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Ab s t r ac t​
Objectives: To analyze the difficulties in diagnosis, treatment, and postoperative care in patients with pelvic abscess.
Study design: This is an observational study; 11 patients underwent laparotomy for drainage of pelvic abscess between January 1, 2015, and 
December 31, 2018. The diagnosis of pelvic abscess was a spot diagnosis only in one patient. It was a surprise finding, on table, in three patients. 
The most common confounding diagnosis was ovarian torsion. Two patients had subacute intestinal obstruction like clinical features.
Results: All patients improved following laparotomy and drainage of pus. In the first six patients in our series, the skin was closed immediately 
following closure of the rectus sheath, and all of them developed wound dehiscence. In the last five patients in our series, delayed primary 
closure was performed. The skin was closed after wound turned healthy and comorbid conditions controlled and corrected. All five patients 
had a healthy scar. The shortest duration of hospital stay was 18 days, and the longest duration of hospital stay was 55 days.
Conclusion: Pelvic abscess is one condition which can test the clinical acumen of a gynecologist to make a prompt and correct diagnosis and 
to manage multiple postoperative problems like uncontrolled diabetes, sepsis, and a wound which will require daily dressing for several days. 
This is one of the few gynecological conditions where a delayed primary closure should be performed. And most importantly, the gynecologist 
has to manage spiraling treatment costs and a falling patient morale.
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In t r o d u c t i o n
Most of the surgical emergencies faced by an obstetrician 
gynecologist today are obstetrical in nature. Pelvic abscess which 
usually presents as pain abdomen is less frequently encountered 
and can thus be a diagnostic dilemma and a challenging condition 
to treat. Pelvic abscess is a severe form of acute pelvic inflammatory 
disease.1 Sexual promiscuity, diabetes mellitus, and lack of asepsis 
while performing uterine evacuation are the known causes of pelvic 
abscess.1 Increased awareness about sexually transmitted diseases 
and diabetes and improved health care have made pelvic abscess a 
less commonly encountered gynecological emergency. However, 
when a gynecologist does encounter one such case, it can indeed 
turn out to be a frustrating experience for both doctor and patient.

Ob j e c t i v e s
To analyze the difficulties in diagnosis, treatment, and postoperative 
care in patients with pelvic abscess.

St u dy De s i g n
This is an observational study; 11 patients underwent laparotomy for 
drainage of pelvic abscess between January 1, 2015 and December 
31, 2018. All patients were assessed, operated, and managed 
postoperatively by the corresponding author. An emergency 
laparotomy was performed in 10 patients, and 1 patient underwent 
an elective laparotomy.

Four patients were obese diabetics with one patient also 
having rheumatic heart disease (RHD) with mitral stenosis and 
regurgitation.

Three patients were puerperae, with a history of emergency 
cesarean delivery less than a fortnight back.

In three patients, the diagnosis of pelvic abscess was a complete 
surprise, detected on table after the peritoneum was opened. All 
three were suspected to have an ovarian tumor, with acute torsion 
suspected in two patients; in one patient among these two, diabetes 
mellitus was detected for the first time, postoperatively.

And finally, one patient was a recently confirmed case of 
carcinoma cervix IIIB and was to start chemoradiation.

The diagnosis of pelvic abscess was a spot diagnosis only in 
one patient who came with acute pain abdomen and foul smelling 
copious discharge from lower segment cesarean section (LSCS) 
wound.

The most common confounding diagnosis was ovarian torsion 
which was suspected initially in five patients. Two patients had 
subacute intestinal obstruction like clinical features. The detailed 
profile of all patients is mentioned in Table 1.

