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Atypical Presentation of Pelvic Abscess: A Case Report
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ABSTRACT

An abscess is a common disease worldwide and its diagnosis is usually straightforward. However,
pelvic abscess is rarely seen in daily clinical practice. Besides, it is a challenge for the surgeon to
diagnose abscesses in unusual location, including the pelvis. A 41-year-old housewife lady had a
history of poorly controlled insulin-dependent diabetes mellitus with recurrent vaginitis, cervicitis,
and recurrent urinary tract infection. She presented with bilateral hip joint pain and limitation in
her movement, with diabetic ketoacidosis. She was admitted to the hospital for the treatment of
diabetic ketoacidosis. A physical examination revealed a high-grade fever, unwell, and there is a
pelvic mass. Laboratory tests showed leukocytosis and a low hemoglobin level. Ultrasonography
and computerized tomography revealed a 5 × 5 pelvic mass, which was located anterior to the
bladder, with a high suspicion of an abscess formation. The patient was admitted to the surgical
ward and drainage of the abscess under general anesthesia with antibiotic cover was performed.
The patient was discharged two weeks postoperatively with an improvement in all presenting
features. Bilateral insidious hip joint pain with limitation of movement should orient the clinician
to a pelvic abscess as one of the differential diagnoses of these symptoms.
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INTRODUCTION

A
n abscess is a pus collection bounded by in-
flammatory tissue. It is a common condition
and can occur anywhere in the body. However,
pelvic abscess is relatively rare. Pelvic abscesses

most commonly follow either acute appendicitis, obstetric
infections, or procedures [1]. It can also occur as a compli-
cation of diverticulitis or following abdominal surgery, or
Crohn’s disease [2, 3]. It is characterized by fever, unwell
feelings, abdominal pain, and a palpable mass on the pelvic
examination. Other features include pain exacerbation at
movement, pain at or following sex, constipation or diarrhea
mixed with mucus, physical weakness, emotional exhaustion,
abdominal bloating, inability to raise the leg or limping,
according to the abscess position, vaginal discharge, pain
occurring at flatus or defecation, extreme pelvic pain, and
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lower abdominal pain [4, 5]. And an increase in the number
of white blood cells (leucocytosis) [1]. However, groin pain
may be the only sign of a large pelvic abscess [1]. Also,
pelvic abscess results from severe genital tract infection.
In such cases, the abscess occupies the pelvis and may
extend to the lower abdomen, it is commonly posterior to
the uterus and surrounded by the loops of the small bowel,
sigmoid colon, cul-de-sac, and walls of the pelvis on each
side (https://www.kegel8.co.uk/advice/pelvic-pain/causes-
and-diagnosis-of-pelvic-pain/ pelvic-abscess.html).
Previous studies show that routine cultures do not
change the management or outcome of pelvic abscesses
(https://emedicine.medscape.com/article/1979032-clinical).
The differential diagnosis of the pelvic abscess may include
a malignant mass from adjacent organs [6] and tuberculoma
mass [7]. Hence, we presented a 41-year-old woman with a
pelvic abscess to highlight the approach to the pelvic abscess
and how to exclude other differential diagnoses.
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CASE PRESENTATION

A 41-year-old Iraqi housewife who lives in Baghdad, the
capital city of Iraq, presented to a private internal medicine
clinic in March 2022 with pain in both hip joints and abnor-
mal gate posture after a strenuous long-distance walk with
generalized ill health. She has been known case of insulin-
dependent diabetes mellitus (IDDM) for more than 20 years
with poor control of her blood sugar. She gave a history of
cauterization to her cervix two weeks before her presentation.
On examination, she was dehydrated with a ketone smell,
with a tender vague lower abdominal mass. She was admit-
ted to Al-Yarmouk Teaching Hospital for the treatment of di-
abetic ketoacidosis, which was treated successfully. Then she
was reevaluated for her hip pain and pelvic mass. Physical ex-
amination showed that her blood pressure was 100/60mmHg,
pulse rate was 120 beats per minute, and her respiratory rate
was 18/minute. The axillary body temperature was 38.6oC.
An abdominal exam revealed a soft abdomen with a lower
abdominal vague mass about 5 × 5 cm with tenderness, non-
pulsatile, and fluctuation and transillumination tests were
negative. A Locomotors exam revealed her hip joint move-
ment was limited in all directions. A complete blood picture
showed hemoglobin of 14 gm/dL, white blood cells 7.14 ×
109/L, platelets 350×103, creatinine 0.5 mg/dl, blood urea
22.4 mg/dl, and random blood sugar 175 mg/dl. Meanwhile,
the orthopedic surgeon reported that the symptoms were not
related to both hips.

The patient was sent for an abdominal and pelvic ultra-
sound which showed a complex mass lesion of 5.5 × 5 cm is
seen in the suprapubic area anterior to the urinary bladder
(containing a central echogenic shadow surrounded by fluid),
the mass may be related to the bowel as shown in Figure 1.
An abdominal CT scan revealed a peripherally enhancing cys-
tic lesion with internal gas foci measuring 39 × 64 × 66 mm
seen anterior to the urinary bladder, as well as peripheral fat
stranding, indicating an abscess (Figure 2).

