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Case Study

ABSTRACT

Introduction: The pelvic abscess is a circumscribed collection of infected exudates. In young
women, a pelvic abscess occurs as one of the complications of pelvic inflammatory disease. The
incidence of pelvic abscess is less than 1 % in a patient undergoing obstetric and gynaecological
surgeries. Here we report a case of large pelvic abscess in a young female patient who presented
with severe backache, urinary retention and abdominal pain and remained afebrile throughout the
course of her illness.
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recovery.

Case Presentation: Our patient young female 30 years in age, presented with complaints of
inability to pass urine for 4 hours with severe backache and abdominal pain. She had undergone
tubectomy operation 4 years back. She had no history of vaginal discharge, fever, loss of appetite,
weight loss or severe abdominal pain. Ultrasonography revealed large pelvic abscess measuring
13.18 x 13.84 x 13.91cm, volume-1328cc with homogenous internal echoes and thick wall.
Laparotomy was done, dense intestinal and omental adhesions with the abscess wall removed.
About 1.5 litres of pus drained from the abscess cavity. Pelvic ultrasound is the method of choice to
evaluate a pelvic mass as it differentiates between fluid filled lesion and solid lesion, is inexpensive.
Laparotomy with drainage of the abscess and lavage of the cavity is the mainstay of the treatment.

Conclusion: Our patient had non-specific symptoms. She remained afebrile throughout the course
of illness and recovery. Surgical drainage and adhesiolysis through laparotomy gave her complete

Keywords: Pelvic abscess; laparotomy; percutaneous drainage; sepsis.

1. INTRODUCTION

The pelvic abscess is a circumscribed collection
of infected exudates. In young women, a pelvic
abscess occurs as one of the complications of
pelvic inflammatory disease. It starts as an
ascending infection from the vagina, cervix and
spreads to the uterus, fallopian tube and
peritoneum Pelvic abscess can also occur after
operative procedure like hysterectomy,
laparotomies, caesarean sections and induced
abortions. The incidence of pelvic abscess is less
than 1% in a patient undergoing obstetric and
gynaecological surgeries [1]. The clinical
presentation of pelvic abscess is highly variable.
Patients may present with high grade fever,
general malaise, nausea, vomiting, tachycardia,
lower abdominal pain, vaginal discharge, vaginal
bleeding, retention of urine and change in bowel
habit. Here we report a case of large pelvic

abscess in a young female patient who
presented with severe backache, urinary
retention and abdominal pain and remained

afebrile throughout the course of her illness.
2. CASE PRESENTATION

Our patient young female 30 years in age,
weight-55 kg, height -154cms, BMI-23.19
presented with complaints of inability to pass
urine for 4 hours with severe backache and
abdominal pain. She had two full term vaginal
deliveries and her children were 9 and 5 years
old. She had undergone tubectomy operation 4
years back. Her menstrual cycles were regular
with average bleeding and no associated
dysmenorrhea. She had no history of vaginal
discharge, fever, loss of appetite, weight loss or
severe abdominal pain. She stated that for last 4
months she had burning micturition and difficulty
in passing urine with associated backache
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radiating to right thigh for which she had taken
antibiotics. She was having single sex partner
(her husband), no history of sexually transmitted
disease, intrauterine device insertion, diabetes
mellitus, endometriosis, chronic abdominal pain
or compromised immunity like in HIV/AIDS.

On examination she was afebrile, pulse

100/minute, BP -120/80mm of Hg with
satisfactory general condition. On abdominal
examination large Ilump about 20x20cms