Re s u lts
All patients improved following laparotomy and drainage of pus. In 
the first six patients in our series, the skin was closed immediately 
following closure of the rectus sheath with a suction drain in the 
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Table 1: Profile of patients with pelvic abscess managed by the Department of Obstetrics and Gynaecology between January 1, 2015 and December 
31, 2018. The list of patients is not in order of their presentation to our institute

S. no. Patient profile Examination findings Investigations Imaging findings
Known diabetics

All were multiparous, obese, and had poor glycemic control. All had pain and tenderness and no appreciable mass on internal examination
1 •	 47 years

•	 Acute on chronic abdomen
•	 Pulse: 86/minute Total count: 16,200/mm3 USG done outside: 54 × 35 × 56 mm 

solid cystic mass in left adnexa
Collection 90 × 30 × 105 mm with 
internal echoes
CT scan done outside by the 
referring doctor: left tubo-ovarian 
abscess

2 •	 40 years
•	 Acute abdomen with 

distention, vomiting, and 
loose motions

•	 Pulse: 102/minute Total counts: 27,100/mm3

CA-125: 23.6 IU/mL
Emergency USG: 15.9 × 4.2 cm left 
adnexal mass, moderate ascites, 
edematous bowel loops

3 •	 55 years
•	 Acute on chronic abdomen
•	 Known case of RHD with 

severe MS and moderate MR. 
Dilated LV, EF: 55%

•	 Pulse: 116/minute
Was seen as an outpatient and 
was asked to follow-up with 
reports, presented with acute 
abdomen in the casualty next 
evening

Total count: 13,430/mm3

CA-125: 74 IU/mL
USG done outside: bilateral multi-
loculated cystic lesions measuring 
4.4 × 3.6 cm in right and 4.8 × 3.8 
cm in left
Repeat USG at our hospital shows 
normal study with minimal free fluid

4 •	 26 years, cesarean delivery 9 
months back

•	 Recently diagnosed diabetic
•	 Pain abdomen since 1 month, 

was treated outside with two 
courses of antibiotics and 
antacids

•	 Acute abdomen since 1 day

•	 Pulse: 112/minute Total count: 38,570/mm3 CT scan done outside 10 days 
before patient presented to our 
institute showed thick walled solid 
cystic lesion with septations in the 
left adnexa 10 × 8.5 cm, left ovary 
not seen separately
Impression: complex ovarian cyst 
with partial torsion
Emergency USG at our institute: 
complex left ovarian cyst  
75 × 63 mm or torsion, minimal 
ascites

Puerpera
All had had a cesarean delivery recently and the LSCS wound had gaped. All had a sub-involuting uterus, tenderness, but no appreciable mass on 
examination
5 •	 22 years, primipara

•	 Sepsis like clinical picture
•	 Pulse: 124/minute
•	 Gaseous distention of 

abdomen
•	 Ryle’s tube inserted, aspirate 

steadily increased from  
300 to 900 cc/day 
suggesting subacute 
intestinal picture

Total count: 32,640/mm3

Bilirubin: 3.6 mg%, 
creatinine: 1.8 mg%
APTT: 102 s
Procalcitonin: 70.5
Total count after 6 days: 
20,110/mm3

LFT and RFT normal

•	 USG: postpartum uterus with 
collection in POD

•	 CECT: moderate ascites with 
dilated bowel loops

CT-guided aspiration showed yellow 
turbid fluid, fluid analysis showed 
leukocytosis

6 •	 30 years, multipara
•	 Pain abdomen and copious 

foul smelling discharge from 
wound

•	 Pulse: 102/minute Total count: 24,112/mm3 USG not done
Diagnosis of abscess obvious
Immediately taken for laparotomy

7 •	 28 years, multipara
•	 Admitted in ICU under 

internal medicine for fever 
with chills or viral fever

•	 Seen by author on the 
fourth day of admission 
when reference sought to 
rule out obstetric cause of 
fever

•	 Pulse: 98/minute

Total count: 13,560/mm3,  
this patient was on 
antibiotics since delivery

CECT: moderate ascites
Taken for laparotomy on day 6 of 
admission when no improvement 
was noted

Contd…
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subcutaneous space. All six patients developed wound dehiscence. 
Daily dressing with eusol and povidone iodine pack was done 
till the wound turned healthy. The wound was re-sutured under 
anesthesia after anemia, and hypoproteinemia were corrected 
and sugars controlled in diabetics. Four patients had a healthy scar 
following re-suturing. One patient developed partial wound gape 
after re-suturing and underwent repeat re-suturing under local 
anesthesia. The sixth patient returned a month after discharge 
with a nonhealing wound which was managed by debridement 
and vacuum-assisted closure in conjunction with plastic surgeons.

