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A Rare Complication of Hysteroscopic
Isthmocele Surgery: Uterine Subserosal
Abscess Formation

Histeroskopik Istmosel Cerrahisinin
Nadir Bir Komplikasyonu:
Uterin Subserozal Apse Olusumu

ABSTRACT

Diagnosing and treating isthmocele (niche) has become a popular topic in gyne-
cology in recent years. While numerous articles evaluate isthmocele diagnosis and
treatment, there is a lack of clear information on surgical complications. This study
presents a case of a uterine abscess that developed after hysteroscopic surgical re-
pair. While the literature reports abscess cases on peritoneal surfaces and uterine
perforation cases occurring after isthmocele surgery, to the best of our knowledge,
our case is the first instance of a uterine abscess causing chronic pelvic pain after
isthmocele surgery. The purpose of this case report is to increase awareness among
clinicians regarding isthmocele surgery, its growing prevalence, and the potential
complications associated with it.
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Istmosel (nis) tam ve tedavisi son yillarda jinekolojide popiiler bir konu haline
gelmistir. Istmosel tan1 ve tedavisini degerlendiren ¢ok sayida makale olmasi-
na ragmen cerrahi komplikasyonlar konusunda net bilgiler bulunmamaktadir. Bu
calismada histeroskopik cerrahi onarim sonrasi gelisen uterin apse olgusu sunul-
maktadir. Literatiirde istmosel cerrahisi sonrasi peritoneal yiizeylerde apse olgulari
ve uterin perforasyon olgulart bildirilirken, bizim olgumuz bildigimiz kadariy-
la istmosel cerrahisi sonrasi kronik pelvik agriya neden olan uterus apsesinin ilk
ornegidir. Bu olgu sunumunun amaci, klinisyenler arasinda istmosel cerrahisi, artan
prevalansi ve buna bagli olast komplikasyonlar konusunda farkindaligi artirmaktir.

Anahtar Kelimeler:
Istmosel (nis), Histeroskopik onarim cerrahisi, Laparoskopi, Uterin apse, Pelvik agr1
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INTRODUCTION

Poidevin first described the cesarean scar defect, known as
isthmocele or niche, in 1961 (1). A wedge-shaped anatom-
ical defect is observed as a hypoechoic area on the anterior
wall of the uterus at the site of the uterine cesarean section
incision via ultrasonography (2, 3). Due to the increasing
cesarean section rates and the widespread use of diagnos-
tic imaging methods, the frequency of isthmocele diag-
nosis has increased. The prevalence of isthmocele ranges
from 24% to 88% among patients who had delivery by
cesarean section (4, 5).

Isthmocele can either have no symptoms or lead to obstet-
ric complications like placental adhesion issues, scar site
pregnancy, or gynecological symptoms such as abnormal
uterine bleeding, chronic pelvic pain, pain during inter-
course, and secondary infertility (2, 6, 7).

Although there are no clear guidelines for diagnosing
and treating isthmocele, conservative medical treatments
such as combined estrogen and progesterone therapy or
the Levonorgestrel Intrauterine System (LNG-IUS), like
Mirena®, can be used for bleeding issues. Surgical repair
of the niche area can be carried out using hysteroscopy,
laparoscopy, or a combination of both (8). Although the
use of these surgical methods in the treatment of isth-
mocele is becoming increasingly common, the available
knowledge about the treatment results and the operative
complications is still limited. In this case report, we aimed
to present a rare complication of hysteroscopic isthmocele
surgery: subserosal abscess formation on the anterior uter-
ine wall.

Case Presentation

A 30-year-old, gravida 3, parity 3 woman was admitted to
the gynecology department of a tertiary care center with
the complaint of chronic pelvic pain. The patient had three
cesarean sections. Three months after the last cesarean op-
eration, hysteroscopic isthmocele surgery was performed
for postmenstrual and intermenstrual bleeding symptoms.
The patient did not have pelvic pain before the operation,
elevation in the infection markers (such as white blood
cells, C-reactive protein, etc.), or leucorrhea, but after the
hysteroscopic repair surgery, chronic pelvic pain started
and continued for 8 months. In the vaginal examination,
the cervix was nulliparous; there was no leukorrhea. The
pelvic examination was normal except for mild tenderness
and pain during suprapubic palpation. Transvaginal ultra-
sonography revealed a 40x25 mm-sized cystic formation
with a dense inner echo on the anterior wall of the uterus
(as shown in Figure 1).

