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Abstract

Pelvic abscesses located in the uterovesical space usually appear postpartum after cesarean delivery. Late
presentation after months or years following surgery is rarely reported, especially inimmunocompetent patients. We
report the case of a young patient presenting an abscess of the uterovesical pouch, infiltrated in the myometrium,
posterior wall of the bladder and parametrium. The case particularities include limited identifiable predisposing
risk factors, acute onset of symptoms and belated diagnosis eight years after her second cesarean. The abscess
removal by laparotomy required extensive debridement, total hysterectomy, bilateral salpingectomy and partial
cystectomy, with good outcome after surgical treatment. We highlight the importance of a mixt urogynecology team

for individualized case management and we discuss similitudes with other late cesarean complications.
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INTRODUCTION

Uterovesical pouch abscess is a rare form of enclosed
pelvic collection located between the anterior uterine
wall and urinary bladder. It is usually associated with
postoperative complications of pelvic surgery, including
cesarean sections (CS).

As a short-term complication of CS, the uterovesical
abscess usually forms in early puerperium due to blad-
der wall injury in low transverse uterine section called
bladder-flap hematoma'. On the other hand, late pre-
sentation months or even years after surgical interven-
tions are rarely seen. Since cesarean section is the most
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common surgical procedure in women worldwide, the
rate of this potentially life-threatening complication is
expected to rise.

Diagnosis relies mostly on modern imaging modali-
ties since the symptoms, clinical and laboratory findings
are nonspecific.

Therapeutic alternatives are those generally applied
for pelvic abscess, including conservative medical man-
agement with broad-spectrum antibiotics or surgical
interventions varying from minimally invasive drainage
to laparoscopy or laparotomy. No standardized manage-
ment protocols have emerged so far for this rare infec-
tious entity.
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CASE REPORT

We present a case of a 35-year-old female patient
who addressed the Department of Obstetrics and
Gynecology of the Bucharest University Emergency
Hospital for suspected urinary bladder endometriosis.
'The unique complaint of the patient was acute pelvic
pain, which started during the last menstrual period
and persisted postmenstrual, with a slight increase in
intensity postmicturition. Previous cycles were regular
with normal flow, no dysmenorrhea or abnormal vagi-
nal discharge were reported.

Her medical history consisted of recurrent otitis
and tympanoplasty a decade ago, no abortions, one pre-
mature vaginal delivery followed by two term cesarean
deliveries by median laparotomy. The interval between
the Cesarean Sections was seven years and the last cesar-
ean was performed eight years ago and was declaratively
uneventful. The previous gynecological evaluation two
years before did not mention any abnormalities apart
from a bacterial vaginosis for which she underwent
local treatment.

Given the current acute pelvic pain, she initially
addressed a local gynecology service, where clinical
examination and pelvic ultrasound suggested the pres-
ence of a tumoral mass in the uterovesical pouch that
was considered bladder endometriosis.

The patient underwent nonsteroidal anti-inflam-
matory drug therapy and addressed our department 3
weeks after symptomatology onset accusing no pain
relief under treatment. At presentation, we found nor-
mal body temperature and vital signs. Speculum exam-
ination showed no lesions of the vulva, vagina, or cervix,
normal vaginal discharge, and no urinary incontinence.
The bimanual pelvic examination revealed marked
tenderness in the vesicouterine septum, concomitant
uterine tenderness, reduced mobility of normal-sized
uterus, slight pain at cervix mobilization, and no
adnexal tenderness. An ultrasound scan performed at
this time showed a mixt multiloculated tumor occupy-
ing the vesicouterine pouch, in deep contact with the
posterior bladder wall and with the anterior uterine
wall (figure 1), an anteverted uterus with no structural
anomalies — uterine corpus dimensions were 58/47/51
mm and cervical dimensions were 38/28 mm, 13 mm
endometrial thickness, a hyperechoic cesarean scar with
15 mm thickness, both ovaries of normal dimensions
and structure with no adnexal masses, no fluid in the
rectouterine pouch.

