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ABSTRACT

Perforation in colorectal cancer is an uncommon condition, and neoplastic invasion of

the abdominal wall with local infection is even rarer. Our objective is to present the

case of an 84-year-old male with right colon cancer that manifested as an inguinal

abscess, and also to perform a systematic review of the literature in PubMed, EMBASE,

and Web of Science. A total of 59 cases in retrospective studies were found. Median

age was 64 years, thirty cases were men and twenty-nine were women (51% and 49%,

respectively). The most common location was the right colon with 27 cases (46%),

followed by the left colon with 18 cases (31%), 12 cases in the transverse colon (20%),

and 2 cases with colonic synchronous neoplasm (3%). Surgery was performed in two or

more occasions for 33 cases (60%), and on one occasion for 21 cases (38%); medical

treatment alone was administered in one case (2%). The most common histological

type was adenocarcinoma (64%), followed by its mucinous variant (22%). There was

recurrence in 33% of cases. Mortality at follow-up was 47%. As a limitation of our



study, follow-up was heterogeneous, making it impossible to interpret long-term

results regarding the influence of treatment on patient survival, also difficulted by the

urgent nature of the condition and its exceptional incidence. Further studies are

needed with prospective data collection on the management of colorectal cancer in

the emergency setting, standardizing follow-up in order to facilitate an adequate

analysis of the prognosis of the disease.
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INTRODUCTION

Colorectal cancer (CRC) is one of the most frequent neoplasms worldwide (1).

Perforation is uncommon, presenting different scenarios at the time of diagnosis: a)

tumor perforation to the abdominal cavity causing peritonitis; b) formation of an intra-

abdominal parietal abscess; or c) formation of fistulous tracts, most often a colo-

vesical, colo-enteric or colo-vaginal communication (2-6). The left colon is the most

frequent site of perforation of colorectal cancer followed by the right colon. From a

pathophysiological standpoint two perforation mechanisms exist – primary tumor

perforation and perforation secondary to retrograde hypertension (5-7). Neoplastic

invasion of the abdominal wall accompanied by local infection is a very rare condition

(4-8). As of the date of this study there are no systematic reviews published about this

condition. Our objective is to present a case of CRC manifesting as an inguinal abscess,

and to perform a systematic review of the literature, to determine the reported

frequency and treatment of this condition.

METHODS

We performed a search in PubMed, EMBASE and Web of Science, updated on June 24,

2019, with the following search strategy: ((Colonic Neoplasm) or (Colon Cancer)) and

((Cutaneous Abscess) or (Abdominal Wall Abscess) or Colocutaneous Fistula)). The

systematic review was carried out according to the PRISMA standards (9).



Inclusion criteria would be met by studies of any level of evidence containing cases of

any age, with abscess/infection of the abdominal wall secondary to a primary colon

neoplasm. The entire abdominal circumference including the lumbosacral region was

considered the abdominal wall.

Each abstract was reviewed and, if not available, the entire article was assessed. The

total number of articles included were organized according to type and level of

evidence. The variables collected are listed in table 1. The surgical treatment

performed was defined as “one-time” with en bloc excision of the neoplasm plus

drainage of the parietal abscess at the time of diagnosis, or as “two-time” with

drainage/resolution of the infection (antibiotic therapy, percutaneous drainage) plus

delayed tumor resection once the infection was solved. Intraoperative identification of

peritoneal carcinomatosis, distant metastases, infiltration to neighboring organs, etc.,

was reported as “other findings”.

The descriptive analysis of the collected variables was reported in terms of frequency,

and measures of central tendency (median) and dispersion (interquartile range, IQR),

as appropriate, using the SPSS v.20 software. Once the variables were collected, the

risk of bias, whether individual or among the studies included, was virtually null since

the analysis performed on all studies was a descriptive one. The patient gave his

consent for the publication of this case and its related image.

