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CASE REPORT

A case is presented that demonstrates
unusual long-term evolution of an infected

calculi, culminating in the formation of a retroperitoneal
abscess that fistulised to the pleural space, leading to a right
pleural empyema.
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INTRODUCTION
Perinephric and renal abscesses are uncommon, but
potentially lethal complications of urinary tract infec-
tion. A perinephric abscess is usually a complication of
an urologic infection (1). A perinephric abscess affects
the renal capsule and Gerota’s fascia. These abscesses can
extend from the Gerota’s fascia into the psoas and trans-
versalis muscles as well as the peritoneal cavity and the
pelvis (2). Renal calculi may harbour infection and cause
localized obstruction. Urinary tract obstruction is gener-
ally considered a predisposing factor to urinary tract
infection (3). Ascending urological infections towards
the pleura are rare and only few cases are reported (4).
Here we describe a case of a 63 year-old woman with
infected staghorn calculi of the right kidney who devel-
oped a perinephric abscess that extended across the
diaphragm to cause an empyema as well.

CASE REPORT
A 63 year-old women with a known history of recurrent
urinary tract infections, including right-sided pyelonephri-
tis presented because of fever (39°C). She was normoten-
sive but tachycardic (130/min) and in respiratory distress.
Clinical examination showed signs of a large right pleural
effusion but no abdominal tenderness. There was marked
peripheral leucocytosis associated with a raised C-reactive
protein (CRP).
Imaging, including computed tomography (CT) of thorax
and abdomen, showed extensive peri-bronchial thicken-
ing, right lower lobe consolidation and a complex right
pleural effusion with thickened pleura (Figires 1, 2). 
In the right subdiaphragmatic area, a small hypodense
collection of about 3 centimeters in diameter was appre-
ciated in contiguity with the diaphragmatic dome. 

The right kidney presents multiple hypodense areas of
probable cystic nature and stones in thr middle and
lower calyces and in the renal pelvis. The right kidney
also demonstrated atrophic calcification, likely related to
previous infections (Figures 3, 4).
A 24F intercostal catheter was urgently inserted with
removal of 500 mL of turbid and exudative fluid which
was cultured with growth of Citrobacter koseri.
Subsequently a 8F nephrostomy catheter was placed in
the right kidney with aspiration of purulent fluid posi-
tive for Citrobacter. Sensitivities to antibiotics were
obtained and therapy with ceftazadime and meropenem
was initiated obtaining a clinical improvement with
reduction of fever and of the perirenal abscess size
(2 cm). Evaluation of renal function by dynamic scintig-
raphy with 99mTc-DTPA showed right kidney failure.
An open right radical nephrectomy was then performed
and subsequently cardiothoracic surgeons proceeded
with Video Assisted Thorascopic Surgery (VATS) to prevent
the formation of a fibrothorax.

CONCLUSIONS
Perinephric abscesses can cause severe illness. 
The severity of the disease depends on the extent of the
infection and the comorbidities of the patient.
Infection of the renal and perinephric space continues to
be a serious urological problem with high mortality rate.
A high index of suspicion, prompt diagnosis, appropri-
ate antibiotics and surgical intervention may be effective
in reducing mortality. 
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Figure 1-2. 
Computed tomography
of thorax and
abdomen, showing
extensive peri-
bronchial thickening,
right lower lobe
consolidation and
right pleural effusion
with thickened pleura.

Figure 3-4. 
TC showing right 
kidney atrophy with
calcifications.
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