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A rare cause of chronic abdominal pain, weight loss and
anemia: Abdominal actinomycosis

Kronik karin agrisi, zayiflama ve aneminin nadir bir sebebi: Abdominal aktinomikosis

Muhsin KAYA', Mehmet Hamdi SAKARYA”

Department of 'Gastroenterology, Dicle University, School of Medicine, Diyarbakir

Department of *Surgery, Diyarbakir Public Hospital, Diyarbakir

Abdominal actinomycosis is a subacute / chronic bacterial infec-
tion that affects different body regions. A 46-year-old female
presenting with intermittent abdominal pain, nausea, vomit-
ing, transient bowel obstruction, weight loss (18 kg), anemia,
and hypoalbuminemia was evaluated in our clinic. Physical
examination showed diffuse slight tenderness and a relatively
fixed tender mass with ill-defined edges localized to the right
lower quadrant. We did not make any specific diagnosis after
complete laboratory, endoscopic and radiological investiga-
tions. We confirmed abdominal actinomycosis after explorative
laparotomy and histopathological examination of biopsy speci-
men taken from the mesenterium and omentum. After long-term
penicillin (6 months) treatment, significant clinical and labora-
tory improvement were observed. In conclusion, abdominal
actinomycosis should be considered in the differential diagnosis
of chronic inflammatory disease with mass lesion and intesti-
nal obstruction.
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INTRODUCTION

Actinomycosis is a subacute/chronic bacterial in-
fection that affects different body regions. The ma-
in causative agent of human actinomycosis is Acti-
nomyces israelii, a gram-positive, filamentous
anaerobic to microaerophilic bacterium, which co-
lonizes in the gastrointestinal and the female ge-
nitourinary tract (1-3). Actinomyces is a member
of the endogenous flora of mucous membranes.
However, after disruption of the mucosal barrier,
extensive abdominal actinomycosis may evolve
(1). Abdominopelvic actinomycosis may mimic ma-
lignancy, tuberculosis and Crohn's disease, and is
therefore often treated surgically. Abdominopelvic
disease can develop after appendicitis, diverticuli-
tis, or bowel surgery. It can also be associated with

Abdominal aktinomikosis viicudun farkli bélgelerini tutan su-
bakut veya kronik bir enfeksiyondur. Kirk alti yasindaki kadin
hasta aralikli gelen karin agrisi, bulanti, kusma, gegici barsak
tikanmast, kilo kaybi, anemi ve hipoalbuminemi nedeniyle kli-
nigimizde arastirildi. Hastanin fizik muayenesinde karinda
yaygin hafif hassasiyet ve sag alt kadranda sinirlart net belli
olmayan kitle saptandi. Tiim laboratuar, endoskopik ve radyo-
lojik incelemelere ragmen hastaya spesifik bir tanit konulama-
di. Hastaya tanisal laparatomi bulgulart ve mezenterium ile
omentumdan alinan biyopsinin histopatolojik bulgularina gore
abdominal aktinomikozis tanist konuldu. Uzun siireli penisilin
(6 aylik) tedavisi sonrast anlamli klinik ve laboratuar diizelme
gozlendi. Sonug olarak kitle ve gegici barsak tikanmast ile bera-
ber olan kronik inflamatuvar hastalik varliginda ayirict tanida
abdominal aktinomikosis de diisiiniilmelidir.
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the presence of any type of intrauterine devices (3-
5). The correct diagnosis is made before surgery in
less than 10% of cases (4-7).

We report an unusual presentation of abdominal
actinomycosis characterized by chronic abdominal
pain, weight loss, severe anemia and hypoalbumi-
nemia.

CASE REPORT

A 46-year-old female was admitted to Diyarbakir
public hospital because of a six-month history of
fluctuating diffuse abdominal pain, intermittent
nausea and vomiting. She also reported a loss of
18 kg of body weight in the last six months and in-
termittent fever. Her appetite had been decreased
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over the same time period and her bowel habits
had been erratic, with frequent episodes of diarr-
hea. She had cesarean section operations 18 and
16 years ago. There was no history of trauma,
night sweats, recent or remote history of abdomi-
nal operation, diabetes mellitus or any immuno-
compromised state. She also had not used any int-
ra-uterine contraceptive device in the past. One
month prior to admission, she had been evaluated
in the general surgery department because of
transient bowel obstruction. On physical examina-
tion, the patient appeared thin and weak. Abdomi-
nal examination revealed diffuse slight tenderness
and a relatively fixed tender mass with ill-defined
edges localized to the right lower quadrant. Labo-
ratory data including tumor markers were within
normal ranges except for an elevated erythrocyte
sedimentation rate (74 mm/h) and decreased he-
moglobin (7.2 g/dl), total protein (5.5 g/dl) and al-
bumin level (1.6 g/dl). Chest radiography was nor-
mal. Esophagogastroduodenoscopy and colonos-
copy did not reveal any specific findings. Barium-
contrast study of small intestine showed mucosal
irregularity and slightly luminal dilatation in the
ileum. Abdominal computerized tomography (CT)
showed marked and diffuse thickening of distal
small intestinal wall and edema in the mesenteri-
um. During clinical follow-up, body temperature
elevated to 37.8°C. For definitive diagnosis, the pa-
tient underwent explorative laparotomy. At lapa-
rotomy, there was a foul smelling small amount of
ascites in the peritoneal cavity and multiple small
abscess formations localized throughout the me-
senterium and omentum. In addition, diffuse wall
thickening in the sigmoid colon, cecum, and ileum
was identified (Figure 1). Since we did not consi-

