lobectomy and
thoracotomy in 2018

 Since 2018, post-operative course has been complicated by recurrent
RUQ abdominal wall abscesses requiring multiple hospitalizations for IR
drainage
e June 2020: RUQ wall abscess grew Pseudomonas
e August 2020: RUQ wall abscess grew Klebsiella

* Patient has had a documented allergic-like reaction to iodinated contrast
* Severe anaphylactic reaction which required endotracheal intubation
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ED Course

* Patient presented to the ED with
worsening abdominal pain,
increased foul smelling purulent
drainage from RUQ abdominal
wall abscess, chills, and fevers

* Empiric Cefepime and Flagyl was
started based on culture history

* CT of the Chest/Abdomen/Pelvis
without contrast and an
Abdominal US were obtained




CT Abdomen/Pelvis w/o Contrast 03/13/20
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CT Abdomen/Pelvis w/o Contrast 06/05/20
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CT Abdomen/Pelvis w/o Contrast 08/13/20
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CT Abdomen/Pelvis w/o Contrast 09/29/20

Image 65
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CT Abdomen/Pelvis w/o Contrast 09/29/20

Image 66
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CT Abdomen/Pelvis w/o Contrast 09/29/20

Image 67
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CT Abdomen/Pelvis w/o Contrast 09/29/20

Image 68
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CT Abdomen/Pelvis w/o Contrast 09/29/20

Image 77
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Abdominal US 10/03/20
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Key Imaging Findings

* CT Abd/Pelvis shows inflammation and gas along the right
anterolateral abdominal wall defect, which extends to the abdominal
cavity with focal fluid collection

 Comparison to prior images demonstrates interval worsening of the adjacent
fat stranding and inflammatory changes with extension of the redeveloping
abscess

* Because of contrast allergy, evaluation was limited, so some question about
source of abscess remains

 Abdominal US shows mixed hypoechoic and anechoic complex fluid
collection and intraperitoneal extension cannot be ruled out

* Highly suspicious for abscess and phlegmon formation
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Differential Diagnosis

e Soft tissue abscess 2/2 external source
* Enterocutaneous fistula causing recurrent abscesses

* Presence of foreign body
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Further Admission Course

* ID workup was negative,
including wound, blood, and
urine cultures

* General Surgery recommended
against surgical intervention

* IR placed an 8Fr drain on 10/05
for drainage, which was pulled
when drainage was <10cc/24hrs




Final Diagnosis

Recurrent soft tissue abscess 2/2 external source
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Discussion

* Final diagnosis: soft tissue abscess 2/2 external source
* Wound healing is likely c¢/b chronic DM

* Foreign body was ruled out by CT

* Enterocutaneous fistula remained a concern, due to previous culture
results and because patient was unable to be evaluated with
iodinated contrast

* Wound culture was negative for this admission
* Decreasing drainage from drain suggests that a fistula is less likely

* Radiology suggested using dilute barium contrast for a fistulogram, which
could be done as future evaluation if abscess recurs

e Future surgical intervention to debride the wound bed may be required
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ACR Appropriateness Criteria [1]

* On initial presentation,
the ACR recommends X-
ray or US as the initial
imaging study

* Because of the concern
for extension into the
abdominal cavity, axial
imaging is needed

* Contrast allergy precludes
giving IV contrast in this
patient

Variant 1: Soft-tissue mass. Superficial or palpable. Initial imaging study.

Appropriateness Category Relative Radiation Level

X-ray area of interest Usually Appropriate
US area of interest Usually Appropriate

MRI area of interest without IV contrast May Be Appropriate (Disagreement)
CT area of interest with IV contrast Usually Not Appropriate

CT area of interest without and with IV .

¢ I |r:“1 of interest without and with | Usually Not Appropriate
CT area of interest without IV contrast Usually Not Appropriate
FDG-PET/CT area of interest Usually Not Appropriate

MRI area of interest without and with [V
contrast

Usually Not Appropriate

Variant 3: Soft-tissue mass. Nondiagnostic initial evaluation (ultrasound and/or radiograph). Next
imaging study.