The blood supply of the cystic mass was derived from
uterine vascular structures. The endometrial thickness was
5 mm, and the bilateral adnexas were normal. In addition,
there was an isthmocele in a triangular configuration with
a diameter of 3 mm on the cesarean scar line. The white
blood cell (WBC) count and the C-reactive protein (CRP)
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level were normal. The B human chorionic gonadotropin
(beta-hCG) value was negative.

Figure 1: Preoperative ultrasonographic view of the abscess in the
anterior uterine wall
*Abscess area, **uterus

The woman underwent laparoscopic surgery. In the lap-
aroscopic view, about a 4x2 cm-sized cystic mass in the
subserosal location of the anterior uterine wall was ob-
served (shown in Figure 2).

Figure 2. a; laparoscopic observation, approximately 4cm cystic mass
on the anterior wall of the uterus with a dense adhesion to the bladder;
b; appearance of the mass after dissection of bladder adhesions*bladder,
**abscess area, ***uterus
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The mass was at the location of the previous cesarean sec-
tion incision line. There were dense adhesions between
the cystic mass, the anterior uterine wall, and the bladder
dome. Dissecting the bladder adhesions with ultrasonic
energy and a cold knife dissection made the mass visi-
ble. During the dissection, the mass perforated, and the
purulent fluid drained through the mass. Next, we used
ultrasonic energy to completely remove the cystic mass
from the front of the uterus, and then we repaired the myo-
metrial defect in the anterior uterine wall with primary su-
tures. The patient used ceftriaxone (500 mg, 2x1oral) and
metronidazole (500 mg, 2x1 oral) treatment for 2 weeks
postoperatively. The pathology result of the excised mass
was reported as abscess formation and an inflammatory
process. The pelvic pain symptom of the woman was re-
gressed at the postoperative second-week follow-up ex-
amination.

Written informed consent was obtained from the patient
for publication of this case report and any accompanying
images.

DISCUSSION

Diagnosis and treatment of isthmocele (niche) is a gyne-
cological problem that has become increasingly important
in recent years. In the published articles, hysteroscopy is
recommended in isthmocele surgery if the residual myo-
metrial thickness is high, and laparoscopy or vaginal re-
pair is recommended if the residual myometrial thickness
is less than 2.5-3 mm (9). While the risk of uterine perfo-
ration is seen during the intraoperative period during hys-
teroscopic isthmocele surgery, there are no complications
stated in the publications in the postoperative period.

The goal of hysteroscopic correction surgery is to remove
inflammation in the endocervix, trim the upper and low-
er edges of the defect, and enable proper blood drainage
from the uterus. Thus, abnormal uterine bleeding and pel-
vic pain, which are common symptoms of isthmocele, can
be reduced (10). Those at risk of perforation during hys-
teroscopy may be better treated with laparoscopy. This is
especially important for patients dealing with pregnancy
because of the risk of uterine perforation, but there is still
no strong evidence that hysteroscopic isthmocele repair
leads to more uterine rupture compared with laparoscopy,
but myometrial thickness appears to be greater after lapa-
roscopic correction (11, 12). Intraoperative uterine perfo-
ration is an expected complication in isthmocele hystero-
scopic repair surgery, but there is no such complication
reported for the postoperative period.

B3

However, in this case, the inflammatory process had
formed an abscess dim on the anterior wall of the uter-
us after the hysteroscopic repair surgery. The isthmocele
may rarely cause an abscess. The infection of accumulated
mucus and blood in the niche area leads to abscess forma-
tion (10). However, in studies published for this abscess
formation, it has been observed that a long period of 10
years has passed since the cesarean section. An abscess
was seen in the isthmocele (niche) area, and full recovery
was achieved with medical treatment (13). Regarding the
relationship between isthmocele and abscess, a case re-
port in the literature developed in the area of isthmocele
10 years after cesarean and was cured with conservative
treatment (14). In our case, the patient had hysteroscop-
ic surgery 3 years after the last cesarean section, and the
complaint of pelvic pain was present for 8 months. The
inflammatory process had formed an abscess on the ante-
rior wall of the uterus. In this case, it was observed that the
patient's complaints completely regressed with 2 weeks of
antibiotic therapy in the postoperative period.

CONCLUSION

Minimally invasive surgery of isthmocele has been gain-
ing popularity in recent years. Although hysteroscop-
ic surgery is a minimally invasive method with a rapid
postoperative recovery, all surgical results and complica-
tions of the hysteroscopic isthmocele surgery are not yet
known. It would be helpful for clinicians practicing this
surgical treatment to keep in mind that they may encoun-
ter complications that have not been seen before, such as
the case presented.
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