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Renal abscess in childhood: a case report 6 years girl

Cocukluk caginda renal apse; 6 yas kiz hasta vaka sunumu
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Ozet

Renal apseler ¢ocukluk yas grubunda nadir
goriiliirler. Tanida gecikmeler bobrek kaybina
neden olabilir. Tedavi yontemi de halen tartigma-
lidir. Ek hastaligi olmayan genis spektrumlu anti-
biyoterapi ile regrese olmayan , organize oldugu
i¢in perkiitan drenajla drene olmadig i¢in opere
ettigimiz buyiik renal apseli hasta literatiir esli-
ginde degerlendirildi.

Anahtar Kelimeler: Renal apse, ¢ocukluk

gag, agik cerrahi, perkiitan drenaj.

Abstract

Renal abscesses are rarely seen in the child-
hood period. Delays in diagnosis may cause
kidney loss. The treatment method is still con-
troversial. The patient with a large renal abscess,
which we operated on because it did not regress
with broad-spectrum antibiotic therapy and was
not drained with percutaneous drainage because
it was organized, was evaluated in the light of the
literature.
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INTRODUCTION

Renal abscesses are rare in children who do not
have an underlying predisposing factor, and very few
cases have been reported in this regard (1,2). The rare
occurrence of renal abscesses causes a delay in diagno-
sis, which leads to kidney damage and late initiation of
treatment (3). Imaging methods such as ultrasonogra-
phy (USG), Computed Tomography (CT), and Mag-
netic Resonance (MR) are used in diagnosis (1,4). The
source usually spreads in an ascending manner, but
there is a hematogenous spread in rare cases. While the
agent in ascendant dissemination is E. Coli, the agent
is Staph. aureus in a hematogenous spread. Urine anal-
ysis may give normal results in 70% of the patients,
and the treatment method is still controversial. There
is not enough information in the literature regarding
children; thus, adult cases are often utilized. Although
broad-spectrum antibiotic therapy alone may be suf-
ficient for initial treatment, surgical intervention may
also be required, especially in large-sized abscesses.
Delays in diagnosis can lead to kidney damage, espe-
cially in children (5,6).

In our case, an underlying predisposing factor was
not found, the diagnosis was delayed, and percuta-
neous drainage could not be applied because the ab-
scess was organized, and surgery had to be performed
because it did not improve with long-term antibiotic
therapy.

CASE REPORT

A 6-year-old female patient presented with sudden
onset of fever and left flank pain, while investigating
the etiology of high fever in the center where she ap-
plied, WBC: 14500 (reference range: 4000-12000 /uL),
CRP: 12 (reference range: 0-5 mg/dl), there were 22
leukocytes in urine microscopy and 100,000 cfu/ml of
E. Coli in urine culture. Ultrasonography (USG) re-
vealed a 6 cm abscess in the left renal region. It was
stated that the CT result was compatible with the ab-
scess but could not be clearly separated from the mass
due to its excessive density, and it was stated that it was
not suitable for percutaneous drainage, and the materi-
al could not be drained. During the patient’s follow-up,
a pigtail catheter was inserted into the left thorax due
to pleural effusion in the left hemithorax. Due to the
absence of anything in the drainage on the day, she was
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referred to our clinic with pre-diagnoses of Renal Ab-
scess and Renal Mass.

There was no specificity in her history, except for
receiving outpatient medical treatment for inflamma-
tion two years ago. A pigtail catheter was present in the
left thorax, and the other systemic examination gave
normal results in physical examination. In laboratory
tests; CRP: 12 mg/dl (reference range: 0-5 mg/dl), sedi-
mentation value; 69 (reference range: 1-10 mm / hour),
and other biochemical values were within normal lim-
its. There was no feature in the urine test, and there was
no growth in the urine culture. Tuberculosis and my-
cobacterial examinations of the patient gave negative
results, and immunological and tumor markers were
normal. There was no feature in the fluid cytology sent
from the thorax tube.