Procedure Appropriateness Category

MRI area of interest without and with IV ; :
Usually Appropriate

conirast ]

MRI area of interest without IV contrast Usually Appropriate

CT area of interest with IV contrast May Be Appropriate (Disagreement)

CT area of interest without IV contrast May Be Appropriate
ca of interest without and with IV

st Usually Not Appropriate

FDG-PET/CT area of interest Usually Not Appropriate

https://acsearch.acr.org/docs/69434/Narrative/



Document reaction & monitor for return
of symptoms post-treatment

2 hrs prior +/- Benadryl 50 mg PO
1 hr prior. HIVES/DIFFUSE ERYTHEMA

° [] [ ] OR 2 s S -
Continued Discussion eveciron e Sl
+/- Benadryl 50 mg PO 1 hr prior. 2. If associated with hypotension or
OR respiratory distress then considered
. Hydrocortisone 200 mg IV 5 hrs and Anaphylaxis:
® CO nt ra St Reactlons [2] 1 hr prior and Benadryl 50 mg IV 1 ¢ 026-10 L/min by face mask
hr prior. « IVF 0.9% NS wide open; elevate legs > 60°
1 1 1 1 . H H H (urgent, NPO only, ER, inpatient) + Epinephrine 0.3 mL of Img/mL IM (or auto-
* Allergic-like reactions include: urticaria, pruritus, e — injector) OR Epinephine 1 mL of 1mg/10mL
d t h b h h t H CONTRAST EXTRAVASATION (0.1 mg/mL) IV with slow flush or IV fluids
edema, erythema, bronchospasm, hypotension, T ——— . Call 31 or CODE BLUE
S h OCk compress, remove rings. Observe. . If ONLY skin findings but severe or

Consider surgical consultation for progressive may consider Benadryl 50
decreased perfusion, sensation, mg PO, IM, IV but may cause or worsen
strength, active range of motion, hypotension.

or increasing pain.

* Physiologic reactions include: nausea, vomiting,
arrhythmia, seizure

* Prevalence of hypersensitivity reactions to
iodinated contrast media is estimated between
- 0 . Preserve IV access, monitor vitals q 15m 1. Preserve IV access, monitor vitals
0.05-0.1% [3] G o s 2 oeiolmnbylemasc |
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. . . " IVF 0.9% NS wid auto-injector) OR Epinephrine 1 mL of
* Studies have shown that there is no link . Epinephrine 03 mLof 1mg/mL M (or Tma/fGmL (01 /) Vi s fush
: : : to-injector) OR Epi hrine 1 mL of ui
between a shellfish allergy and an allergic-like o/ T0mL (01 ma/mL)V with slow fush ' 4: Call 11 or CODE BLUE
. . . or IV fluids PASM (EXPIRATORY WHEEZE)
reaCtlon to IOdInated ContraSt [4] - Call 911 or CODE BLUE . Preserve |V access, monitor vitals
. . « . . HYPOTENSION WITH BRADYCARDIA -gzt6-120 L/mi_ntby ':a?e rgaskﬁ. 6
i CrOSS_reaCtIVIty tO adOIInlum CO ntraSt IS . Preserve |V access; monitor vitals |feng; ,:fjpoonr:;i:; g,e;revg:, tsr,]éenpuesaex
. 026-10 L/min by f. k Epi hrine 0.3 mL of 1mg/ mL IM
extremely rare but has been observed [3] A S s bty Kbl Al
: L\\/tF 0.9% l(\;Sévsllige oplevryf s 1mg/10mL (0.1 mg/mL) IV with slow flush
. . . Atropine 0.6-1.0 mg IV if refractory IV fluid
e Patients who have a severe reactions should . Consider calling 911 or CODE BLUE . &l 911 or CODE BLUE

ntent of this c nly and is not intended to substitute yment and expertise

NOT be given iodinated contrast [2] R LT

* Mild and moderate allergic-like reactions should be

p re-m ed icated Wlth coO rticoste roids https://www.acr.org/-/media/ACR/Files/Clinical-Resources/Contrast-Reaction-Card-Adult.pdf
(5]

www.acr.org/contrast
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Take Home Points

* Abscesses require source control for adequate treatment

* Abscesses that extend into the abdomen should ideally be evaluated
using contrast

e Contrast reactions are not uncommon, so these studies should be
done in a setting that can manage severe reactions like airway edema
or hypotensive shock, should they occur

* Individuals who have had a prior severe reaction to iodinated contrast
media should NOT be given iodinated contrast in the future, instead
alternate imaging modalities should be considered
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