RESULTS

Case report

An 84-year-old male visited the emergency department because of progressive volume

increase in the right inguinal region for the past 4 months. Concomitant redness,

purulent discharge, and fever (39 ºC) had developed a week before the assessment.

Physical examination revealed a 20 x 20-cm mass in the right lower abdominal

quadrant and inguinal region with local flushing and heat, accompanied by purulent

drainage in the groin (Fig. 1). Laboratory testing found leukocytes, 12,600/µL;

neutrophils, 84%; and CRP, 133.5 mg/dL. A CT scan of the abdomen and pelvis showed

an image suggestive of right colon neoplasm with a contained perforation and an

abscessed collection measuring 5 x 5 x 3 cm towards the right psoas muscle,



accompanied by a cutaneous-muscular abscess measuring 7 x 5 x 3 cm in the right

inguinal region (Fig. 2). Because of these findings, an urgent laparotomy was

performed during which a right colon neoplasm was confirmed, with a perforation

contained by the abdominal wall plus a parietal abscess. A right hemicolectomy was

performed including manual ileo-colic anastomosis, inguinal abscess drainage, and

Friedrich's procedure of the affected parietal region, whereby a Penrose-like drainage

was exteriorized and removed on the 9th postoperative day. The pathology analysis

revealed a pT4b, pNO adenocarcinoma. The patient had a good clinical evolution and

was discharged after 12 days of hospitalization. Oncologic treatment was rejected due

to advanced age. At 5 months, the patient was readmitted in our center because of a

retroperitoneal abscess with signs of local recurrence, associating a nosocomial

pneumonia during his stay. A percutaneous drainage and empirical antibiotic therapy

were performed. After 24 days he was discharged and followed up by the Palliative

Care Unit, and ultimately died at month 11 after surgery.

Systematic review

We found a total of 531 articles with a final inclusion of 44 studies, as summarized in

figure 3. Fifty-nine cases were reported in the literature. All the studies were

retrospective. The common objective of all studies was the descriptive presentation of

a series of cases (8%, five studies represented in table 1) (8,10-13) or only one case

(rest of studies). Median age was 64 years (IQR, 53-72). Thirty cases were male and

twenty-nine women (51% and 49%, respectively). The median duration of symptoms

was 4 weeks (IQR, 0.9-8). For diagnosis, the most common study was a CT scan, with

42 cases (82%), followed by colonoscopy with 16 cases (31%), abdominal ultrasound

with 13 cases (28%), and barium enema with 12 cases (26%). In eight patients

complementary studies were not specified. The most frequent location was the right

colon with 27 cases (46%), followed by the left colon with 18 cases (31%), the

transverse colon with 12 cases (20%), and two cases (3%) of synchronous neoplasm

(one in the right colon and left colon, one in the transverse colon and right colon).

Surgery was performed in two or more times for 33 cases (60%), in one time for 21

cases (38%), and medical treatment was used for one case (2%). The type of treatment



performed was not specified in four patients. Other findings were observed in 22 cases

(37%, synchronous neoplasms in other organs, dissemination by contiguity, liver

metastases, etc.). The most frequent histological type was adenocarcinoma (ADC) in 38

cases (64%), followed by its mucinous variant in 13 cases (22%) and by a histological

type other than ADC in 3 cases (5%). In 5 cases histological type was not reported.

There was persistent disease in 12 cases (33%), and in 19 cases the follow-up was not

described. Mortality was 47%, with a median follow-up of 2 months (IQR 0.2-11).

DISCUSSION

In spite of the screening methods in use, the clinical manifestations of CRC may be

variable (14,15), requiring urgent surgery 33% of cases, and with colonic perforation as

the second most common cause, with an incidence around 2.6%-12% (2-6,15-18).

Mortality secondary to peritonitis may rise to 30-50% (14,15). The condition may

present as free perforation to the abdominal cavity or as perforation contained by

adjacent structures, with the consequent formation of an abscess (15,18,19). The left

colon is the most common site of perforation in CRC, followed by the right colon (5). In

our review we observed that the most common location of CRC associated with

parietal abscess is the right colon.