At this point, for differential diagnosis we took into
consideration a uterovesical or uteroperitoneal fistula, a
pelvic abscess and endometriosis.
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Figure 1. Transvaginal ultrasonographic images showing the
multiloculated mass of 5 cm maximum dimension and heterogenous
echogenicity- hypoechoic fluid containing hy-perechoic debris,
located anterior to the uterus (A); low Doppler signal of the mass
(B); thick and hyperechoic cesarean scar, but no clear disruption
of the anterior uterine wall (C); the col-lection has poorly defined
borders, presenting hyperechoic posterior acoustic enhancement and
no clear separation from the posterior wall of the urinary bladder

Further pelvic magnetic resonance imaging was indi-
cated and it described a pseudo-cystic mass measuring
4 cm, imprecisely demarcated from the uterine isthmus
and the posterior wall of the urinary bladder, with edema
of the bladder mucosa adjacent to it (figure 2).
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Figure 2. Magnetic resonance imaging of pelvis, sagittal view, T2,
depicting a space-replacing process at the level of the uterovesical
recess, with no clear borders and pelvicsubperitoneal infiltrative
bands.

Laboratory results showed an elevated total count
of leukocytes with 12960 cells/mm3 associating neu-
trophilia; platelet count - 444000 cells/mm3; elevated
C-reactive protein (65.3 mg/1). The renal and liver func-
tion tests were normal, as well as the coagulation profile,
ovarian and thyroid hormone levels. The urine culture
test and genital swabs were negative for infection and
the CA125 marker value was normal (18.6 U/ml). A
negative urine test ruled out pregnancy.

A cystoscopy was further performed, showing blad-
der mucosal integrity without vesicouterine fistula
(VUF), but localized bullous edema (figure 3).

Figure 3. Cystoscopy image showing bladder inflammation with
bullous edema on the posterior bladder wall mucosa, above the
bladder trigone.

Medical management started with broad-spec-
trum intravenous antibiotics (Ciprofloxacin and
Metronidazole) and analgesics. Clinical and ultrasound
reevaluation showed no improvement after 3 days of
medical treatment and surgery was planned with pre-
operative counseling of the patient. She expressed no
desire for fertility preservation.

Due to expected severe adhesions, a median itera-
tive laparotomy was recommended, agreed, and carried
out for examination and surgical treatment. Following
omentum adhesiolysis, the pelvic examination found
a firm mass between the anterior lower uterine body
and the urinary bladder, with dense fibrotic adhesions
between the parietal abdominal wall, bladder and
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uterus; inflammatory changes of the left fallopian tube,
a normal right fallopian tube, and normal ovaries.

A sample was taken from the uterovesical mass
from an area of hard consistency and the frozen section
showed conjunctive-fibrous tissue with inflammation
and a central area of liponecrosis.

The anterior uterine wall was inflamed and friable,
requiring careful blunt dissection to separate the col-
lection up to the isthmus, which presented superficial
necrosis, yet no obvious signs of uterine scar dehiscence
or active bleeding were noted. On the left side of the
uterine scar, a uterovesical abscess containing yellow-
ish pus was fenestrated and drained, and a sample of
pus was taken from the discharge for culture, which
turned out negative. The collection was deeply infil-
trating the superior and posterior bladder wall, as well
as the left broad ligament, and was debrided appropri-
ately and sent for pathological examination. The sur-
gical approach involved extensive debridement, which
required a partial cystectomy (figure 4) and total hys-
terectomy, completed with bilateral salpingectomy.

T
. .

Figure 4. Intraoperative appearance of partial cystectomy due to
extensive bladder wall infiltration and necrotic tissue requiring
debridement

'The bladder defect and the vagina were closed with
number 1 polyglactin absorbable suture. The water-
tight closure of the bladder wall was checked with
normal saline distention. After peritoneal cavity lavage
and thorough hemostasis, drainage was placed in the
Retzius space and peritoneal space.