Then the patient was referred to the general surgeon and
admitted to the surgical ward for assessment and preparation
for the operation. The hemoglobin dropped to 10.1 gm/dL,
white blood cells elevated to 13.6 × 109/L with neutrophilia,

Figure 1. Pelvic ultrasound showed a complex mass lesion
of 5.5 5 cm in the suprapubic area anterior to the bladder

Figure 2. Abdominal computerized tomography scan showed
a peripherally enhanced cystic lesion in the suprapubic area
anterior to the bladder, suggesting an abscess (white arrow).

and random blood sugar was controlled to 141mg/dl. The
patient was put on ceftriaxone intravenous injection, 1 gram
twice per day, and metronidazole intravenous injection, 500
mg three times/day. The physician put her on sliding scale
soluble insulin management. The gynecologist reported no
abnormal findings on the genital system exam. Pelvic MRI
showed evidence of well-defined, peripherally enhanced sep-
tate collection measuring 39 × 64 × 66 mm seen anterior to
the bladder with an intact anterior pubic wall and posterior
urinary bladder, a picture suggestive of an abscess with nor-
mal abdominal and pelvic organs.

The next morning, we noticed unexpectedly that the pus
was draining through the urethral catheter with a mild im-
provement in her condition. We consulted the urologist, who
advised us to keep her on conservative management and to
prepare her for a cystogram to define the site of the vesicle
fistula. On the next day, the pus stopped discharging from
the catheter and the symptoms recurred with fever and in-
creased pain in the lower abdomen and both her hip joints.
Therefore, the decision was made to evacuate the abscess im-
mediately. In the operating room, a lower midline laparotomy
incision was made, and no abnormal findings were found in
the abdominal and pelvic cavities. Therefore, an extension
was made through the retropubic space downward anterior to
the urinary bladder, the abscess cavity was located, opened,
and drained (Figure 3). Part of the cavity wall was excised
and sent for histopathology and microbiological study. The
urology team opened the urinary bladder and found no clear
connection to the abscess cavity. Then the cavity was washed
and other drains were also put inside, other drains also placed
in the abdominal cavity and the retropubic space and the
wounds closed. Following full recovery, the patient was trans-
ferred to the surgical ward.

The patient stayed in the hospital for ten days after the
operation, with a major improvement in her condition. The
fever subsided, she walked well, and the hemoglobin and blood
sugar returned to normal. The subcutaneous corrugated drain
was removed after 5 days and the tube drain inside the ab-
scess cavity was removed after ten days, except for the urinary
catheter. Two weeks postoperatively, a cystogram showed a
normal bladder wall. Therefore the urinary catheter was re-
moved. The histopathology report showed a piece of tissue
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Figure 3. Photographic picture showed the abscess cavity
opening with drainage of the pus through a lower median
incision.

composed of a fibrous stroma with a scattered mixed inflam-
matory reaction, Brucella test and real-time polymerase chain
reaction for tuberculosis were negative.

DISCUSSION

The pelvic abscess is a rare condition and is usually lo-
cated posteriorly [8]. However, our case was presented deep
in the pelvic region anteriorly. To our best knowledge, the pre-
senting case was first case in the world to be diagnosed with
anterior pelvic abscess. Besides, the patient presented with
an atypical presentation of pain in both hips of her anterior-
located pelvic abscess.

Pain/tenderness, abdominal distention, fever, anorexia,
tachycardia, and leukocytosis are common symptoms of an
intra-abdominal abscess [1]. However, as we will discuss be-
low, our presenting case had a complex and varied set of fea-
tures during the hospitalization period.

The gynecologist found that the genital system was nor-
mal as well as there were no features of pelvic inflammatory
disease. Owing to the patient’s having a history of cervical
cauterization of an ulcer 2 weeks before her presentation, we
think about suspicion of a small perforation in the area with
inoculums of bacteria leading to an abscess formation. The
symptoms were not severe at an early stage because of the low
immunity of the patient (poorly controlled IDDM). At a later
stage, there were low grade constitutional symptoms includ-
ing fever, sweating, and arthralgia. The patient was admitted
to control her state of diabetic ketoacidosis. After controlling
the blood sugar, the patient complained of bilateral hip pain
and gait abnormality. She denied any history of an abnormal
gait. Orthopedic examination and investigations revealed no
abnormalities in either hip. Then she suffered from lower
abdominal pain with a vague mass in the pelvis which was
difficult to palpate because the mass lies behind the pubic
bones. Abdominal ultrasound showed a complex pelvic mass.
As a consequence, we think about differential diagnoses like

tuberculosis, hydatid cyst, and malignancy [9]. We put tu-
berculosis and hydatid cyst as differential diagnoses because
these conditions are endemic in Iraq and may present with
abscess and bilateral hip joints [10, 11].

A multidisciplinary team of physicians, general surgeons,
gynecologists, and urologists was formed to solve this dilemma
case. Following a thorough discussion with full investigations
by laboratory tests and imaging studies, we decided to per-
form an exploratory laparotomy. During surgery an evacua-
tion of a pelvic abscess was done. In addition, malignancy, tu-
berculosis, hydatid cysts, and fungal infection were excluded.

The ideal approach for pelvic abscess management should
be safe, effective, minimally invasive, cost-effective, and it
shouldn’t affect fertility as much as possible [9]. There are var-
ious approaches to draining the pelvic abscess, including la-
paroscopy, laparotomy, and imaging-guided drainage [8]. Due
to the complex presentation of the case, we drained the ab-
scess through a laparotomy approach.

CONCLUSION

Although pelvic abscess is rare, it should be put on the list
of differential diagnoses of bilateral hip pain. A full workup
(particularly abdominal CT) as in the above steps is required
to catch the diagnosis early and treat it promptly.
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