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ABSTRACT

Background: Infection of the endometrium, fallopian tubes, ovaries,
pelvic peritoneam, and adjacent structures is known as Pelvic
Inflammatory Disease (PID). Pelvic inflammatory disease and its Department of Obstetrics and Gynecology
consequences are still at epidemic levels, Despite the availability of
effective broad-spectrum antibiotics. Tubo-ovarian abscess (TAO) may |Hospital, Era University, Lucknow-226003
be difficult to identify since the clinical signs are comparable to those of
other pelvic and abdominal illnesses. Case Description: Here we are
reporting a case, 34 years nulligravida came to emergency department
with acute abdomen, she was a known case of chronic PID, Emergency

Received on : 28-07-2022
Accepted on : 15-11-2022

[
Address for correspondence

Dr. Preeti Vashistha
Era's Lucknow Medical College &

Email: preeti603@gmail.com
Contact no: +91-9456069087

laparotomy was performed, per operatively ruptured tubo-ovarian

abscess was present. Conclusion: The clinical diagnosis of PID and TAO is similar, imaging evidence from
ultrasonography (US) or magnetic resonance (MR) should be used to supplement the clinical diagnosis. Clinical
Significance: To avoid complications and resultant emergency surgeries and their consequences, a vigilant eye must

be kept to promptly diagnose, and manage PID at the earliest.
KEYWORDS: Tubo- ovarian Abscess, PID, Laparotomy.

INTRODUCTION

Pelvic inflammatory disease (PID) characterised by a
group of infection and inflammation of the upper
genital tract that includes uterus, fallopian tubes,
ovaries, pelvic peritoneum, and surrounding
structures. One of the complication of pelvic
inflammatory disease is tubo-ovarian abscess that is
defined as an inflammatory mass (collection of pus or
agglutination of structures) involving the ovary,
fallopian tube, and adjacent pelvic organs such as the
bowel and bladder (occasionally) that manifests as a
tubo-ovarian complex (1). A tubo ovarian abscess is
discovered in approximately one-third of hospitalised
patients with pelvic inflammatory disease (2). Women
of reproductive age group are commonly affected. It
can be serious and potentially life-threatening, when
associated with sepsis, mortality rate is very high (5-
10%) (3). For a better outcome, aggressive medical
and/or surgical treatment is required.

CASE DISCUSSION

A 34-year-old married nulligravida presented to the
gynaecology OPD with complaints of mucopurulent,
foul-smelling discharge per vaginum for two years, with
an increase in amount for last two weeks, on and off pain
in hypogastrium for one year, with an increase in intensity

over the last five days, and 1 episode of prolonged and
heavy menstrual bleeding. Her vital signs were within
normal limits, and an abdominal examination revealed
mild tenderness in the hypogastrium. Due to
menstruation, the patient refused both a speculum and a
vaginal examination. In light of the suspicion of pelvic
inflammatory disease, the patient was given analgesics
and oral antibiotics, as well as a pelvic ultrasonography.

After one week, the patient presented to the emergency
department with acute abdomen that was sudden, sharp,
shooting, and was accompanied by two episodes of
vomiting. On clinical examination, the patient was
afebrile, her blood pressure was 120/80 mmHg and
pulse rate of 120 beats per minute. On abdominal
examination, there was tenderness and guarding over the
hypogastrium and bilateral iliac fossa. A vaginal
speculum examination revealed mucopurulent discharge
through the os. On digital vaginal examination, the uterus
was retroverted, bulky, tender, and non-mobile, and an
ill-defined, tender, and firm mass of around 7X5 cm was
palpated in the right adnexa with limited mobility. There
was also tenderness in the left forniceal region.
Ultrasound revealed a bilateral tubo ovarian complex
with dimensions of 7.2*3.5%3.4 cm on the right side and
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4.9%3.7*%3.7 cm on the left side with pyoperitoneum.

Her TLC level was 20,000/cc. The patient was taken up
for an emergency laparotomy due to an acute abdomen
with pyoperitoneum and symptoms suggestive of
systemic inflammatory response syndrome.
Approximately 200 cc of pus was discovered in the
peritoneal cavity during surgery. The posterior surface
of the uterus was found to be densely adhered with
bowel loops. A right-sided ovarian mass measuring
6*7 cm was discovered, along with a ruptured
pyosalpinx at the uterine cornu (Fig -1). A 5*4 cm left
sided pyosalpinx was also present, along with a normal
left ovary. A right sided salpingo-oophorectomy was
performed, along with a left salpingectomy (Fig -2)
and bowel adhesiolysis. The histopathology report
revealed that the fallopian tube stroma was densely
infiltrated with neutrophils, lymphocytes, and plasma
cells, with areas of haemorrhage and necrosis, and that
the right ovarian stroma was similarly infiltrated. Pus
culture was sterile and free of acid fast bacilli. The
patient recovered well after surgery while receiving
broad-spectrum antibiotics. However, the patient
developed a surgical site infection on the tenth
postoperative day and was subjected to skin suturing
on the fourteenth postoperative day before being
discharged on the seventeenth postoperative day under
stable conditions.