'The postoperative course was uneventful, antibiot-
ics and anti-inflammatory drugs were continued, and
a gradual improvement in the levels of inflammation
markers was observed. The patient was discharged on
the 7th post-operative day with a Foley catheter in
place and was monitored in outpatient service.

The pathological examination of the excised col-
lection found conjunctive-adipose tissue with areas
of abscess (figure 5A), the left fallopian tube pre-

sented inflammatory changes of acute salpingitis, the

Figure 5. Microscopy images showing an area of acute suppurative
inflammation at 20x magnification (A); an area with intracytoplasmic
pigment deposits and amorphous material at 40x magnification (B).
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parameters and isthmic myometrium contained mac-
rophages loaded with blackish pigment most probably
from sutures in previous surgery at this level (figure 5B).
Deposits of fibrillar material and amorphous, acellular
structures suggestive of foreign material surround the
described macrophages. One fragment of the abscess
bed contained a nest of hyperchromatic epithelial cells
with a slightly atypical appearance, without meeting the
criteria for a malignant lesion and considered a meso-
nephric remnant with reactive changes. The endocervi-
cal mucosa presented lesions of acute chronic papillary
endocervicitis, while in the intern myometrium isolated
foci of uterine adenomyosis were noted.

Atypical fibroblastic changes were found around the
suppurative inflammation area and were further eval-
uated through immunohistochemistry (figure 6A, 6B,
6C) that confirmed reactive inflammatory remodeling,
without neoplastic proliferation.
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Figure 6. Immunohistochemistry result: CD34 slight positive
highlights the fibroblastic/myofibroblastic nature of the cells (A),
ALK - no reactivity (B), proliferative index ki67 — reduced reaction
).

The bladder catheter was removed 4 weeks later,
after bladder exercise. The patient underwent a retro-
grade cystography (figure 7) confirming no postopera-

tive lesions or bladder leak.

18:40:30
12.03.2024

Figure 7. Cystography image showing the integrity of the bladder

wall.
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DISCUSSIONS

Pelvic abscesses typically involve the adnexa and
rectouterine space, while the uterovesical pouch is a
very uncommon site for complicated pelvic inflamma-
tory disease.

Most case reports in literature describe uterovesical
abscesses occurring in the puerperium after cesarean
delivery usually associated with uterine scar dehiscence
and iatrogenic urinary tract lesions. Antibiotic pro-
phylaxis decreases the rate of postcesarean infection by
60% to 70%?, with postpartum endometritis compli-
cating <0.1% of all cesarean deliveries. Consequently,
life-threatening uterovesical abscesses are rarely seen
and are described usually as bladder-flap hematoma,
secondary to iatrogenic lesions during the closure of the
visceral peritoneum®*. The omission of routine bladder
flap formation before uterine incision as well as the
non-closure of the visceral peritoneum may currently be
a weak recommendation to prevent bladder flap hema-
toma and reduce maternal morbidity’, further large,
randomized trials being necessary to address the issue.

Long-term CS complications as potential etiology
of uterovesical abscess include scar-related lesions, uro-
genital fistula, and endometriosis in unusual locations.

The uterine scar after a cesarean section can heal
inappropriately and lead to scar endometriosis, isth-
mocele or full-thickness myometrial defect and
intramyometrial abscesses.

Scar endometriosis is suspected to result from iat-
rogenic inoculation of the endometrium at the level of
the incision site®. Further metaplasia of the surrounding
fascial tissue is linked to mass formation inside or near
the uterine scar, which can cause periodic pain with
menses’ and usually requires surgical excision.