In the last five patients, delayed primary closure was performed, 
all of which healed well.

All 11 patients recovered after a protracted course, with 1 
patient requiring a second admission for 20 days for a nonhealing 
wound. The shortest duration of hospital stay was 18 days, and the 
longest duration of hospital stay was 55 days.

Di s c u s s i o n
When managing a case of pelvic abscess, the first challenge for 
a gynecologist is to make the correct diagnosis. The differential 
diagnosis of pelvic abscess includes ovarian torsion, ectopic 
pregnancy, acute appendicitis, and diverticulosis.2,3 Almost all 
patients present with acute/acute on chronic abdomen, and the 
gynecologist first has to exclude non-gynecological causes or, in 

other words, has to confirm the gynecological nature of abdominal 
pain. This is often easier said than done because the diagnosis of 
pelvic abscess can be a dilemma, since it is not a common condition.

To highlight this point, we would like to point out that 
more than 2,000 deliveries are conducted, and more than 800 
gynecological procedures are performed every year at our institute. 
Emergency cesarean section is the most common emergency 
laparotomy performed, while ectopic pregnancy is the commonest 
gynecological cause of acute abdomen. During the above period, 
more than 100 cases of ectopic pregnancy were encountered, out 
of which 64 surgeries were performed which include emergency 
laparotomy for ruptured ectopic and laparoscopic salpingectomy. 
The rest were managed conservatively. The diagnosis of ectopic 
pregnancy has become easy with the availability of ultrasound and 
β-human chorionic gonadotropin (β-hCG) titers.

On the contrary, the other causes of acute abdomen, i.e., ovarian 
torsion, pelvic abscess, severe dysmenorrhea, ovulation pain, etc., 
between January 1, 2015, and December 31, 2018, were less than 
50 in number.

In a case of ovarian torsion, the gynecologist may be 
inclined to perform the surgery (which in most cases can be 
done laparoscopically) during routine hours, with good bowel 
preparation and when frozen section is available. This would obviate 
the need for a second surgery for restaging. However, a delay of 
this sort can be dangerous in case of pelvic abscess. Pus and flimsy 

Contd…

S. no. Patient profile Examination findings Investigations Imaging findings
Suspected ovarian tumor

8 •	 29 years
•	 Unmarried (gave history of 

unprotected intercourse 
later)

•	 Acute on chronic abdomen, 
associated with vomiting

•	 Pulse: 88/min
•	 Tenderness but no palpable 

mass in abdomen
•	 Pelvic examination not done 

in view of unmarried status

Total count: 39,330/mm3

CA-125: 219.2 IU/mL
Total count: 17,160/mm3

Emergency USG: right ovarian cyst 
or torsion

9 •	 52 years, multipara, obese
•	 Acute on chronic abdomen
•	 Diabetes detected 

postoperatively, patient had 
not eaten anything for last  
1 day due to pain

•	 Pulse: 80/minute
•	 Tenderness in lower 

abdomen and on internal 
examination, cannot 
appreciate any mass

CA-125: not done 
taken up for laparotomy 
immediately for 
suspected ovarian torsion
FBS was normal

USG done outside: 55 × 59 × 70 mm 
mass not seen separately from left 
ovary
CT scan: 83 × 72 mm in left adnexa, 
another mass 68 × 42 mm mass in 
the pouch of Douglas