Figure 1. Multiple small abscess formations located throughout
the mesenterium and diffuse wall thickening in the ileum
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der the diagnosis of actinomycosis during laparo-
tomy, no specimen was sent for culture of Acti-
nomyces. Histopathological examination of biopsy
specimen taken from mesenterium showed granu-
loma formation and many abscesses containing
numerous sulfur granules with characteristic ra-
diating filaments (Figure 2). There was no eviden-
ce of malignancy. Penicillin G (20 million
units/day) was administered intravenously for the
first three weeks postoperatively, followed by oral
ampicillin (2 g/day) for six months. Six months af-
ter laparotomy, she was nearly completely free of
symptoms except intermittent slight abdominal
pain and there was significant regression in the
mass localized to the right lower quadrant. Low
hemoglobin, albumin and total protein levels had
completely returned to normal levels but eryth-
rocyte sedimentation rate was still elevated (67
mm/h).

Figure 2. Actinomycosis colony (sulfur granules) surrounded by
pus (H&E, x10)

DISCUSSION

Actinomycosis is a chronic suppurative infectious
disease that produces a characteristic granuloma-
tous inflammatory response, with pus production
and abscess formation followed by necrosis and ex-
tensive reactive fibrosis (4,7,8). Predisposing fac-
tors for abdominal actinomycosis include previous
abdominal surgery, foreign bodies, appendicitis,
traumatic perforation of the bowel (3,7,8) and im-
munocompromised status such as steroid therapy,
diabetes mellitus or neoplasm (2). The pathogene-
sis of the pelvic actinomycosis is thought to be eit-
her an ascending infection from the lower genital
tract or a spread from an intestinal lesion. Recent
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reports have documented an increased incidence
of pelvic actinomycosis in women using an intra-
uterine device (3,7). In our case, there was diffuse
abdominopelvic involvement; therefore, the pri-
mary infection source could not be identified as be-
ing of intestinal or genitourinary tract origin. In
addition, the patient had no known predisposing
factors that can cause actinomycosis. She had a
history of cesarean sections 18 and 16 years prior
to admission. The period between her last cesare-
an operation and the first symptoms was too long
to plausibly consider any relation between cesare-
an operation and abdominal actinomycosis in this
case.

Chronic granulomatous reaction causes abscesses
in the peritoneal cavity, mass lesions and luminal
narrowing caused by extensive fibrosis and thicke-
ning in the bowel wall. Therefore, this clinical pre-
sentation simulates malignancy, tuberculosis and
inflammatory bowel diseases (3,9). Intestinal acti-
nomycosis involves the cecum, appendix and ter-
minal ileum in 65% of cases. Abdominal actinomy-
cosis typically has a chronic indolent course over
months to years. The symptoms are nonspecific
and include fatigue, fever, abdominal pain, weight
loss and constipation. Examination findings often
include a palpable mass (10,11). In our patient, cli-
nical symptoms including intermittent fever, we-
ight loss, abdominal pain, anemia and hypoalbu-
minemia were probably related to chronic infecti-
on manifested by multiple small abscess formati-
ons localized throughout the mesenterium and
omentum. The history of transient bowel obstruc-
tion, tender mass with ill-defined edges localized
to the right lower abdomen and the wall thicke-
ning in the sigmoid colon and terminal ileum reve-
aled by laparotomy were related to the involve-
ment of the intestine. However, barium-contrast
study of the small intestine and colonoscopy did
not reveal any obstruction in the intestinal tract.
Extensive inflammatory reaction around the bo-
wel wall and intermittent exacerbation of chronic
infection may cause transient bowel obstruction
symptoms.