Ruptured Right Fallopian Tube §
at the Cornu with Pus pouring
out of it

Fig. 1: Ruptured right Fallopian Tube at the
Cornu with Outpouring of pus

~— Ruptured Left Fallopian Tube
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Ruptured Right Fallopian Tue v

Fig. 2: Specimens of Ruptured right and left

Fallopian tubes with right ovarian mass showing
areas of necrosis

DISCUSSION

A tubo ovarian abscess is one of the serious
complications of pelvic inflammatory disease(PID)
and a potentially fatal condition, especially if the
abscess ruptures, which happens in about 15% of
cases. Risk factors for tubo ovarian abscess are
multiple sexual partners, age between 15 - 25 years, a
prior history of PID, an earlier age of first intercourse,
diabetes, and immune-compromised state. TOAs have
also been reported in non-sexually active women (4).

A tubo ovarian abscess can also develop as a result of
localised infection caused by uncontrolled bowel
inflammation, appendicitis, infections during adnexal
surgery etc or, in rare cases it can has hematological
spread. The infection appears to originate in the lower
genital tract from a sexually transmitted pathogen or
from a patient's endogenous flora in the majority of
cases. The infection then spreads to the fallopian tubes,
destroying both secretory and ciliated cells and
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causing edema of the tube's infundibulum. As a result
of clubbing, ischemia, and necrosis, tubal blockage
occurs, contributing to the development of pyosalpinx.
If a tubo ovarian abscess goes untreated, as it may in
this case due to a long history of discharge per vaginum
and abdominal pain following acute symptoms, this
uncontrolled tubal infection with associated tissue
invasion and destruction produces a copious purulent
exudate with gradually increasing tissue edema,
eventually causing tissue necrosis.

Tubal structures can adhere to and coalesce with
adjacent ovarian tissue (and often adjacent non-genital
tract tissues) to form a complex mass, as seen in our
case, where the right fallopian tube was cocooned to
the right ovary, forming the complex mass. Necrosis
within this mass may result in abscess formation which
is an good anaerobic media for the growth of numerous
anaerobic bacteria previously present in the
endogenous pelvic flora (5, 7). Furthermore, a
worsening infection can lead to sepsis.

TOAs in the literature have typically been described as
polymicrobial, containing a mix of aerobic and anaerobic
organisms. Neisseria gonorrhoeae & Chlamydia
trachomatis are rarely isolated from TOA abscesses (6).
Some evidence shows N. gonorrhoeae facilitates lower
genital tract flora invasion of the upper genital tract,
thereby indirectly increasing the risk of progressive
infection (8). As a result, in all clinically suspected cases
of PID, an empirical therapy targeting N. gonorrhoea
should be considered in the syndromic management.
Tubo-ovarian abscess has the same classic symptoms
as acute PID, including vaginal discharge, lower
abdominal pain and fever with chills.( 6, 7, 9).
However, the presentation of some TOA patients
differs from the standard scenario. Patients with TOA
(which is not always associated with PID)
occasionally present with seemingly unrelated
symptoms such as diffuse persistent upper abdominal
pain or a change in bowel habits. (10), studied 52
women with PID and discovered that all had a tubo
ovarian abscess and had leukocytosis. According to
(11), those with a tubo ovarian abscess had a higher
white cell count on admission than those with PID who
did not have a tubo ovarian abscess; this may raise the
suspicion of a tubo ovarian abscess.

A TOA is identified by clinical findings that are
confirmed by radiological abnormality. Typically,
ultrasound is the first-line imaging study. It can also be
used to rule out other pathologies (eg, ovarian cyst,

ectopic pregnancy, degenerating uterine fibroid). A
few studies suggest that when compared to ultrasound,
CT may have a slight advantage in terms of higher
sensitivity to detect a tubo ovarian abscess (9, 12, 13).
However, CT imaging is more expensive, exposes
patients to more radiation, and can make oral contrast
administration difficult in critically ill patients. TOA
treatment recommendations differ from PID treatment
recommendations, but they can be managed medically
according to CDC guidelines (14). If patients treated
solely with antibiotics show no improvement or
worsening, minimally invasive abscess drainage
procedure is recommended. Surgical treatment is
recommended for those on antibiotics who are
clinically worsening. Antibiotic therapy should be
continued alongside these additional interventions.
A TOA rupture is a life-threatening emergency that
necessitates immediate surgical intervention ( 15).
Even if there is no evidence of abscess rupture,
surgical exploration and treatment are often
recommended in any patient with signs of sepsis and a
large (7 to 9 cm) abscess. (16, 17, 18). In these
emergency situations, laparotomy appears to be the
best option (5). Many studies have found high rates of
wound infection due to surgical field contamination
("dirty wound") caused by abscess cavity disruption
(5, 9,17). On the tenth post-operative day, our patient
also developed surgical site infection.
CONCLUSION
Because untreated pelvic inflammatory disease (PID)
frequently leads to the development of tubo ovarian
abscess, prompt diagnosis and treatment of PID is
required. Tubo ovarian abscess is typically a clinical
diagnosis confirmed by the discovery of an
inflammatory adnexal mass on pelvic imaging. Only
direct visualisation of the abscess during an invasive
surgical procedure, such as laparoscopy or
laparotomy, can provide a definitive diagnosis.
Rupture of tubo ovarian abscess is a surgical
emergency that can quickly progress to overwhelming
sepsis and death if not managed timely.
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