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Abdominal Actinomycosis : report of two case.
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Suvichanvorasin M, Kasantikul V, Boonjunwetwat D, Leewongcharoen C. Abdominal
Actinomycosis : report of two case. Chula Med J 1990 Sep; 34(9) : 705-711

Two cases of abdominal actinomycosis are reported. Both patients presented with abdominal
masses which were mistaken for malignancy on clinical ground. Pathologically the lesions consisted
of dense fibrous connective tissue and granulation tissue mingled with abscesses. Identification of
bacterial colonies was essential to establish the diagnosis.
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Actinomycosis is an infectious disease caused by
an anaerobic gram-positive bacteria.(l) The organism is
capable of infecting every organ including the cervicofa-
cial, abdominal, thoracic and pelvic regions.(-4
.Clinically, primary abdominal actinomycosis may mimic
any infectious or neoplastic diseases.3:37) We have
encountered two cases of abdominal actinomycosis
presenting as abdominal mass. Both patients made an
excellent recovery by using specific antibiotics after
pathological diagnosis of the disease.
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Case Reports

Case 1.A 35-year-old man, who had been in
good health, developed abdominal mass of one month
duration in association with intermittent abdominal pain,
at the left lower quadrant. Examination revealed an ill-
defined tender mass at the suprapubic region. The heart
and lungs were normal. Leukocyte count depicted 12,600
cells/mm? with 74% neutrophil, 8% eosinophil and 18%
lymphocyte. Ultrasonogram and barium enema disclosed
solid soft tissue density at the lower abdomen (Fig 1). The
clinical impression was leiomyosarcoma.

Figure 1.
colon (case 1).

At surgery the mass was located in the mesentery
with focal adhesions involving the adjacent small and large
intestine. The jejunoileal loop, the third part of duodenum,
segment of cecum, appendix and sigmoid colon as well
as the mesenteric mass were resected.

The specimen was fixed in 10% formalin. A

Barium enema demonstrated a soft tissue mass in the abdominal cavity with pressure effect on sigmoid

large, globular, firm mesenteric mass, 6 cm. in diameter
was noted showing grayish white cut surface with
scattering softened yellow map-like areas (Fig. 2A). The
appendix showed thickened serosa and narrow lumen. A
fecalith, 0.5 cm. in diameter, was found in the submucosa
(Fig. 2B).
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Figure 2. A. Cross-section of the mesenteric mass showing solid grayish white cut surface (case 1). Note

the well preserved intestinal mucosa.

B. The thickened appendicial wall with intramural fecalith (arrow)

Microscopically, the lesion was composed of
dense fibrous connective tissue alternated with areas of
abscesses and granulation tissue (Fig. 3A). Multiple
microabscesses were present in the muscular layer of the
small intestine, appendix and sigmoid colon. Furthermore,
eosinophilic infiltration and sinus tract were noted in the
appendicial wall. Occasionally, clumps of organism were
found within the abscesses, which were characterized by

round or oval basophilic masses with peripheral radiating
eosinophilic clubs in routine stain (Fig. 3B). Each colony
contained dense meshes of gram positive filamentous
bacilli with frequent short branching. Beading was also
observed in gram stain (Fig. 4A). The fecalith in the
appendix was surrounded by similar organism which
stained black in GMS (Fig. 4B), pink in PAS and was
not acid-fast.

Figure 3. A.

Case 1: Photomicrograph showing dense fibrosis and inflammatory cells. H & E X 40.

B. Clump of bacteria in abscess. H & E X 400.
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Figure 4. A.

Photomicrograph of gram-positive branching filaments of bacteria. Gram X 1000

B. Numerous delicate filaments were shown. GMS X 400.

The post-operative course was complicated by
partial gut obstruction and was relieved with conservative
treatment. The patient received high dose of penicillin for
three weeks and was in good condition when seen 2 weeks
after therapy.