10 •	 22 years, multipara
•	 Chronic pain abdomen  

6 months

•	 Pulse: 78/min
•	 Firm fixed mass felt in left 

adnexa, anterior to rectum

Total count: 7,640/mm3

Platelet count:  
9.2 lakhs/mm3

CA-125: 115 IU/mL
AFP, LDH, β-hCG: all normal

MRI: two cystic lesions: 10.3 × 5.5 × 
6.7 cm, abutting rectum, and 10.2 × 
5.4 × 8.8 cm anterior to rectum, 
right hydroureteronephrosis 

11 •	 Carcinoma cervix IIIB
•	 Worsening abdominal pain 

and vomiting since 2 days
•	 Initial diagnosis of UTI was 

made secondary to anemia 
and hydronephrosis due to 
carcinoma cervix

•	 Intestinal obstruction 
suspected when X-ray 
showed air-fluid levels

•	 Pulse: 112/minute
•	 Foul smelling growth 

replacing the cervix
•	 Bilateral parametria involved

•	 Total count:  
22,800/mm3 on 
admission. Patient 
was started on 
IV antibiotics for 
suspected UTI

•	 Total count was 
15,230/mm3 on the 
third day of admission 
just before surgery

CECT: likely tubo-ovarian abscess 
and pelvic collection with small 
pockets of air

USG, ultrasonography; CA, cancer antigen; MS, mitral stenosis; MR, mitral regurgitation; EF, ejection fraction; POD, pouch of Douglas; CECT, 
contrast-enhanced computed tomography; APTT, activated plasma thromboplastin time; LFT, liver function test; RFT, rental function test; AFP, 
alpha fetoprotein; LDH, lactic dehydrogenase; FBS, fasting blood sugar; UTI, urinary tract infection
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adhesions between bowel loops start getting organized, making 
drainage and release of adhesions more difficult and making 
bowels more prone to injury. In case of diabetics, glycemic control 
is impossible till the pus is drained, and diabetics are more prone 
to develop septicemia.4

In our experience, the diagnosis of pelvic abscess should be a 
clinical one. Imaging is prone to subjective variation and should 
be correlated clinically. In our study, imaging was done by the 
radiologist on duty, and some patients were referred with an 
imaging report. The imaging report was helpful in preoperative 
diagnosis of pelvic abscess only in four patients, and in six patients, 
imaging was suggestive of an adnexal mass or torsion (Table 1).

Ultrasound is usually the first imaging modality because of its 
availability and affordability. The diagnosis of pelvic abscess is based 
on the fact that the normal diameter of the fallopian tube should 
not be more than 4 mm, and the presence of a visible fallopian 
tube is suspicious.5 Finding a thick fallopian tube with echogenic 
wall due to edema is suggestive though nonspecific. The contents 
of the tube could be anechoic or echogenic—which is suggestive 
of pus.5 The presence of air-fluid levels is pathognomonic of 
pyosalpinx. Oophoritis is seen as increase in ovarian size with loss 
of corticomedulary differentiation. If ovarian involvement is such 
that fallopian tube and ovary can no longer be identified separately, 
then one has to consider a differential diagnosis of ovarian tumor.5 
An error on either side can be deleterious since it can either result 
in a surgery done without adequate preparation or a delay that 
could be life-threatening.

Computed tomography (CT) scan is superior to differentiate 
whether the inflammation is gynecological, gastrointestinal, or 
urological in nature. Magnetic resonance imaging (MRI) is superior 
to CT scan when one needs to distinguish between tubo-ovarian 
abscess and an ovarian tumor, and unlike CT scan be done in 
pregnant women.5 However, the signs of inflammation are relatively 
nonspecific. Endometritis is seen as enlargement of endometrial 
cavity, and tubal involvement is seen as enlargement in the form 
of serpentine structures. Ovarian involvement is seen as ovarian 
enlargement with multicystic ovary or as an actual adnexal mass 
with hypodense thick walls, which is also suspicious of an ovarian 
tumor.5

The presence of air-fluid levels which is pathognomonic of 
pus is seen in only about 22–38% of cases. And when this sign is 
not present, it is difficult to distinguish pus from other body fluids 
on imaging.5

A comparison between presenting features of patients with 
pelvic abscess and those cases with ovarian torsion assessed and 
managed by the authors shows that tachycardia can be present in 
both, though not necessarily (Table 2). The single most important 
sign is the presence of tenderness on abdominal and vaginal 
examination, but clinically no demonstrable mass, in cases of pelvic 
abscess. There can, at the most, be a boggy fullness in the adnexa 
and/or the pouch of Douglas.

