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ABSTRACT

Pararectal abscess usually present with severe perianal and/or perirectal pain with or without fever,
and features of sepsis. Here, we report a case where pararectal abscess was diagnosed during
laparoscopic surgery and initially misdiagnosed as ovarian cyst.
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1. CASE DESCRIPTION

A 42-year-old female P2L2A1 presented to the
outpatient department with occasional episodes
of bleeding per vaginum for 10 days. She had a
history of medical termination of pregnancy
(MTP) 3 weeks back. Her general physical
examination was unremarkable. On speculum

examination, a right posterolateral vaginal bulge
was noted. Vaginal examination revealed the
same bulge, pushed up cervix, and normal-sized
uterus with fullness in right fornix. Rectal mucosa
was free and well-defined, non-tender, cystic
mass (12x10 cm) was felt in rectovaginal space
on rectal examination. Ultrasound was
suggestive of a 12x10 cm right adnexal cyst
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deep in the pelvis. To delineate the nature and
origin of mass a contrast-enhanced magnetic
resonance imaging (CEMRI) was ordered.
CEMRI pelvis revealed a well-defined unilocular
cystic lesion measuring 9.6x9.4x11.4 cm in
pouch of Douglas with no septations and solid
component suggestive of benign right ovarian
cyst (Fig. 1). Uterus and left ovary were normal.
Tumor markers were ordered to rule out ovarian
malignancy; CA-125, CEA, AFP, and LDH were
within normal limits whereas beta-hCG (137
IU/L) and CEA (167 U/L) were raised.

With the probable diagnosis of ovarian cyst,
laparoscopic ovarian cystectomy +ovariotomy
was planned. On diagnostic laparoscopy,
bilateral ovaries were normal except a small
follicular (3x2 cm) left ovarian cyst. Uterus and
both fallopian tubes were normal. No obvious
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cyst or cystic collection was noted in pelvis, yet a
bulge was noted in the right pararectal space
(Fig. 2). Vaginally, the bulge was quite high up
and felt in right posterolateral vaginal wall. To
confirm the nature of the cyst, its contents were
aspirated with a syringe which turned out to be
pus. A nick was made over the most prominent
part of bulge and approximately 600ml of thick
pus was drained (Fig. 3). The cyst wall was
dissected off and an indwelling catheter was
placed in the cavity for continuous drainage. Pus
culture was suggestive of Escherichia coli growth
and antibiotic was advised on basis of sensitivity.
Final histopathology was suggestive of chronic
inflammation and negative for granuloma or
malignancy. The patient was discharged on 2nd
postoperative day in stable condition. The
consent for publication has been taken from the
patient.
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Fig. 2. Laparoscopic image showing normal findings except bulge in right pararectal space
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Fig. 3. Vaginal drainage of pus from right pararectal abscess

2. DISCUSSION

Pararectal abscess accounts for 1 in 10,000
anorectal abscesses and comparatively less
common than perianal abscesses [1,2]. It is three
times less prevalent in women than men and
mostly occurs from 30 to 40 years of age [3].
Predisposing factors include a history of trauma,
Crohn's disease, tobacco abuse,
immunosuppression, sexually transmitted
disease, tuberculosis, carcinoma, radiation, or
any foreign body [4,5]. The main causative
organism is usually an aerobic or anaerobic
bacteria from the skin, bowel, and, rarely, vagina.
Escherichia Coli is one of the common
organisms identified in such cases. These
patients usually present with severe perianal
and/or perirectal pain with or without fever, and
features of sepsis. MRI is considered to be
useful in diagnosis [6] and management includes
prompt incision and drainage followed by
appropriate antibiotics [7]. The diagnosis is
usually easy, mostly clinical and confirmative on
imaging.

But in our case, it was diagnosed incidentally
during follow up of MTP. We could not think of
pararectal abscess as a probable diagnosis

since there were no suggestive symptoms (i.e.

pain, fever) and signs i.e. erythema,
inflammation, induration, tenderness, and
perineal discharge. Furthermore, radiology

favors a different diagnosis. Our patient had no
predisposing factors of pararectal abscess.
Fortunately, got treated effectively by incision
and drainage, placement of a drain, and
injectable antibiotics. We could not find any
similar cases reported in the literature.

3. CONCLUSION

Pararectal abscess should be kept in mind as
one of the diagnoses in cases of vaginal swelling
even in absence of signs and symptoms. It can
be proved fatal if not timely diagnosed and
appropriately managed.
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