Intra-abdominal abscesses secondary to a perforated neoplasm may occur in 0.5-0.7%

of cases as described in published series (4,17,20), and they may exceptionally present

as an abdominal wall infection secondary to colon cancer. White et al. retrospectively

reviewed about 16,000 patients treated for colon cancer at the Massachusetts General

Hospital between 1938 and 1970, finding only nine cases with abdominal wall

infection/abscess, not specifying whether it was the initial presentation leading to a

diagnosis of CRC (8). Tsai et al. reported only two cases of initial CRC presentation as a

parietal abscess, with an incidence of 2.26% (4).

The existence of contained perforation in a CRC with invasion of the abdominal wall

may be related to histological type. Merrill et al. reported an incidence of 36.7% for

the mucinous ADC type of colon cancer with an abscess on the anterior abdominal wall

(21). Some authors relate this condition to the slow growing, direct extension and

dissemination of this histological type (22). Our results (20% of mucinous ADC type)



were similar to those published in the literature.

As an infrequent condition, there is no consensus about its management (18,23). In

our research, we found variability in the selection of a surgical management modality,

with predominance of surgery in two or more procedures.

As a limitation of this review, the descriptive analysis of the literature did not provide

treatment patterns. Follow-up in each study was heterogeneous, making it difficult to

interpret long-term results regarding the influence of treatment on survival, to which

the urgent and rare nature of the condition add. On the other hand, since the time

range of the studies included is wide (1956-2018), patient prognosis may also be

influenced by other factors, like advances in diagnostic methods (from barium enema

to CT scan) and improvements in medical treatment (antimicrobial therapy,

chemotherapeutics). However, data are not enough for this type of analysis.

Additionally, in a percentage of the cases long-term follow-up (greater than 30%),

disease recurrence, and cause of death (more than 35%) were not recorded.

To conclude, the presentation of a parietal abscess as initial manifestation of CRC is a

rare condition that must be considered when evaluating a patient in the ER.

Prospective studies on the management of CRC in the emergency setting, with follow-

up and surgical management standardization, are needed to facilitate an adequate

analysis of the prognosis of patients with this disease.

ACKNOWLEDGEMENTS

We are grateful to all the healthcare staff who help manage this condition in the

emergency department, as well as during surgery and patient hospitalization.



REFERENCES

1. GLOBOCAN. Estimate number of cancer cases, all ages. WHO (AFRO), WHO

(PAHO), WHO (EMRO), WHO; 2012.

2. Matsumoto G, Asano H, Kato E, et al. Transverse colonic cancer

presenting as an anterior abdominal wall abscess: report of a case. Surg Today

2001;31:166-9. DOI: 10.1007/s005950170204

3. Tsukuda K, Ikeda E, Miyake T, et al. Abdominal wall and thigh abscess

resulting from the penetration of ascending colon cancer. Acta Med Okayama

2005;59:281-3.

4. Tsai H-L, Hsieh J-S, Yu F-J, et al. Perforated colonic cancer presenting as

intra-abdominal abscess. Int J Colorectal Dis 2007;22:15-9.

5. Caterino S, Chieco PA, Virgilio E, et al. Percutaneous drainage and

vacuum-assisted closure system in the management of a sigmoid cancer

presenting with an abscess of the anterior abdominal wall. Am Surg

2011;77:E226-8.

6. Bogdanić B, Augustin G, Kekez T, et al. Perforated ascending colon

cancer presenting as colocutaneous fistula with abscess to the anterior

abdominal wall at the site of a cholecystectomy scar treated with biologic mesh.

Coll Antropol 2012;36:335-8.

