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INTRODUCTION 

Actinomycosis is a chronic, suppurative, granulomatous 

disease which is typically seen in the cervicofacial and 

thoracic regions and less commonly abdominopelvic (10-

20%).
1
 It is caused by an anaerobic, filamentous gram 

positive bacterium which is a normal commensal of the 

oropharynx, gastrointestinal tract and genital tract. Pelvic 

actinomycosis is almost always associated with the 

current or prior use of an intrauterine contraceptive 

device.
2
 Clinical diagnosis is difficult owing to the close 

resemblance to an ovarian tumour.
3
 Definitive diagnosis 

is usually made only after histopathological correlation.
4
 

Reported here is a patient with pelvic actinomycosis 

unrelated to the use of an intrauterine contraceptive 

device. A brief review of relevant literature is also 

presented. 

CASE REPORT 

A 29 year old lady presented with complaints of lower 

abdominal pain and yellowish discharge per vaginum on 

and off for a period of one month. She had a background 

of primary infertility for 8 years and on evaluation for the 

same, had been diagnosed to have chronic pelvic 

inflammatory disease. She had undergone a laparotomy 

and excision of a left ovarian haemorrhagic cyst 12 years 

earlier. She had no history of having had an intrauterine 

device at any time.  

Clinical examination revealed a large, 10 x 12 cm, right 

sided abdominopelvic mass with ill-defined borders and 

restricted mobility. There was no ascites or 

lymphadenopathy and the rest of the clinical examination 

was unremarkable.  
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ABSTRACT 

Actinomycosis is a chronic, suppurative, granulomatous disease which is typically seen in the cervicofacial and 

thoracic regions and less commonly abdominopelvic (10-20%). It is caused by an anaerobic, filamentous gram 

positive bacterium which is a normal commensal of the oropharynx, gastrointestinal tract and genital tract. Pelvic 

actinomycosis is almost always associated with the current or prior use of an intrauterine contraceptive device. 

Clinical diagnosis is difficult owing to the close resemblance to an ovarian tumour. Definitive diagnosis is usually 

made only after histopathological correlation. Reported here is a patient with pelvic actinomycosis unrelated to the 

use of an intrauterine contraceptive device. This patient presented with clinical features suggestive of chronic pelvic 

inflammatory disease with a possible benign ovarian tumour. Operative findings were consistent with pelvic 

inflammatory disease. The typical histopathological features of the Splendor Hoeppli phenomenon with sulphur 

granules and isolation of the actinomyces organism (which is rare) revealed the diagnosis of actinomycosis of the 

fallopian tubes. Pelvic actinomycosis is a rare condition and seldom described in the absence of an intrauterine 

device. High dose, long term antibiotic therapy is the key to successful resolution with surgery reserved for refractory 

cases. This patient showed good clinical and radiological response. 
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Imaging (ultrasound abdomen) showed a 16 x 10 cm 

multiloculated cyst in the pelvis with thick septations and 

internal echoes, however there were no solid areas or 

papillary excresences. The ovaries could not be visualised 

separately and there was no ascites. Tumour markers 

were in the normal range. With the working diagnosis of 

a probable ovarian tumour, she was planned for a 

laparotomy. 

Operative findings revealed dense pelvic and peritubal 

adhesions, consistent with a chronic inflammatory 

process. A right adnexal cyst of 15 x 10 cm with clear 

fluid was present along with thickened and dilated 

fallopian tubes filled with purulent material. Adhesiolysis 

and bilateral adnexectomy was performed. The 

histopathology showed sections of the fallopian tube with 

moderate to dense infiltrates of neutrophils, lymphocytes, 

eosinophils and foamy histiocytes with inflammatory 

exudates in the lumen. The classic appearance of sulphur 

granules characterized by the Splendor- Hoeppli 

phenomenon with a peripheral eosinophilic rim and a 

basophilic center was present. The periphery of the 

granule showed gram positive, branching, filamentous 

bacteria which were positive for Periodic Acid Schiff 

(PAS) and Grocott Methenamine Silver (GMS) stain, 

typical of actinomyces. 

 

Figure 1: A; Hematoxylin and eosin (H&E) stain 

showing wall of fallopian tube with subepithelial 

chronic inflammation, 10x magnification; B; H&E 

stain showing a granule displaying central basophilia 

and a peripheral rim of eosinophilic, club-like 

projections composed of immunoglobulin, fibrin, and 

tissue debris (Splendore-Hoeppli phenomenon), 10x 

magnification; C; H&E stain displaying granule at 

20x magnification; D; Grams stain showing gram 

positive filamentous bacilli, 100x magnification. Acid 

fast stain was negative. 

Hence, she was given high dose parenteral penicillin for 2 

weeks and subsequently put on oral amoxicillin for a total 

of 3 months. She showed good clinical and radiological 

response.  

Repeat ultrasonography done after 2 months of treatment 

showed no features of residual pelvic inflammatory 

disease, with a normal uterus and cavity and no pelvic 

masses. 

DISCUSSION 

Pelvic actinomycosis is a rare condition with only a few 

cases reported in literature.
5
 85-90% of these have been 

associated with the use of an intrauterine device.
6-10

 The 

proposed pathogenesis in those with an IUD is the 

development of a biofilm on the copper surface and 

subsequent invasion of breached tissue.
2,11,12

 Here we 

report a patient with pelvic actinomycosis unrelated to the 

use of an IUCD.  

A few cases have been reported of pelvic actinomycosis 

unrelated to the use of an IUD. Interestingly, each of 

these patients have had a prior pelvic procedure, one after 

hysteroscopic coil sterilization, two patients after mesh 

surgeries for stress incontinence, and one patient after 

transvaginal oocyte retrieval.
13-15

 The patient reported 

here had chronic pelvic inflammatory disease and a 

previous surgery for removal of a tubo-ovarian mass.  

Coinfection of actinomyces along with more common 

causative organisms for PID, like Neisseria gonorrhoea, 

has been described.
10,16,17

  

Definitive clinical diagnosis of this condition is difficult 

since it usually mimics an ovarian tumour.
6-8

 More often 

than not, it is the pathologist who first diagnoses this 

condition after extensive surgery.
18

 It may be worthwhile 

to keep this in mind as a differential when dealing with 

young patients with an adnexal cyst with no other 

features of malignancy and a history of longstanding 

Copper-T use.  

CT and ultrasound guided aspirations of the abscesses 

have sometimes yielded positive results.
18,19

  

Isolation of the organism however, is challenging, and 

microbiological identification occurs only in a minority.
20

 

This has been attributed to the fragility of the germ and 

its extreme sensitivity to common antibiotics thereby 

reducing the final yield available for culture.
7,12,21

  

The most definite method of diagnosis is the 

demonstration of the presence of macroscopic sulphur 

granules (which is a conglomeration of the organisms) or 

histology showing microscopic granules with the 

organism on special staining. 

Due to the rarity of the disease, treatment is based on 

clinical experience as there are no randomized controlled 

trials. High dose, long term antibiotic therapies are the 

key principles to successful resolution.
21-23

 Protracted 

treatment is required for extensive disease. Duration of 

antibiotic therapy should be individualized based on 

clinical response. As medical therapy is efficacious, 
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surgery may be reserved for extensive and refractory 

disease.
24 
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