But in case of ovarian torsion, there will always be a palpable 
mass, which can be appreciated despite extreme tenderness. Even 
in obese women and women with a small adnexal mass, in whom 
no mass can be felt abdominally, a firm mass in the fornix and/or 
the pouch of Douglas can be well appreciated.

Mild leukocytosis may or may not be present in ovarian torsion, 
but significant leukocytosis is almost always present in case of 
pelvic abscess, unless inappropriate antibiotic treatment has  
been given.2

All our patients were managed by surgical drainage of pus. 
Although ultrasound- and CT-guided aspiration of pus have been 
described, it depends on the availability of intervention radiologist 
and an accurate diagnosis of pelvic abscess by imaging. It is futile 
when the diagnosis is uncertain or when facilities are not available. 
Our own experience shows the limited utility of imaging in both 
diagnosis and treatment of pelvic abscess. Culdocentesis can be 
done to obtain a sample of fluid from the pouch of Douglas; the 
presence of pus confirms the presence of an abscess. Colpotomy 
can then be performed to drain the pus. However, in hindsight, all 
our patients had bowel loops agglutinated to one another and to 
the uterus. Culdocentesis and colpotomy can at the most confirm 
the presence of pus in the pouch of Douglas but not when pus is 
present elsewhere in the abdominopelvic cavity, neither can bowel 
adhesions be released through a colpotomy. Also, colpotomy is 
not without risks of injury to visceral organs.6 In our experience, 
conservative treatment should not be attempted; drainage should 
be the rule.7,8

A vertical incision (Fig. 1) extending from symphysis pubis 
to a little above the umbilicus was taken in all patients. Thus, our 
puerperal patients, who had undergone a cesarean delivery a few 
days before, ended up having an inverted T scar on the abdomen.

Laparoscopy was attempted only in one patient, in our series. 
This was in a young lady with a firm mass in left adnexa with 

Table 2: Differentiating features between pelvic abscess and ovarian 
torsion

Pelvic abscess Ovarian torsion
Usually presents as acute or 
acute on chronic abdomen

Can present as acute abdomen or 
chronic abdomen or intermittent 
pain abdomen with periods of 
worsening and partial improvement 
due to partial twisting and 
untwisting of ovarian tumor

•	 Tachycardia may or may 
not be present

•	 Tachycardia may or may not be 
present

•	 Leukocytosis is always 
present, very often 
counts are significantly 
raised

•	 Leukocytosis if present is mild

The above signs may be 
masked by inappropriate 
antibiotic treatment, the 
history of which patient may 
or may not give

There is a firm mass that can 
be appreciated on abdominal 
examination depending on size and 
always on pelvic examination despite 
tenderness and coexisting obesity

On examination, there 
is significant tenderness 
but no appreciable mass. 
There might be fullness or 
bogginess in the fornices 
and/or the pouch of Douglas

Ultrasound is reliable and can 
correctly detect an ovarian tumor

Ultrasound is less useful 
though it can detect other 
coexisting pathology, like 
hernia etc. Tenderness 
and bowel gas shadows 
make ultrasound diagnosis 
difficult
CT and MRI might be more 
useful
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suspected ovarian tumor but was converted into a laparotomy 
when dense adhesions between bowel loops were encountered. 
This was our only patient who underwent an elective procedure. 
This patient gave a history of multiple courses of antibiotics for 
her abdominal pain and the abscess had organized to become an 
“antibioma.”