7. Mandava N, Kumar S, Pizzi WF, et al. Perforated colorectal carcinomas.

Am J Surg 1996;172:236-8. DOI: 10.1016/S0002-9610(96)00164-X

8. White AF, Haskin BJ, Jenkins CK, et al. Abscess of the abdominal wall as

the presenting sign in carcinoma of the colon. Cancer 1973;32:142-6. DOI:

10.1002/1097-0142(197307)32:1<142::AID-CNCR2820320120>3.0.CO;2-O

9. Liberati A, Altman DG, Tetzlaff J, et al. The PRISMA Statement for

Reporting Systematic Reviews and Meta-Analyses of Studies That Evaluate

Health Care Interventions: Explanation and Elaboration. PLoS Med

2009;6:e1000100. DOI: 10.1371/journal.pmed.1000100

10. Jackson PP. Carcinoma of the colon and abdominal wall abscess. Can

Med Assoc J 1956;75:219-20.



11. Bogokowsky H, Tzur N, Mozes M. Abscess of abdominal wall, a revealing

symptom of cancer of the colon]. Lyon Chir 1970;66(4):294.

12. Souei Mhiri M, Rouatbi I, Tlili Graies K, et al. Abdominal wall abscess as

the presenting sign in carcinoma of the colon: report of 4 cases. J Radiol.

2005;86:1699-703. DOI: 10.1016/S0221-0363(05)81510-0

13. Tsai H-L, Hsieh J-S, Yu F-J, et al. Perforated colonic cancer presenting as

intra-abdominal abscess. Int J Colorectal Dis 2007;22:15-9.

14. Barnett A, Cedar A, Siddiqui F, et al. Colorectal cancer emergencies. J

Gastrointest Cancer 2013;44:132-42. DOI: 10.1007/s12029-012-9468-0

15. Baer C, Menon R, Bastawrous S, et al. Emergency Presentations of

Colorectal Cancer. Surg Clin North Am 2017;97:529-45. DOI:

10.1016/j.suc.2017.01.004

16. Bischoff K, López C, Shaffer K, et al. Colorectal Adenocarcinoma

Presenting as Abdominal Wall Cellulitis. Radiol case reports 2008;3:204. DOI:

10.2484/rcr.v3i3.204

17. Morales Polanco S, Diaz Rosales J de D, Arenas Valles J, et al. Abdominal

wall abscess by malignant colonic tumor. Arch Med 2017;17:192-7.

18. Wadhwani N, Diwakar DK. Localised perforation of locally advanced

transverse colon cancer with spontaneous colocutaneous fistula formation: a

clinical challenge. BMJ Case Rep 2018;2018:bcr-2018-224668. DOI: 10.1136/bcr-

2018-224668

19. Mann GN, Scoggins CR, Adkins B. Perforated cecal adenocarcinoma

presenting as a thigh abscess Mann. South Med J 1997;90:949-51. DOI:

10.1097/00007611-199709000-00019

20. Sabbagh C, Cosse C, Dupont H, et al. Ambulatory management of

gastrointestinal emergencies: what are the current literature data? J Visc Surg.

2014;151:23-7.

21. Merrill JG, Dockerty MB, Waugh JM. Carcinoma of the colon perforating

onto the anterior abdominal wall. Surgery 1950;28:662-71.

22. Hajisadeghizadeh MH, Hamid Reza Soltani G, Mortazavizadeh SMR, et

al. Right iliac fossa abscess as first manifestation of perforated adenocarcinoma



of sigmoid: A rare case report. Chinese-German J Clin Oncol 2012;11:422-4. DOI:

10.1007/s10330-012-0969-x

23. Okita A, Kubo Y, Tanada M, et al. Unusual abscesses associated with

colon cancer: report of three cases. Acta Med Okayama 2007;61:107-13.

24. Freeman HP, Oluwole SF, Ganepola GA. Unusual presentations of

carcinoma of the right colon. Cancer 1979;44:1533-7. DOI: 10.1002/1097-

0142(197910)44:4<1533::AID-CNCR2820440454>3.0.CO;2-U

25. Andaz S, Heald RJ. Abdominal wall abscess--an unusual primary

presentation of a transverse colonic carcinoma. Postgrad Med J 1993;69:826-8.

