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INTRODUCTION 

Pelvic inflammatory disease is a set of symptoms and 

signs that respond to an inflammatory disorder of the 

female genital tract, ranging from endometritis, 

salpingitis, salpingooforitis, septic tube-ovarian 

abscesses, septic pelviperitonitis and shock that would 

compromise the patient's life. At present, all women of 

childbearing and sexually active age should be suspected, 

it is more frequent and aggressive in adolescence.1,2 

In 1979, Cowgill conducted a review of cases of pelvic 

inflammatory disease by actinomyces for 40 years, 

reporting a total of 300 cases.3 Two thirds corresponded 
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to the abdominal cavity, especially of appendicular 

origin. Increasing the frequency of pelvic infection, 

which is attributed to the massive use of intrauterine 

devices. The first report of ovarian actinomyces was 

published in 1909 by Taylor and Fisher.4 In 1966 

Figueroa et al, they presented the case of a patient with an 

intrauterine device operated by a bilateral ovarian tube 

abscess with the presence of actinomyces Israelii.5 

The relationship between genital colonization by 

Actinomyces, the use of intrauterine devices and the 

development of pelvic inflammatory disease has been 

well analyzed from the work of Henderson in 1973, who 

was the first to describe this association.6 Since then there 

have been numerous publications of cases of genital 

actinomycosis in women who carry intrauterine devices, 

which confirm that this intrauterine foreign body 

predisposes to the genital tract superior to infection or 

increases the virulence of actinomyces.7 In addition, it has 

been proven that the risk is greater with the use of plastic 

devices than with those of copper and especially in cases 

where their use continues for more than three years.8 

In 1976, Actinomyces was first identified in Pap smears, 

which allowed its use as a method of detection in IUD 

users to be postulated.9  

A study published in 1987 a review of cervicovaginal 

cytology smears of 1400 women using IUDs was 

performed, which showed 12.6% colonization, with a risk 

clearly related to the time of use of the device.10 

Fiorino published an incidence range of 0 to 31% with an 

average of 71% in women using IUDs and with 

cervicovaginal cytology positive for Actinomyces.11 

Actinomyces Israelii is a saprophytic bacterium that is 

usually found in the oral cavity and in the tonsil crypts.12 

Poor oral hygiene is a predisposing factor. Which from 

the oral cavity can reach the respiratory or digestive tract 

mainly affecting the appendix. Once the mucosa is 

penetrated, dissemination occurs by continuity, 

destroying the anatomical planes. Rarely there are distant 

foci by hematogenous dissemination. The lymphatic 

route is considered exceptional. As bacteria proliferate, 

they spread to neighboring tissues and form a fibrotic 

mass. Typically, the microorganism masses form 

granules with abundant eosinophils, which are called 

"sulfur grains".13 The microbiological technique of choice 

is by demonstration of sulfur grains by deep tissue 

aspiration by needle. The microscopy grains are white, 

between 50 and 400 μm in size.14 

There may be secondary fibrosis, which produces areas 

of induration, which is confused with neo-malignant 

formation. With hematoxylin and eosin staining, the 

lesions show a mixed inflammatory infiltrate with 

formation of micro abscesses, nuclear polymorphs, 

central necrosis, multilobed grains, and presence of 

basophils. 

The culture should be carried out under anaerobic 

conditions between 35-37 degrees Celsius, in chocolate 

agar. The colonies develop between 5 and 15 days and 

are yellow white.15 

Penicillin is the drug of choice; resistance is rare high 

doses should be administered for prolonged times.19 In 

those who are allergic to penicillin, options include 

tetracyclines, erythromycin, doxycycline and 

clindamycin. However, the response to tetracyclines and 

ciprofloxacin is poor and a beta-lactam antibiotic 

combined with a beta-lactamase inhibitor should be the 

first option.16 

Parenteral therapy may be required for a severe infection 

before switching to the oral route. In general, the disease 

is treated until there is evidence of complete resolution. 

Occasionally, surgery is required to drain the abscesses, 

but since the actinomyx infection does not respect the 

tissue planes, the surgery can be complicated and, if 

possible, should be delayed at least until after a cycle of 

antibiotic use.16 

CASE REPORT 

34-year-old woman originally and resident of the state of 

Mexico, Catholic, active military. No chronic 

degenerative history denied allergies, transfusions. 

Smoking from the age of 15 at the rate of 2-3 cigarettes a 

day. irregular menstrual, with dysmenorrhea. Beginning 

of active sexual life at age 16; number of sexual partners 

4. Methods of family planning, user of intrauterine device 

for 5 years to the present. Last cervicovaginal cytology 9 

months ago negative to malignancy. Gestas 1 caesarean 

section 1 in 2008 for preeclampsia. 

Go to the emergency department for presenting 

abdominal pain in hypogastric medical assessment where 

ciprofloxacin and gentamicin were administered for 7 

days due to urinary tract infection; During more than 2 

weeks of evolution, attending this service by not showing 

clinical improvement and exacerbation of abdominal pain 

and fever, he decided to go to the hospital. It also refers 

to a history of constipation of 3 days of evolution and 

pain in the lumbar back region. 