occupying whole lower abdomen was seen. The
overlying skin was normal and on palpation the
lump had vague tenderness, well defined
margins with fluctuation simulating large ovarian
cyst. On per speculum examination, vagina and
cervix were normal. On vaginal examination
uterus could not be felt separately from the lump.
On per rectal examination there was no bulging
or tenderness of the anterior rectal wall. Cervical
movements were not tender. Immediate
catheterisation was done and 500ml of clear
urine was drained out. Routine blood counts,
ESR, C- reactive protein, CA-125 and beta HCG
was negative. X-ray chest, ECG,
Echocardiogram all were normal. High vaginal
swab and urine culture and sensitivity were
sterile. Ultrasonography revealed large pelvic
abscess measuring 13.18 x 13.84 x 13.91cm,
volume-1328cc  with  homogenous internal
echoes. (Fig.1A) and thick wall, 1.49 cm (Fig.1B).
Uterus was normal in size and lying posterior to
the abscess (Fig. 2A). The margins of the
collection extended deep into the right broad
ligament pushing the bladder anteriorly and
uterus posteriorly (Fig. 2B). Bilateral ovaries
were not visualised separately and remaining
intrabdominal organs were normal. USG guided
FNAC from the Ilump revealed pus cells.
Laparotomy was done by midline vertical
incision, dense intestinal and omental adhesions
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with the abscess wall removed. About 1.5 litres
of pus drained from the abscess cavity and sent
for pus culture and sensitivity. After drainage
uterus and bilateral ovaries visualised and
normal in shape, size and structure (Fig. 3). The
abscess lining was superiorly showing right tube
identified by fimbrial end (Fig. 4A). and
extending deeply into the broad ligament (Fig.
4B) Abscess wall removed and sent for
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FIG 1AVol. :

histopathology. Drain kept insitu, removed on 4"
postoperative day and recovery uneventful. TB-
gamma interferon was negative. Pus cells were
seen on smear but culture and sensitivity
were sterile for both aerobic and anaerobic
organisms. Patient remained afebrile throughout
the course of hospital stay. Histopathology
revealed chronic inflammatory lining of the
abscess wall.
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Fig. 1A. Showing Large abscess and Fig. 2B. Thick wall of the abscess
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Vol. 62.54 ml
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Fig. 2A. Uterus pushed posteriorly by the abscess and Fig. 2B. Extension of the abscess deep
into broad ligament

3. DISCUSSION there, then these abscesses develop. The

necrotic tissues are built up around the infective
Pelvic abscess is formed by liquefaction exudate and form a thick fibrous wall. In such
necrosis. If host defence mechanism is weak, localisation, the patients may remain afebrile and
high virulence of bacterial inoculum or this happened in our patient. In 1983 a study by
inadequate or insufficient antibiotic coverage is Landers and Sweet[2] demonstrated that 35 % of
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women with abscess remain afebrile and 23%
had normal leucocyte count. Patients can also
have nausea, vomiting, vaginal bleeding, right
flank/hip pain due to massive size of the abscess
[3,4,5,6]. Similar symptoms may occur in ectopic
pregnancy, renal colic, appendicitis, pelvic
inflammatory disease and large ovarian cysts.

Pelvic ultrasound is the method of choice to
evaluate a pelvic mass as it different rates
between fluid filled lesion and solid lesion, is
inexpensive, without radiation exposure and non-
invasive [7]. It can also help in FNAC and
drainage of the abscess [8].

Computed tomography (CT) and magnetic
resonance imaging (MRI) are especially useful in
postoperative patients. CT scan with oral or
intravenous contract enhances the diagnostic
accuracy. The pelvic abscess exhibits as a
hypodense collection with peripheral round or
oval intensification CT scan has slightly better
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Fig. 3. After drainage of abscess bilateral ovaries and uterus visualised
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sensitivity and than ultrasound

[9,10,11,12].

specificity

Laparotomy with drainage of the abscess and
lavage of the cavity is the mainstay of the
treatment.  Ultrasound and CT  guided
percutaneous drainage of both deep organ
space and superficial abscesses has good
success rate [13]. These modalities do not
require general anaesthesia, less invasive and
abscess drainage is not complicated by
compartmentalization or fistulation with shorter
hospital stay. But we decided for open surgical
drainage because of massive size of abscess.
During surgery we could also do adhesiolysis of
bowel, bladder adhesions and removal of thick
abscess wall which is not possible in
percutaneous drainage by various modalities and
can lead to long term morbidity and recurrence of
abscess.  Endoscopic  ultrasound  guided
transrectal drainage has also been advocated
[14].

Y
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Fig. 4A. Superior and posterior abscess wall and Fig. 4B. Abscess wall being removed
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4. CONCLUSION

Our patient had non-specific symptoms and
when abscess became large in size and
produced compression effects and urinary
retention then patient reached hospital. She
remained afebrile throughout the course of
illness and recovery. Surgical drainage and
adhesiolysis through laparotomy gave her
complete recovery.
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