DOI: 10.1136/pgmj.69.816.826

26. Bouillot JL, Aouad K, Alexandre JH. Parietal mesh abscess as an original

presentation of cancer of the caecum. Dig Surg 1999;16:158-60. DOI:

10.1159/000018710

27. Grunewald B, Bissett I. Abscess of the abdominal wall--an unusual

presenting sign of colonic carcinoma. N Z Med J 1999;112:262.

28. Totsuka O, Ohwada S, Ogawa T, et al. Right hemicolectomy for colon

cancer and endoscopic microwave coagulation therapy for gastric cancer with

myelodysplastic syndrome: Case report. Japanese J Gastroenterol Surg

1999;32:1007-11. DOI: 10.5833/jjgs.32.1007

29. John AK, Gur U, Cade D. Carcinoma of sigmoid colon presenting as

abdominal wall abscess. Indian J Gastroenterol 2002;21:117-8.

30. Tsukuda K, Ikeda E, Miyake T, et al. Abdominal wall and thigh abscess

resulting from the penetration of ascending colon cancer. Acta Med Okayama

2005;59:281-3.

31. Menduiña Guillén MJ, Alaminos García P, Valenzuela Barranco M. A 70-

year-old man with colic pain on left upper quadrant of the abdomen and diffuse

crepitation on the entire abdominal wall. Rev Esp Enferm Dig 2007;99:606-7.

32. Al-Hendal A, Al-Masri W, Al-Mishaan M, et al. Abscess of the abdominal

wall resulting from perforated ascending colon cancer. Gulf J Oncolog 2009:60-

3.

33. Salles VJA, Kalume FA, Machado Filho HN, et al. Cutaneous abscess. Acta



Gastroenterol Latinoam 2009;39:174-232.

34. Mohandas Shailesh K, Mazarello F, Bisset R. Right gluteal abscess: An

unusual presentation of perforated caecal adenocarcinoma. J Gastrointest

Cancer 2010;41:285-7. DOI: 10.1007/s12029-010-9155-y

35. Rossetto A, Cerato F, Cedolini C, et al. Post-Traumatic Right Lumbar

Abscess as First Manifestation of Perforated Right Colon Cancer - A Case Report.

Case Rep Oncol 2010;3:40-4. DOI: 10.1159/000285986

36. Higuchi T, Miyazaki K, Kobayashi H, et al. A surgical case of descending

colon cancer with abdominal wall abscess after drainage of abscess. Gan To

Kagaku Ryoho 2011;38:2313-5.

37. Raiyani T, Patel P, Khanna A, et al. Colon Adenocarcinoma Presenting as

Psoas Abscess. Am J Gastroenterol 2011;106:S329.

38. Galli D, Goi G, Pariani D, et al. The use of biological mesh to repair one

large, contaminated abdominal wall defect due to neoplastic invasion. Report of

a case. Ann Ital Chir 2012;83(2):167-9.

39. Omoto T, Endo S, Ikehara K, et al. A case of cecal cancer with abdominal

wall abscess. Gan To Kagaku Ryoho 2012;39:297-9.

40. Kaya O, Olcucuoglu E, Seker G, et al. Instant abdominal wall

reconstruction with biologic mesh following resection of locally advanced

colonic cancer. Case Rep Med 2012;2012. DOI: 10.1155/2012/959342

41. Rega D, Cardone E, Montesarchio L, et al. Treatment of Locally

Advanced Colic Cancer with Abdominal Wall Abscess. Report of a Case. Eur Surg

Res 2012;49:205.

