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CASE REPORT

Abdominal Actinomycosis Simulating
Malignancy of the Right Colon
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Actinomycosis is a chronic, suppurative, and granuloma-
tous disease caused by an anaerobic or microaerophilic
gram-positive bacterium, Actinomyces israelii, manifest-
ing itself as fistula, sinus, inflammatory pseudotumor, or
abscess formation. The cervicofacial region (50 to 65%)
accounts for the majority of the cases followed by ab-
domen (20%) (1–5). Abdominal infection mostly involves
the cecal area and can simulate malignant tumor on clinical
and radiological examinations (1, 4, 6, 7). The diagnosis
is almost always ascertained after surgery and histopatho-
logical examination of the specimen.

The purpose of this report is to emphasize the possibility
of encountering an abdominal mass related to actinomyco-
sis in emergency cases and the benefit of limited surgical
procedure.

CASE REPORT

A 28-year-old man was admitted to emergency room with
severe right lower abdominal pain, nausea, and vomitting of a
few days’ duration. He had a 4-month history of decrease in
appetite but no weight loss, bloating, and vague lower abdominal
pain. His further medical history revealed hospitalization for
pulmonary tuberculosis 9 years prior. He denied any surgical
procedures.

Physical examination disclosed fever (38◦C) and tachycar-
dia (110/min). He was noted to have a distended abdomen with
guarding and rebound tenderness, especially in the right upper
and lower quadrants. No abdominal mass was palpated.

Abnormal laboratory values included only a leukocyte count
of 15,800/mm3. Abdominal ultrasound showed pelvic free fluid
and an irregular mass in the right lower quadrant.

The patient underwent an emergency laparotomy with the
presumptive diagnosis of perforated appendicitis and related pe-
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riappendicular abscess. Approximately 200 ml of greenish pu-
rulant fluid was aspirated from the pelvis. A large firm tumor
extending from the ascending colon to the hepatic flexure in-
volving the mesocolon was identified. The second portion of
the duodenum was adherent to the posterior of the mass. The
decision at this juncture was to perform a right hemicolectomy
versus a hemicolectomy with Whipple procedure because of the
duodenal invasion. We preferred to perform a right hemicolec-
tomy with end-to-end ileocolonic anostomosis, leaving a macro-
scopically evident tumor on the duodenal serosa because of not
having a malignancy confirmation of the mass. Further explo-
ration of the abdominal cavity revealed no other pathological
findings.

Histological examination revealed a dilated cecum and a
smooth, edematous mucosal surface in the entire resected spec-
imen. Appendix vermiformis was also idenfied intact, with di-
mensions of 6 × 1 cm. An 8 × 6-cm solid gray tan mass with
liquefied areas was present in the meso of the ascending colon.
Microscopic sections revealed a suppurative inflammation in the
fibrofatty tissue of the mesocolon with actinomyces colonies
showing a filamentous structure (Figure 1).

The postoperative period was uneventful and the patient made
a rapid recovery from surgery. Based on the histopathologic re-
sults of the resected specimen, systemic intravenous penicillin
treatment was initiated, which lasted 4 weeks, followed by 1 year
of phenoxypenicillin. At the end of the first year the abdominal
CT scan and colonoscopy were within normal limits.

DISCUSSION

The anaerobic gram-positive bacterium Actinomyces
israelii, the causative agent of actinomycosis, is a compo-
nent of the flora of the oral cavity and the upper intestinal
tract of humans (1). The three main clinical presentations
have been divided into cervicofacial, thoracic, and abdom-
inal regions (1–5). In the abdominal region, the right side
of the colon is the site most often involved (1, 4, 7). Pri-
mary actinomycosis of the retroperitoneal and perianal
region, urinary bladder, liver, spleen, and stomach has
also been reported in the abdomen (3, 5, 8–11). Although
abdominal actinomycosis occurs more often in men, the
incidence of actinomycosis in the female population has
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ABDOMINAL ACTINOMYCOSIS

Fig 1. Suppuration, showing a filamentous actinomyces colony among
neutrophils and macrophages. (Hematoxylin and eosin stain; original
magnification, ×200.)

increased since the 1970s with the widespread use of in-
trauterine devices (1, 12, 13). The disease manifests it-
self as a fistula, sinus, inflammatory pseudotumor, or ab-
scess formation with a course that is usually indolent and
slow-growing without any specific signs and symptoms. It
can simulate malignant tumors, inflammatory bowel dis-
ease, and granulomatous disease in clinical and radiolog-
ical examinations (1, 3, 4, 6). Inflammatory processes,
previous surgery, appendicitis, foreign bodies, and per-
foration of the hollow viscous and neoplastic processes
are the predisposing factors in pathogenesis (1, 14, 15).
None of these predisposing factors were present in
this case.

CT scan seems to be the most appropriate diagnostic
tool, especially when combined with fine-needle aspira-
tion, but less than 10% of cases can be diagnosed before
surgery (16, 17). The possibility of achieving a positive
culture is 23–30% and the diagnosis is usually ascertained
after histopathological examination (1, 2, 18).

Medical and surgical treatment together achieve a com-
plete recovery in 90% of cases (14, 15). Surgery, which
consists of resection, debulking, or drainage, is followed
by long-term antibiotic therapy. Most actinomyces infec-
tions are polymicrobial (3, 19). Penicillin is the drug of
choice, while erythromycin and clindamycin can be alter-
natives in allergic patients. Cephalosporins, aminoglyco-

sides, ciprofloxacin, amoxicilline, and metranidazole have
also been used successfully (5, 12, 20). The duration of
the therapy is controversial.

CONCLUSION

Abdominal actinomycosis can be misdiagnosed as ma-
lignant tumors of the abdominopelvic structures, and this
may lead to unnecessary agressive surgical resective pro-
cedures with high morbidity and even mortality rates. Par-
ticularly in emergency operations confronting the surgeon
with an intraabdominal mass without confirmation of ma-
lignancy, abdominal actinomycosis should be taken into
consideration in differantial diagnosis, especially when
associated with infectious symptoms, and extensive sur-
gical procedures should be avoided. Additionally, as in
this case, predisposing factors regarding actinomycosis
may be absent.
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