In the Abdomen USG, an abscess with an approx-
imate size of 40x50 mm extending towards the renal
sinus in the upper pole cortex of the left kidney and a
dense pleural effusion with a depth of 2 cm in the left
hemithorax were observed. Abdomen MRI showed an
exophytic collection at the level of the upper pole of
the left kidney, 73x48x30 mm in size, at air-fluid level,
compatible with an abscess that contrasted the thick
wall in contrast examination (Figure-1la-1b, Figure 2).
Thorax CT resulted in a septal subpulmonic pleural
effusion with a depth of 14 mm in the left hemitho-
rax (Figure-3). The thorax drain was removed on the
7th day when the patient’s clinical condition improved,
nothing was not coming from the drain, and the PA
chest radiography was normal. Antibiotic treatment
was decided by the Committee of Infection, Nephrol-
ogy, Radiology, and Pediatric Surgery. Since there
was no growth in the urine culture and the urine cul-
ture antibiogram result with external growth was not
reached, Ciprofloxacin (Ciproxin) 3x230 mg iv (10 mg/
kg/dose), Amikacin (Amijeksin) 3x125 mg iv (15 mg/
kg/day), Vancomycin (Vankopol) 4x230 mg iv (10 mg/
kg/dose) antibiotics were continued to be given. Percu-
taneous Drainage was repeated for the patient whose
abscess size did not regress in the third week of treat-
ment.

Trucut biopsy of the patient, who had no apparent
improvement in drainage, showed abscess formation
and pyelonephritis findings. After the USG was per-
formed in the first month of medication treatment,
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there was no significant change in abscess size, the
decision for surgery was taken in the council. Trans-
peritoneal laparoscopy revealed that the kidney was
opened to the perirenal fascia and gerota, and the up-
per pole was more prominent. Still, there was no extra-
renal mass or abscess formation. Pus appeared in the
laparoscopic puncture performed on the upper pole.
The incision was enlarged up to 1 cm. It was washed
with physiological saline solution until nothing came
to the cavity, and the procedure was terminated after
placing two perirenal drains in the abscess cavity. There
was no growth in the abscess culture taken during the
procedure. The perirenal drain was removed on the
10th day, and the cavity drain on the 12th day since
the patient was improving and nothing was coming to
the drains. However, when the patient had fever on the
postoperative 14th day, her antibiotherapy was revised
as Meropenem (Merosid) 3*800 mg (120 mg/kg/day),
Amikacin (Amijeksin) 1X400 mg (20 mg/kg/day), Te-
icoplanin (Tekosit) 1*200 mg (10 mg/kg/dose) (vanco-

Figure 1a-1b. First Arrival Coronal and axial post-contrast T1A
series

Figure 3. Thorax CT, atelectatic changesin the basal segment of the
lower lobe of the left lung, and a loculated collection compatible
with abscess with air densities in the upper pole of the left kidney.

mycin allergy developed), and antifungal Fluconazole
(Flukopol) 1x200mg (10mg/kg/day) was added. It was
seen that the abscess persisted with a size of 38 mm
in the postoperative examination and MRI results of
the patient (Figure-4). As the patient’s fever contin-
ued, a decision was made for another surgery on the
postoperative 16th day. In the laparotomy performed
on the left Lombotomy incision, the kidney was nor-
mal, but the extrarenal abscess structure in the upper
pole of the kidney was approximately 1 cm in diameter,
with an organized predominantly fibrinous charac-
ter. No intrarenal or perirenal abscess was detected in
the intraoperative USG. In the follow-up, the patient’s
general condition was good and vital signs were sta-

ble, and the control USG examination performed on
the postoperative 3rd day was evaluated as normal. The
patient was discharged after completing antibiotherapy
and antifungal therapy. Urination cystourethrography
performed 1 month after discharge was evaluated as
normal.

Figure 2. Significant diffusion restriction is observed in the
abscess site in simultaneous diffusion-weighted examinations.

Figure 4. PO16 in coronal T2 series. Regressed abscess with a
thick wall and air signals in it, according to previous reviews,
under antibiotherapy on the 1st day.
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DISCUSSION

Renal abscesses are kidney infections rarely seen in
pediatric patients who do not have an underlying pre-
disposing factor (5). Suppurative material in the renal
abscess is located in the cortical or corticomedullary
area (4).

The frequency of renal abscesses in children is still
unknown (7). It can be seen at any age, but it is more
common in the young population. It is seen to three
times more frequently in men compared to women. It
is seen unilaterally in 77-90% and mainly in the right
kidney, with 63%. (6) In our patient, there was an ab-
scess in the left renal region. A renal abscess is rare, and
studies on children are limited.

The largest pediatric series is the series of Cheng et
al., in which 45 patients were retrospectively evaluat-
ed over 10 years between 1997 and 2016. This series’s
most common clinical symptoms were nonspecific
symptoms such as fever, nausea/vomiting, and abdom-
inal or flank pain. It has been found that the average
time taken for CT confirmation of renal abscess after
the onset of symptoms is nine days. Therefore, a careful
history and suspicion are essential in diagnosing renal
abscesses (3).

