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Infected Multilocular Urethral Diverticulum Complicating 
Midurethral Transobturator Tape Procedure: A Case Report
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Abstract

The tension-free vaginal tape (TVT) and transobturator tape (TOT) 
procedures are now the most commonly performed operations for 
stress urinary incontinence (SUI) in the UK. The majority of reports 
in the literature relate to the success of TVT in treating SUI. However, 
there are little data regarding the associated complications. The oc-
currence of urethral diverticulum following a TVT is rare. The con-
dition frequently presents with non-specific and non-classical symp-
toms and this leads to incorrect and delayed diagnosis. Reviewing the 
English literature, we could find three cases of urethral diverticula 
after a TVT procedure but we could not find any case of urethral di-
verticulum post TOT insertion. We report a case of a multilocular in-
fected urethral diverticulum 5 years following TOT operation and we 
describe the management.
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Introduction

The midurethral tension-free vaginal tape (TVT) for repair of 
stress urinary incontinence (SUI) was first described by Ulm-
sten et al in 1996 [1]. In France in 2001, Delorme introduced 
the transobturator tape (TOT) sling procedure in humans, and 
found that the short-term results of the TOT sling procedure 
were similar to those of the TVT [2]. TVT and TOT are now 
the most commonly performed operations for stress inconti-
nence in the UK.

Thousands of these procedures have been performed in 
Europe and the United States.

Several complications have been reported with both surgi-

cal approaches including bladder and urethral injury, bleeding, 
pelvic hematoma, infection, tape extrusion and de novo urge 
incontinence. Groin pain is associated with the transobturator 
technique.

Major complications are rare but include bowel perfora-
tion and vascular injuries which may be life threatening. Fa-
talities have been reported [3, 4].

Urethral diverticula are estimated to occur in 1-6% of 
women; although usually diagnosed between the third and fifth 
decade of life, they can affect all age groups [5].

Many are asymptomatic or misdiagnosed; therefore, the 
true prevalence is likely to be much higher. The condition 
frequently presents with non-specific and non-classical symp-
toms and this leads to incorrect and delayed diagnosis. A high 
level of suspicion and appropriate imaging are the critical steps 
in establishing the diagnosis [6].

We report a case of a multilocular infected urethral diver-
ticulum 5 years following TOT operation and we describe the 
management.

Case Report

A 50-year-old multiparous woman was complaining of groin 
pain, particularly down the right leg, and recurrent abscesses 
discharging vaginally. Her symptoms started 3 months follow-
ing a vaginal hysterectomy and insertion of midurethral TOT 
for treatment of prolapse and stress urinary incontinence (SUI).

Investigations for her symptoms included an MRI that re-
vealed some abscesses around the tape site in the vagina. She 
was offered surgical removal of the tape. At the operation, a 
small central portion of the tape was removed vaginally. How-
ever, the patient did not experience any improvement postop-
eratively and her symptoms persisted.

Four years later, she had a further anterior vaginal wall 
repair to treat a cystocele. Cystoscopy at the time of the op-
eration did not reveal any abnormality and unfortunately, her 
distressing symptoms persisted.

In 2013, the patient was referred to us for further assess-
ment and management.

Vaginal examination was unremarkable; however, a pelvic 
MRI revealed a 2 mm cystic lesion around the urethra of un-
clear significance.

The patient consented to examination under anesthesia 
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and removal of the remnants of the TOT. She was aware of 
all the risks including damage to the obturator nerve and the 
surgical difficulty in identifying and removing the tape.

Both groins were explored. The tape was identified and 
excised completely on the right side; however, the tape was 
not identified on the left side. A cystoscopy failed to identify 
any abnormality. However, a swelling was palpable over the 
urethra with pus draining from the urethral meatus upon ap-
plying pressure.

The swelling over the urethra was incised and pus was 
drained and sent for culture and sensitivity. We mobilized and 
excised a multilocular thick-walled diverticulum, and the os-
tium into the urethra was sutured with three interrupted 3/0 
PDS sutures. An indwelling urethral catheter was left in situ 
for 3 weeks.

The patient made an uneventful recovery and was dis-
charged home after 5 days. She was seen in the outpatient 
clinic 6 weeks postoperatively where she declared that all of 
her symptoms had resolved. Histopathology of the excised 
multilocular abscess confirmed a chronically infected urethral 
diverticulum.

Discussion

The majority of reports in the literature relate to the success of 
TVT in treating SUI. However, there are little data regarding 
the associated complications. The occurrence of urethral diver-
ticulum following a TVT is rare.

Reviewing the English literature, we could find three cas-
es of urethral diverticula after a TVT procedure and there are 
two other cases reported in the Czeck literature. These were 
diagnosed and treated within 6 months of the tape insertion; 
however, we could not find any case of urethral diverticulum 
reported post TOT insertion [7-10].

The etiology of urethral diverticula complicating midure-
thral tape procedures is not fully understood.

Hammad [7] in his case report suggested that the increased 
intraurethral pressure resulting from the placement of the TVT 
had caused the diverticulum to form. A suggestion was sup-
ported by the fact that the diverticulum was found proximal to 
the sling site.

However, Mahdy et al [9] found in their case report the 
diverticulum to be located distal to the sling site. They sug-
gested that the diverticulum may have developed because of 
extensive periurethral dissection which may result in trauma 
to the urethra causing a urethral erosion and possibly urethral 
diverticulum, especially if the new tape is associated with ob-
structive voiding.

The exact cause of the diverticulum in our case is difficult 
to ascertain. Nevertheless, the most likely predisposing factor 
is the TOT surgery which was performed at the time of vaginal 
hysterectomy and anterior repair. This is supported by the fact 
that the patient’s symptoms of recurrent vaginal abscesses and 
urinary tract infections appeared only a few months after the 
insertion of the midurethral TOT. However, it is difficult to 
exclude the possibility that the patient might have had a very 
small diverticulum before the TOT operation which got worse 

as a result of surgery.
Patients with urethral diverticulum often present diagnos-

tic dilemmas with non-specific lower urinary tract symptoms 
and the diagnosis is often delayed [11].

The case presented, along with the three cases described 
previously, supports the need for an accurate diagnostic 
workup in the face of symptoms suggestive of urethral diver-
ticulum following midurethral tape procedures. The diverticu-
lum is usually best demonstrated by MRI [12].

In conclusion, midurethral tape procedures may predis-
pose to the formation of urethral diverticula or exacerbation 
of already existing undiagnosed ones. This needs to be consid-
ered in patients complaining of non-specific persistent symp-
toms following these procedures.
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