Case 2. An 8-year-old girl was admitted to
Chulalongkorn Hospital because of a progressive enlarged
abdominal mass, fever and pain for 2 weeks. Physical
examination revealed a 7 X 8 cm. mass in the right lower

abdomen and a 3 X3 cm. mass in the left. Laboratory data
showed a hemoglobin of 11 gm% and leukocyte count
of 22,500 cells/mm?3 with 65% neutrophil, 3% eosinophil
and 28 % lymphocyte. Barium enema, ultrasonogram and
CT scan demonstrated a soft tissue mass at the ileocecal
region causing irregular narrowing of the intestinal lumen.
(Fig. 5,6) The lesion also involved the anterior abdominal
wall. The mass was homogeneously enhanced in CT scan.
Lymphoma was suspected clinically.

Figure 5. A. Case 2: Barium enema depicted soft tissue mass at the ileocecal area causing deformed cecum

and irregular narrowing of terminal ileum.

B. Ultrasonogram disclosed low echoic area locating around intestinal loops in the right pelvic cavity.
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Figure 6.

CT scan showed homogenously enhanced soft tissue mass at the ileocecal area and narrowing of terminal

ileal lumen, with extention to adjacent anterior abdominal wall (Case 2).

At surgery there were two invasive lesions with
extensive necrosis adherent to the ileum, cecum and
anterior abdominal wall. Multiple biopsies with appendec-
tomy were performed. Pus cultures for bacteria, aerobic
and anaerobic, and fungus yielded no growth. Micro-
scopically, the biopsies from terminal ileum and
abdominal wall showed abscess formation and granulation
tissue with a clump of Actinomyces. The appendix
exhibited intact mucosa with foci of intramural abscess.
Foamy histiocytes, lymphocytes and plama cells were
found in the serosa and muscular layer.

Parenteral ampicillin and gentamicin were
prescribed for 5 days followed by oral amoxycillin for
14 days. She was discharged in good condition.

Discussion

Generally, the lesion of actinomycosis is charac-
terized by fibrotic scar mingled with abscesses as noted
in the current examples.-3:7) The finding of gram
positive branching filaments within the abscess was
essential to establish the diagnosis of the disease in our
patients. It must be emphasized, however, that the
presence of eosinophils and blood eosinophilia in case 1
is uncommon and has been rarely described® In-
terestingly, most cases of abdominal actinomycosis
including the present instances exhibit no mucosal
involvement.5:7) While the mucosa is preserved, the
organisms apparently destroy adjacent structures with
direct spread to nearby organs such as liver, spleen,

abdominal wall and mesentery similar to our cases.(7-8)

Little is known about the pathogenesis of the
abdominal lesion.:7-®) It should be noted that the
infection often involves the ileocecal region. Some authors
suggested that the lesion may arise primarily from the
cecum and appendix.®-7) The presence of appendicitis in
our cases and the findings of intramural fecalith with
organism in case | are evidence to support this view.

Abdominal actinomycosis is important clinically
because the lesion is frequently adherent either to the
abdominal or intestinal wall. Moreover, barium enema,
CT scan and ultrasonogram may not be able to distinguish
such inflammatory process from neoplasm.(-9:10,11)
Hence it is difficult to recognize this disease with certainty
and the diagnosis is often mistaken for malignancy on
clinical ground. Awareness of the disease, tissue biopsy
and bacterial culture may prevent such an error as well
as aid in determine the basic nature of the lesion as noted
in our case 2.

Prognosis of the disease is usually excellent after
adequate dosage of penicillin.2:7-12) The recommended
medical treatment is high dose parenteral penicillin for
4 weeks follow by oral form for 3-6 months.®4 Other
antibiotics such as tetracycline, ampicillin, chloram-
phenicol, erythromycin, lincomycin and cephalosporin are
alternatives.®-8) However, with radical excision of the
mass, prolonged high dose penicillin is unnecessary as
seen in both our cases. 12 The combination of am-
picillin, gentamicin and amoxycillin in case 2 proved to
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be useful for this disease and has not been reported
previously.
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