In our case, there were nonspecific symptoms such
as sudden fever and left flank pain, and tomography
was performed on the 10th day of medical treatment.
Laboratory tests for renal abscesses are not specific for
diagnosis. Leukocytosis and elevation of inflammatory
markers are common in the laboratory, and no changes
may occur. There may be pyuria and leukocyturia in
urinalysis, which may be complicated with pyelone-
phritis (3,5). Conversely, urine tests may be normal if a
renal or perinephric abscess develops due to hematog-
enous spread and does not communicate with the col-
lecting system or if they are performed after antibiotic
treatment has been initiated. It should be considered
that less than half of the patients may have positive
urine and blood cultures (1-2). Gram (-) bacteria are
the most common cause of infections, especially E. Coli
ascendancy. Staph. aureus is a common factor in the
hematogenous spread and perinephric abscesses (10).

Abdominal USG, CT, and MR are cornerstones in
the diagnosis of renal and perirenal abscesses. In recent
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years, morbidity and mortality, which was 40-50%, has
decreased to 1.5% -15% with imaging techniques (3).

Abdomen USG is the first choice because it is non-
invasive and easy to apply. It has a high diagnosis rate
of 70-86%. On USG, the renal abscess is seen as a hy-
poechoic mass. The specificity and sensitivity of CT
are higher (90-100%). Better detection of abscess size
is important in detecting the kidney status, additional
pathologies, and treatment follow-up. On CT, the ab-
scess wall is seen as a low-density mass in the postcen-
tral series (4). Although the sensitivity is high, it should
not be preferred except for the obligatory cases due to
increased exposure to radiation.

On the other hand, MR sensitivity is higher than
CT. However, general anesthesia is required for MRI in
young children and babies. Since our patient was old
enough, general anesthesia was not required for MRI.

Treatment of renal and perirenal abscess is medical
broad spectrum antibiotherapy (including anaerobes),
percutaneous drainage, open surgery, and nephrectomy.

There are publications regarding complete cure
with broad-spectrum antibiotherapy and percutaneous
drainage in treatment (1,4). Fernandez achieved a 92%
cure rate, successful treatment in 24 of 26 cases with
percutaneous drainage of kidney abscesses in adults,
and intravenous antibiotics (9). Siegel et al. classified
abscesses in adults as small (<3 cm), medium (3-5 cm),
and large (> 5 cm). A 73% cure rate has been report-
ed for large and medium kidney abscesses in adults
when treated with parenteral antibiotics and percuta-
neous drainage, and it was concluded that percutane-
ous drainage is as adequate as open surgery. Abscesses
smaller than 3 cm healed with 4-6 weeks of medical
antibiotherapy alone (10).

Reported rates of kidney loss in children continue
to be significant, 16-25% (1,2). Although a full cure
is provided with broad-spectrum antibiotic therapy
alone in adults, there is no information supporting
this treatment modality in children. We think these
patients should be treated as quickly as possible with
percutaneous or open drainage to reduce the risk of
kidney damage or loss (8).

Our patient was a healthy girl who had no known
illness before. There were nonspecific symptoms such
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as left flank pain and fever. Her laboratory showed ESR
and CRP elevation, pyuria in the first urinalysis, and
E.Coli growth in the urine culture. Therefore, renal
abscess due to spreading from ascending was consid-
ered. No change in blood and urine was detected in
the examinations during follow-up. Although there are
some protocols in treating adult renal abscesses, there
is no clear information in the literature on this issue
in children. Antibiotic therapy was initially applied to
the patient with the council decision, but the surgery
had to be performed when treatment was impossible.
Percutaneous drainage failed because the abscess was
organized. After surgery, the patient’s clinic improved.
We think that the organized fibrinous structure, which
persisted with 3 cm after the first surgery, which did
not regress despite antibiotherapy, was located in the
extrarenal and was considered an abscess with the
imaging methods, leaks around the drain in the renal
abscess lodge. As the abscess was large, early surgery
could have been performed as in adult protocols so
that the hospital stay could have been shorter.

CONCLUSION

A renal abscess is an extremely rare pathology in
children. Early diagnosis is very important in its treat-
ment. Since there is no clear protocol for treatment,
adult protocols can be used for effective treatment and
early response to treatment. Early laparoscopic or open
surgery can be performed if renal abscesses with a di-
ameter of > 3 cm do not allow drainage.
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