In our experience, laparoscopy would not be advisable since 
all our patients had dilated, edematous bowel loops agglutinated 
to each other and to the anterior peritoneum by flimsy adhesions 
(Fig. 1). The omentum had localized the pus, rightfully called the 
“Policeman of the abdomen”, and it had to be released to break 
the septations and drain the collection. In some patients, a loop 
of bowel had formed the part of the abscess wall and had to be 
separated, very carefully. Pus samples were taken for culture 
and sensitivity as soon as it was seen pouring out (Fig. 2). After 
the pus was drained, the abdomen and pelvis were thoroughly 
irrigated with copious amounts of saline, small bowel traced from 
duodenojejunal flexure to ileocecal junction to check for any 
injury and mesenteric rents. Cecum, sigmoid, and rectum were 
also checked for injuries. Necrotic tissue was gently peeled out, 
leaving the uterus and other tissues in place. Fallopian tubes and 
ovaries were badly damaged and were not recognizable in some 
patients (Fig. 2). Abdomen was closed with drains placed in the 
pouch of Douglas.

Postoperatively, all patients were managed in the intensive care 
unit (ICU), for correction of anemia and control of blood sugars. 

All of them improved gradually. One of our diabetic patients had 
to be reexplored on day 5 because frank pus reappeared in the 
drain. Attempts at colpotomy failed. On reexploration, it was found 
that the first exploration had been performed hurriedly, and some 
locules were still intact.

Culture yielded Escherichia coli in five patients and Staphylococcus 
aureus in two patients. Those patients who had received antibiotics 
preoperatively had no organisms grown on culture.

None of the patients were tested positive for human 
immunodeficiency virus. Since all of them improved following 
drainage of pus, and since the cause of pelvic abscess appeared to 
be ascending infection due to sexual transmission, uncontrolled 
diabetes, or secondary infection of cervical malignancy, there 
was no indication to evaluate any of the patients further for other 
possible causes like tuberculosis.

The first six patients in our series developed a full-length gape 
(Fig. 3). We had closed the abdomen in layers with drains placed in 
the pouch of Douglas and subcutaneous space. The wound gape 
was managed by daily dressing with eusol and povidone iodine 
pack till healthy granulation tissue was present all over. Re-suturing 
was done under spinal anesthesia. Four patients had a healthy 
wound following re-suturing. One patient had a partial wound gape 
following re-suturing which was sutured under local anesthesia 
(Fig. 3). One obese diabetic patient returned a month after re-suturing 
with a nonhealing wound which was managed by debridement and 
vacuum-assisted closure in conjunction with plastic surgeons (Fig. 4).

Figs 1A to D: (A) Presence of pus on opening the peritoneum and the care with which the peritoneum needs to be incised; (B) Bowel loops 
agglutinated to each other due to flimsy adhesions; (C) Dilated proximal jejunum of the patient who presented with sepsis and was taken up 
with suspected subactute intestinal obstruction; (D) Purulent flakes present on the posterior surface of uterus and adnexa. Figures A, B, and D 
are of patient 4. The obese nature of the abdomen can be appreciated. Figure C is of patient 5. The transverse LSCS wound and the fact that the 
abdomen is not obese can be appreciated
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Figs 2A to C: (A) Purulent flakes present on the undersurface of liver, and this image is of patient 7; (B) Pus pouring out after septations have been 
broken; (C) Pus being released from uterine fundus and adnexa which have turned necrotic and are not recognizable. Figures B and C are of patient 4