Uterine isthmocele or niche is a myometrial defect
that communicates with the endometrial cavity.
Although most patients are asymptomatic, some may
present postmenstrual spotting and pelvic pain, with
potential severe long-term complication like secondary
infertility, scar pregnancy or uterine rupture in subse-
quent pregnancy®. On ultrasound exam, an anechoic
triangular defect is seen communicating with the endo-
metrial cavity and covered by thinned-out myometrium
in the lower segment of the anterior uterine wall. It is
conventionally considered large if >50%of the myo-
metrial thickness is involved’. In selected cases, MRI
can be necessary for accurate diagnosis and presurgi-
cal planning and it shows an outpouching filled with

fluid that is hyperintense on T1 and hypointense on
T2-weighted images, suggestive of blood'. Minimally
invasive resection through hysteroscopy in small isth-
mocele™ or laparoscopy for larger defects have good
therapeutic results'.

In very rare cases, this collection of fluid can be a
promoting factor for infection and scar abscess, includ-
ing many years after CS. Differential diagnoses, includ-
ing necrotic fibroid and myosarcoma, can be ruled out
through hysteroscopy and endometrial biopsy. The
treatment of a scar abscess was classically done by
hysterectomy®, but new conservative approaches tend
to be used. Antibiotic therapy alone rarely leads to
complete resolution’, minimally invasive approaches
include percutaneous, transrectal, and transvaginal
aspiration under ultrasound guidance®. For refractory
abscesses, laparoscopy represents the next therapeutic
step. Moreover, a successful combined laparoscopic and
hysteroscopic approach was reported for a scar abscess
six years after CS™.

Disruption of a cesarean scar can cause a uterovesical
space hematocele that can mimic abscess endometri-
oma. The hematocele presents as an extrauterine-encap-
sulated collection of altered blood that communicates
with the endometrial cavity through a full-thickness
myometrial discontinuity and usually does not infiltrate
the bladder wall. Hysteroscopy can confirm the diagno-
sis and the myometrial defect can be repaired through
laparoscopy'’.

Vesicouterine fistula is another potential cause of
uterovesical mass, commonly observed as a complica-
tion of lower uterine segment cesarean section. This
complication represents less than 5% of urogenital fis-
tulas'™ and can also develop after assisted vaginal deliv-
eries or certain gynecological interventions (hysteros-
copy, dilatation and curettage, irradiation, intrauterine
device insertion). Delayed VUF formation may result
from infection, devascularization, or hematoma of the
urinary bladder”. After a cesarean section, the bladder
can get adherent to the uterus and thus subjected to
severe tension. Moreover, repeated cesarean sections
may result in extended vascular injury, progressive devi-
talization, and scarring of the bladder base. VUFs may
appear in different clinical presentations like amenor-
rhea, cyclic hematuria, pelvic pain, secondary infertility,
and recurrent pregnancy losses. Regarding the urinary
incontinence, which is constant in vesicovaginal fistulas,
in the VUFs this is related to the fistula tract opening
below the isthmic level and is lacking in the classical
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Yousset’s syndrome. The double echogenic line between
the anterior uterine wall and the posterior wall of the
bladder in the ultrasound may suggest a VUF. In con-
trast to vesicovaginal fistulas, cystography in VUF may
be nondiagnostic as intrauterine pressure is higher than
intravesical pressure. Cystoscopy is a basic tool for the
diagnosis and exclusion of other possible lesions, as well
as the determination of fistula relation to the trigone.
MRI is regarded as the gold standard for the diagnosis
and planning of treatment®. Spontaneous closure can
occur in 5% of cases, conservatory treatment can be a
valid option for small fistulas applying bladder cathe-
terization for 4-8 weeks and induced amenorrhea. Yet,
the definitive treatment in VUF is surgery and may be
carried out via vaginal, transvesical, transperitoneal, lap-
aroscopic, and robotic route®’.