On the physical examination, the following vital signs are 

detected: Blood pressure of 120/60 mmhg; Heart rate of 

80 beats per minute; 96% oxygen saturation; Respiratory 

rate of 20 breaths per minute; temperature of 36 °C. It is 

conscious, oriented, adequate coloration, 

cardiopulmonary without apparent commitment. Globose 

abdomen due to adipose panicle, decreased intensity in 

peristalsis, deep palpation pain at hypogastric level, 

negative rebound, no data from peritoneal irritation, no 

appendicular data. Giordano positive of predominance 

right. Normal genitals, to the vaginal uterus touch in 

Anteroversoflexion of approximately 9 × 10 cm, pain due 

to mobilization of the cervix. Eutermic cavity, glove with 

non-fetid whitish leukorrhea. 
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Table 1: Laboratory studies. 

DATE LEUC NEUT HB HTO PLT VSG PCR 

06.01.19 16.1 mil 82.7% 9 Gr/dl 28.4% 704 000 40 mm 23.2 mg/dl 

07.01.19 15.6 mil 81% 8.6 Gr/dl 27% 624 000 36 mm 18 mg/dl 

09.01.19 16.4 mil 85% 8.1 Gr/dl 26% 663 000 32 mm 18.99 mg/dl 

HB: Hemoglobin, LEUC: Leukocytes, HTO: Hematocrit, PLT: Platelets, VSG: Erythrocyte sedimentation rate, PCR: C-reactive 

protein 

 

Spectroscopy shows vaginal walls without apparent 

lesions, whitish secretion not fetid in the posterior sac, 

observing IUD guides at the level of the cervical orifice, 

which is removed without incident, taking vaginal 

cultures. Extremities without edema, rest not alterations. 

Laboratory studies are annexed in Table 1. He was 

hospitalized as pelvic inflammatory disease and 

pyelonephritis; Renal ultrasound showing bilateral renal 

inflammatory process. 

 

Figure 1: Transvaginal ultrasound. Left ovary with 

presence of follicles, as well as peripheral free fluid 

with some septa. 

 

Figure 2: Simple abdominal tomography sagittal, 

coronal and axial. It is displayed at the level of the 

pelvic hollow, striation of the mesenteric fat, without 

adequate visualization of the annexes and uterine 

cavity (asterisk), as well as thickening of the bladder 

wall and the colonial path at the level of its sigmoid 

portion (arrow). 

Transvaginal ultrasound (Figure 1) with presence of 

peripheral free fluid with some septa and simple cyst of 

left ovary. 

 

Figure 3: Macroscopic appearance of the uterus and 

sigmoid colon segment. External surface with 

abundant fibrinous material and adhesions. 

 

Figure 4: The histopathological study showed the 

presence of Actinomyces surrounded by abundant 

acute and chronic inflammatory infiltrate. With 

hematoxylin and eosin, 10x; Grocott, 4x; PAS, 4x and 

PAS, 40x. 
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Treatment based on levofloxacin was initiated, presenting 

a torpid evolution even persisting with fever, leukocytosis 

and malaise; Simple pelvic abominated tomography was 

requested (Figure 2) which reported striation of 

mesenteric fat and thickening of the bladder wall, 

reporting complicated pelvic inflammatory disease 

An exploratory laparotomy was performed; finding of 

multiple adhesions epiploon - uterus, tumor that 

encompasses the sigmoid rectum that involves bladder 

and uterus. Interconsultation was performed with the 

general surgery and oncological surgery service which 

performed posterior pelvic exenteration with preservation 

of the right ovary, pelvic peritonectomy, partial 

omentectomy, primary bladder closure, right JJ 

placement, descending colon colostomy, right paravesical 

biopsy. Negative trans-operative report to malignancy.  

During the surgical procedure, the following findings 

were found: 10 × 6 cm sigmoid colon tumor, with left 

pelvic wall carciomatosis, an enlarged uterus firmly 

attached to the bladder, 4 × 4 cm right paravesical tumor 

(Figure 3), pelvic actinomycetic histopathological report 

(Figure 4).  

DISCUSSION 

Pelvic inflammatory disease due to actinomyces has 

ceased to be infrequent, so it should be suspected in every 

woman of childbearing and sexually active age, in this 

case the prolonged use of the intrauterine device was a 

predisposing factor for the presence of the germ and the 

appearance of the pelvic abscess (pelvic actinomycosis) 

that caused extensive fibrosis in adjacent organs, 

conditioning diagnostic discrepancy. 

Pelvic actinomycosis constitutes 3% of all actinomycotic 

infections in humans, mainly causing endometritis, 

salpingooforitis and tube-ovarian abscesses; About 80% 

of cases of these infections have been described in 

women who used the IUD for a long time (more than 4 

years). It is considered as a risk factor in young women. 

The clinical symptoms are not very specific and include a 

wide range of clinical presentations such as fever, 

minimal and non-existent pain, weight loss, inflammation 

where the infectious focus occurs and abscesses, which 

leads to frequent errors in the diagnosis with other 

pathological conditions such as diverticulitis, ulcerative 

colitis, Crohn's disease, tuberculosis, inflammatory bowel 

disease and malignant tumors. In most cases the 

diagnosis of pelvic inflammatory disease caused by 

Actinomyces is performed post-surgery after the 

microbiological and pathological findings that evidence 

this microorganism. Regarding treatment, penicillin is the 

treatment of choice, since resistance to it is rare, and high 

doses can be given for prolonged courses.13 There are 

other therapeutic options such as tetracycline, 

erythromycin, clindamycin, and the combination of a 

beta-lactam with a beta-lactamase inhibitor may be the 

first option. However, the response to tetracyclines and 

ciprofloxacin is poor. In most cases, the diagnosis of 

pelvic inflammatory disease caused by Actinomyces is 

performed after surgery after the microbiological and 

pathological findings that evidence this microorganism. 
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