42. Cacurri A, Cannata G, Trastulli S, et al. A rare case of perforated

descending colon cancer complicated with a fistula and abscess of left iliopsoas

and ipsilateral obturator muscle. Case Rep Surg 2014;2014:128506. DOI:

10.1155/2014/128506

43. ElGendy K, Al Duhileb M, Salem A. Transverse colon cancer presenting

as acute abdominal wall abscess. BMJ Case Rep 2014;2014:bcr2014204105-

bcr2014204105. DOI: 10.1136/bcr-2014-204105

44. Yamamoto Y, Shimizu S, Maruyama T, et al. A case of sigmoid colon



cancer with abdominal wall abscess. Gan To Kagaku Ryoho 2014;41:1779-81.

45. Hamilton B, Pang CL, Adlan T. Colonic tumour presenting as discrete

upper abdominal mass. BMJ Case Rep 2015;2015. DOI: 10.1136/bcr-2015-

211311

46. Kuwahara T, Tokuhisa Y, Suzuki N, et al. A Case of Ascending Colon

Cancer with Extensive Abdominal Wall Abscess. Gan To Kagaku Ryoho

2016;43:2341-3.

47. Nguyen T, Mboti F. Man With Abdominal Wall Abscess. Ann Emerg Med

2016;68:e75-6. DOI: 10.1016/j.annemergmed.2016.03.006

48. Huang W, Wu T, Gao G, et al. Psoas abscess and osteomyelitis of

femoral head due to ileocecal adenocarcinoma: a case report. Int J Clin Exp Med

2016;9:12233-7.

49. Wang J, Li H, Xiong B, et al. A case report of ileocecal mucinous

adenocarcinoma with abscesses in the low-right abdomen and formation of

sinus tract in the abdominal wall. Int J Clin Exp Med 2017;10:14001-8.

50. Attar L, Trabulsi N, Maghrabi AA, et al. Adenocarcinoma of the Colon

Disguised as Abdominal Wall Abscess: Case Report and Review of the Literature.

Case Rep Surg 2018;2018:1974627. DOI: 10.1155/2018/1974627

51. Limaylla Vega H, Alfaro Lozano A, Torpoco Rivera M, et al. Colonic

cancer with infiltration to the abdominal wall: a diagnostic challenge. Rev

Gastroenterol Peru 2018;38(4):370-3.

52. Ruscelli P, Renzi C, Polistena A, et al. Clinical signs of retroperitoneal

abscess from colonic perforation: Two case reports and literature review.

Medicine (Baltimore) 2018;97:e13176. DOI: 10.1097/MD.0000000000013176

53. Zhou H, Shao H, Ho JK, et al. Rare Skin Fistulas Relating to Ascending

Colonic Carcinoma: An Unusual Mode of Revelation. Int J Low Extrem Wounds

2018;17:48-53. DOI: 10.1177/1534734617750803

54. Kamer E, Er A, Cengiz F, et al. Colon Cancer Presenting as Abdominal

Wall Abscess. Cyprus J Med Sci 2019;3:202-3. DOI: 10.5152/cjms.2018.613

55. Tenreiro N, Ferreira C, Silva S, et al. Locally advanced colon cancer with

cutaneous invasion: case report. BMC Res Notes 2017;10:113. DOI:



10.1186/s13104-017-2440-0

56. Hosaka S, Takahashi H, Okubo S, et al. A case of mucinous

adenocarcinoma of descending colon with abscess formation and solitary

metastasis at right side of the abdomen. Gan To Kagaku Ryoho 2011;38:2051-3.

57. Yasuda H, Ito T, Hirose Y. Abscess in the retroperitoneal cavity caused by

a perforating sigmoid cancer and gas gangrene in the abdominal wall--case with

the clinical significance of pneumoperitoneum of the abdominal wall, and

empyema and pulmonary tuberculosis of the left lung. Shujutsu 1967;21:1257-9.

58. Suematsu Y, Nakayama M, Yamagishi S, et al. A Case of Sigmoid Colon

Cancer with Locally Advanced Infiltration Curatively Resected after CapeOX

Therapy. Gan To Kagaku Ryoho 2018;45:542-4.