'The uterovesical abscess can also be a complication
of superinfected endometriotic lesions located on the
peritoneal surface or the urinary bladder. Superinfection
of endometriotic lesions can result by direct inocula-
tion after a surgical procedure (most commonly oocyte
retrieval), but also by ascending route from low genital
tract infection, hematogenous spread, extension from
adjacent bowel or spontaneous rupture of endometri-
oma. An uterovesical abscess was reported after oocyte
retrieval in a patient with a rare cystic endometriotic
lesion in the vesico-uterine pouch that was thought
to originate in an aberrant portion of the Miillerian
duct?. Endometriosis of the bladder is often limited to
the serosal surface of the posterior wall. Consequently,
the suppurative mechanism in such uterovesical abscess
usually starts from the serosa of the vesical dome and
rarely infiltrates through the muscular layer to reach the
mucosa. In the absence of cyclic hematuria associated
with mucosa ulcerations, the symptoms can mimic acute
cystitis. MRI has high specificity for bladder endome-
triosis®® usually describing uterine adenomyosis-like
solid lesions with no cystic lesions, presenting low T2
signal intensity. Superinfected bladder endometriosis is
suggested by the increase in the size of a known lesion,
along with loss of hyperintensity in T1IWFS, inflam-
matory signs and restriction of diffusion®’. Furthermore,
nodular endometriotic lesions can be differentiated
from bladder cancer based on the identification of
internal foci of high T1 and high T2 signal intensity,
which is pathognomonic of endometriosis®.

In our case, the previous transvaginal ultrasound was
performed two years ago without showing an obvious
isthmocele and the patient did not present continuous

postmenstrual bleeding or spotting, a common symp-
tom of the spectrum of cesarean scar defects. Yet, our
operative finding demonstrating dense fibrotic adhe-
sions between the parietal abdominal wall, bladder and
uterus could have caused upward retraction force and
scar defective healing. Moreover, the pathology exam
found foamy macrophages loaded with pigment and
surrounded by deposits of fibrillar and amorphous
material, related to material suture, which could favor
inflammatory changes. Therefore, we suspect an infin-
itesimal cesarian scar defect or scar thinning due to
iterative interventions on the uterine isthmus with con-
secutive minimal extravasation of menstrual bleeding in
the vesicouterine space. We note in the patient’s history
a premature birth and bacterial vaginosis, but currently
negative urine culture and genital swabs. If we consider
the infectious factor as one of the main causes of prema-
ture birth and rely on the reported acute symptomatol-
ogy which is consistently related to pelvic inflamma-
tion, we could advance the diagnosis of a superinfected
hematocele mimicking VU fistula, uterovesical endo-
metriosis or a malignant entity. Differential diagnoses
were ruled out through MRI and tumoral marker level
(endometriosis), cystoscopy (VU fistula) and intraoper-
ative pathological exam revealing extended abscess.

Late presentation after CS, apyrexia, persistent
suprapubic pain and lack of changes on ultrasound under
antibiotics and anti-inflammatories guided us towards
surgical treatment with intraoperative histopathology
instead of hysteroscopy or drainage through interven-
tional radiology, considering the risk of malignancy.

The deep infiltration of the bladder wall in preoper-
ative imagistic investigations made us perform the sur-
gery in multidisciplinary team and it proved favorable
as partial cystectomy and bladder repair was necessary.

We consider our experience of aid for practice as
there is scarce evidence of this pathological entity in the
literature and patient counseling toward a benign con-
dition rather than a malignant entity is of help in case
management.

CONCLUSIONS

We report an unusual presentation of uterovesical
abscess eight years after cesarean surgery in a young
patient with no recent infection confirmed. Such long-
term complication of cesarean section is expected to
become more prevalent since the cesarean delivery
rate is steadily increasing worldwide. Acknowledge
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of rare pathologic entities involving the uterovesical
space is important for prompt diagnosis and therapeu-
tic planning. Conservative treatment cannot always be
achieved and for extensive inflammatory process multi-
disciplinary surgical team should be preferred.

Consent. Consent taken from patient for publication
of case report.

Data Availability. The data used to support the find-
ings of this study are included within the article.
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