The correct diagnosis is difficult and can be achi-
eved preoperatively in only 10% of the cases beca-
use of no reliable or specific clinical and laboratory
findings and the relative infrequency of the dise-
ase. Furthermore, acute presentation is unusual,
the disease commonly has subacute or chronic co-
urse lasting from months to years (1,7,9). Radiolo-
gical studies have not been particularly useful in
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preoperative diagnosis. However, although fin-
dings are not specific, CT seems to be the most
helpful diagnostic method. It is able to show an in-
filtrative mass and dense, non-homogeneous cont-
rast enhancement (1). The diagnosis is mostly ma-
de by the finding of typical sulfur granules on pat-
hological examination of the operative specimens.
Diagnosis can be confirmed by culture of causati-
ve Actinomyces sp. (1,7,9,12). A high degree of sus-
picion is important for a timely diagnosis (1). In
our patient, clinical presentation was nonspecific
and preoperative hematological, radiological and
endoscopic findings were not compatible with any
specific diagnosis. Before laparotomy, we conside-
red intestinal lymphoma, tuberculosis and
Crohn's disease in the differential diagnosis beca-
use of the presence of severe weight loss, elevated
erythrocyte sedimentation rate, severe anemia,
abdominal mass lesion localized to the right lower
abdomen and intermittent fever. Both laparotomy
findings and the presence of sulfur granules in the
histopathological examination of the surgically re-
sected specimens confirmed the diagnosis of acti-
nomycosis.

Treatment consists of long-term antibiotic therapy
and adequate surgery, including incision and dra-
inage of abscesses, removal of persistent sinuses,
and excision of necrotic and infected tissue if pos-
sible. Penicillin and tetracycline are both effective.
Initial treatment should be parenteral penicillin G
in high doses of 10-20 million units per day for
three weeks and then continued with oral penicil-
lin. Because of excessive fibrosis and low vas-
cularity, antimicrobial therapy should be con-
tinued until all signs of inflammation disappear,
and this may take from several months to one year
or more (2,4,5,6). In our patient, surgical drainage
of abscesses and excision of some necrotic tissue
were performed during laparotomy. Antimicrobial
treatment was continued for six months. Clinical
symptoms and laboratory abnormalities including
anemia and hypoalbuminemia recovered at the
end of the first month. However, very slow regres-
sion in the mass lesion localized to the right lower
quadrant and persistent elevation in the eryth-
rocyte sedimentation rate may support continual
inflammation and infection. Therefore, we con-
sider that antibiotic treatment should be con-
tinued until complete resolution of the mass lesion
and achievement of normal erythrocyte sedimen-
tation rate.
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In conclusion, abdominal actinomycosis should be

considered in the differential diagnosis of chronic

REFERENCES

1.

Valko P, Busolini E, Donati N, et al. Severe large bowel
obstruction secondary to infection with Actinomyces isra-
elii. Scand J Infect Dis 2006; 38: 231-4.

Hetni AF, Josni S, Saadeldin YA, et al. Primary anterior
wall actinomycosis. Singapore Med J 2006; 47(5): 419-21.

Antonelli D, Kustrup JF. Large bowel obstruction due to
intrauterine device: associated pelvic inflammatory dise-
ase. Am Surg 1999; 65: 1165-7.

Nasu K, Matsumoto H, Yoshimatsu J, et al. Ureteral and
sigmoid obstruction caused by pelvic actinomycosis in an
intrauterine contraceptive device user. Gynecol Obstet In-
vest 2002; 54: 228-31.

Yegiiez JF, Martinez SA, Sands LR, et al. Pelvic actinomy-
cosis presenting as malignant large bowel obstruction: a ca-
se report and a review of the literature. Am surg 2000; 66:
85-90

Chen LW, Chang LC, Shie SS, et al. Solitary actinomycotic
abscesses of liver: report of two cases. Int J Clin Pract 2006;
60: 104-7.

257

inflammatory disease with mass lesion and intes-

tinal obstruction.

10.

11.

12.

Kin JC, Cho MK, Yook JW, et al. Extensive colonic strictu-
re due to pelvic actinomycosis. J Korean Med Sci 1995; 10:
142-6.

Yamada H, Kondo S, Kamiya J, et al. Computed tomograp-
hic demonstration of a fish bone in abdominal actinomyco-
sis: report of a case. Surg Today 2006; 36: 187-9.

Sallami S, Nouira Y, Hmidi M, et al. Pseudo-tumoral renal
actinomycosis. Int J Urol 2006; 13: 803-4.

Filippou D, Psimitis I, Zizi D, et al. A rare case of ascending
colon actinomycosis mimicking cancer. BMC Gastroenterol
2005 Jan 4; 5: 1.

Omundsen MS, Dennett E. An unusual cause of small bo-
wel obstruction in a 56-year-old woman. ANZ J Surg 2005;
75: 923-4.

Bittencourt JAF, Andreis EL, Lima EL, et al. Actinomyco-

sis simulating malignant large bowel obstruction. Braz J
Infect Dis 2004; 8: 86-9.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