Figs 3A to D: (A) Primary closure of the skin showing obvious infection; (B) Complete wound dehiscence with pale poorly vascularized adipose 
tissue, and the suffering due to the long delay in wound healing can be appreciated. This patient returned later with a chronic nonhealing wound; 
(C) The same wound after 7 days of daily dressing with eusol and povidone iodine showing improved blood supply, but the defect in rectus sheath 
can be appreciated. Figures A to C  are of patient 4; (D) Partial wound gape following re-suturing showing a larger defect in the upper end at the 
level of umbilicus and a smaller defect at the lower end. Figure D is of patient 3, a known diabetic and a known case of RHD with mitral stenosis 
and regurgitation
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Wound dehiscence is an inevitable complication following 
immediate closure of a contaminated wound. It is one of the main 
reasons for prolonged stay and increased costs. We adopted 
delayed primary closure in the last five patients of our series, after 
our disappointing experience with primary closure. Delayed primary 
closure of the abdominal wound was widely practiced for warfare 
wounds during World War I before the advent of antibiotics.9 This 
technique involves closure of the rectus sheath of abdomen and 
packing the subcutaneous space with gauze soaked in povidone 
iodine. The wound is dressed daily, and the skin is closed after the 
fifth postoperative day when the blood supply to the skin edges 
has improved (Fig. 4). This technique is said to prevent wound 
dehiscence and reduce hospital stay, though the risk of hernia 
remains.10,11 However, in our experience, this need not be universal. 
Closure of skin can be done only after the patient has come out of 
sepsis and after correction of comorbid conditions like diabetes, 
anemia, and hypoproteinemia, and this period can vary from patient 
to patient. One of our patients who was in sepsis and whose closure 
was done by this technique developed supraventricular tachycardia 
postoperatively and had to remain in ICU for 22 days. The main 
advantage of delayed primary closure is that the “complication” 
of dehiscence and the associated disappointment is avoided for 
both patient and doctor.

Pelvic abscess is probably the only conditions where a 
gynecologist encounters a contaminated abdominal wound and 
closure by a delayed primary closure is recommended. Delayed 
primary closure should not be confused with open abdomen. 

Open abdomen is a defect created intentionally by not closing the 
incision after completion of surgery, or the abdomen is opened or 
reopened out of concern that the patient is developing abdominal 
compartment syndrome.

All our patients were discharged after a protracted course in 
good health. All of them were counseled about the high possibility 
that they may need to undergo more surgeries in future for 
incisional hernia, intestinal obstruction due to postoperative 
adhesions,12 recurrent abscess, and need for hysterectomy with 
salpingo-oophorectomy due to chronic pelvic inflammatory 
disease (PID). Diabetics were counseled about the dangers of poor 
glycemic control.

Co n c lu s i o n
Pelvic abscess is not a commonly encountered emergency for a 
present-day gynecologist. Asian countries have a huge diabetic 
population.13 Despite improvements, there is still a lack of adequate 
health-care facilities and health awareness. And therefore, pelvic 
abscess will not become an unheard condition anytime soon. This is 
one condition which can test the clinical acumen of a gynecologist 
to make a prompt and correct diagnosis. This is one of the few 
conditions for a gynecologist where delayed primary closure of the 
abdomen can be followed since wound dehiscence is inevitable 
following primary closure. It also involves managing multiple 
postoperative problems like uncontrolled diabetes, sepsis, daily 
wound dressing for several days, spiraling treatment costs, and, 
most importantly, managing a falling patient morale.

Figs 4A to E: (A) A nonhealing wound where the tunnel beneath the skin can be appreciated; (B) The same wound closed following debridement 
using vacuum-assisted closure. Figures A and B are of patient 4; (C) Delayed primary closure where the skin is packed with povidone iodine gauze 
after closure of rectus sheath and one can appreciate there are no suture marks on the skin edges; (D) The same wound after 5 days showing pale 
adipose tissue; (E) The same wound just before closure showing healthy granulation tissue. Figures C to E are of patient 5
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Et h i c a l Sta n da r d s
This article does not contain any studies with human participants 
or animals performed by any of the authors. All patients were 
managed as and when they presented to us and according to their 
clinical condition. A written informed consent for the procedure(s) 
performed was taken for all patients and a copy of it is in the case 
file of respective patients.
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