59. Dey A, Dhawan S, Malik VK. Metastatic Squamous Cell Carcinoma of

Colon Presenting as a Parietal Abscess. Indian J Surg Oncol 2012;3:345-7. DOI:

10.1007/s13193-012-0190-y



Table 1. Series of cases published in the literature: parietal abscess as initial manifestation in the diagnosis of colon cancer

Case Ref. Year Age Gender Time

(Weeks)

Location

(Colon)

Image

technique

Other

findings

Tx Recurrence HT FU

(Months)

M COD

1 Jackson

PP et al.

(10)

1956 78 M 1.0 Right BE No Two-time Yes MC 6 Yes MT

78 F ND Synchronous

left and right

BE Yes Two-time Yes Others 11 Yes ND

40 M 6.0 Left BE No Two-time Yes ADC 18 Yes PC

2 Bogoko

wsky et

al. (11)

1970 61 M 4.0 Right BE Yes One-time ND ADC ND ND ND

52 M 4.0 Left BE No Two-time ND ADC ND ND ND



3 White

AF et al.

(8)

1973 59 M 0.4 Transverse ND No Two-time Yes ADC 22 Yes CP

47 F ND Transverse ND No One-time No Others 0 Yes IPP

64 F ND Right

BE

No Two-time No MC 48 No -

74 F ND Transverse

BE

No Two-time No ADC 0.3 Yes IPP

53 F ND Transverse ND No ND ND ADC  ND ND ND

61 F ND Right ND No ND Si ADC 12 No -

95 F ND Right ND No ND ND MC 0.3 Yes MI

62 F ND Right ND No ABT ND ADC 0.1 Yes ND

67 F ND Right ND No ND Yes ADC ND ND ND

4 Souei et 2005 45 F 4.0 Left TC US BE Yes Two-time ND ADC 0.2 Yes ND



al. (12)

50 M ND Right US BE Yes One-time Yes MC 4 No -

28 M 8.0 Left TC US No One-time Yes ADC 11 Yes ND

33 M 10.0 Left TC US BE Yes One-time Yes MC ND  ND ND

5 Tsai et

al. (13)

2007 71 F ND Right ND No One-time Yes ADC 12 Yes MT

2007 46 M ND Transverse COL No One-time No MC 12 No -

Ref: reference; Time: duration of symptoms in weeks; BE: barium enema; CT: computed tomography; US: abdominal ultrasound; COL:

colonoscopy; Tx: type of treatment; ABT: antibiotic therapy; ND: no data; HT: histological type; ADC: adenocarcinoma; MC: mucinous; FU:

follow-up in months; M: mortality; COD: cause of death; MT: metastasis; PC: peritoneal carcinoma; IPP: immediate postoperative period; MI:

myocardial infarction.



Fig. 1. Right inguinal-parietal abscess.



Fig. 2. CT scan image of the abdomen and pelvis, with contrast enhancement. Right

colon cancer with right-side skin abscess in the inguinal region, 7 x 3 x 5 cm in size (A:

axial; B: coronal). Abscessed collection towards the right psoas muscle, 5 x 5 x 3 cm in

size (C: axial; D: coronal).



Excluded:
- CCR infiltration without local infection: 1 study (55
)
- Impossibility of obtaining the complete article: 3
studies (56-58)
- Colon neoplasm with a gynecological origin: 1
study (59)

Fig. 3. Flowchart describing the different phases of the systematic review (CRC:

colorectal cancer; WOS: Web of Science).

PubMed, 101 results
EMBASE: 65 results
WOS: 365 results

TOTAL: 531 results

Abstracts:
- 49 studies

Excluded:
- No subject to study: 370 studies
- Different location than colon: 10 studies
- Animal experimentation: 4 studies

Complete articles included:
- 44 studies

Incluidos:
- 27 estudios

Excluded:
- 98 duplicated studies


