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Intra-abdominal Actinomycosis Imitating Sigmoid Colon 
Cancer: A Case Report
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INTRODUCTION
Actinomycosis is an infectious disease that is rarely seen and usually 

presents with chronic or subacute suppurative inflammation.1 In humans, 
the most common cause of this disease is Actinomyces Israelii, which took 
the name of the first person who identified it during human autopsies. 2 This 
gram-positive anaerobic bacteria is found in the oral, gastrointestinal, 
and urogenital mucosa and can sometimes cause opportunistic infections. 
Cervicofacial actinomycosis is the most common (60%) and abdominal 
actinomycosis is rarer, which accounts for approximately 20% of all 
cases.3 It usually occurs after mucosal damage caused by appendicitis, 
diverticulitis, and intrauterine device (IUD). It is difficult to diagnose 
and may mimic a malignant tumor clinically and radiologically. 4 For 
this reason, the surgical decision is usually made for the treatment and 
the definite diagnosis is confirmed histopathologically. Herein, we 
present a case of abdominal actinomycosis that was detected after 
resection due to suspicion of malignancy in a patient without a prominent 
clinical presentation. Our aim is to find out if it is possible to recognize 
this rare phenomenon earlier and question if surgical intervention is at 
all necessary. 
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Case Report

ABSTRACT

Actinomycosis is a rare bacterial disease characterized by chronic or subacute suppurative 
inflammation. Abdominal actinomycosis is rarer and accounts for approximately 20% of all 
actinomycosis cases. In the literature, patients who underwent surgery for actinomycosis mimicking 
malignant tumors have been reported. Most of these patients had mucosal trauma and 
inflammation signs. It is often difficult to diagnose abdominal actinomycosis preoperatively and 
often impossible to distinguish it from a malignant tumor. We present a case that preoperatively 
was diagnosed as a malignant tumor but pathological evaluation reported to be diverticulitis and 
actinomycosis. This case can increase the awareness about this disease, which is possible to be 
treated non-surgically.
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CASE REPORT
A 54-year-old female patient presented to our 

outpatient clinic with 3 different months of diffuse 
intermittent colic-style abdominal pain, constipation, 
and involuntary weight loss of approximately 10% 
of total body weight during the 3 months. There 
was no history of any known disease or operation. 
The patient was postmenopausal and had no history 
of IUD use. The patient had signs of obstruction 
and on physical examination, the abdomen was 
distended with palpable stiff mass lesion filling the 
right lower quadrant and extending to the umbilicus. 
Moreover, there was no guarding or rebound. The 
laboratory parameters of infection were in the nor-
mal range at the time of admission (WBC: 8300 
CRP: 3.2 mg/L) other than mild anemia (Hb: 10.1 
g/dl Hct: 32.5%). A subsequent contrast-enhanced 
computed tomography (CT) revealed a redundant 
sigmoid colon, which was extended to the midline 
level of the umblicus with a mass lesion invading 
its entire length. The mass was also extended to the 
mesocolon and mesenteric root and there were en-
larged lymph nodes (figure 1). 

On colonoscopic examination, stenosis was 
observed at the level of sigmoid colon, which did 
not allow the passage of the colonoscope. No 
intraluminal lesion was seen. Laparotomy was 
planned for the patient. During the exploration with 
a midline incision, a giant conglomerate mass lesion 
of approximately 18 cm in diameter, located near 
the rectosigmoid region, and containing the cecum 

and small intestine mesentery was seen (figure 2). 
The appendix was also observed to be adherent to 
the mass. Anterior resection with anastomosis and 
an appendectomy was performed. No other patho-
logical findings were observed and the operation 
was completed. There were no problems in the 
postoperative follow-up visit. Oral intake was started, 
bowel movements were present, and on the 5th day, 
the patient was discharged without any problems. 
The patient’s 1-month postoperative follow-up was 
uneventful.

The pathological examination of the specimen 
revealed especially neutrophil, plasma cell, eosinophil, 
and lymphocyte infiltration, multinuclear giant 
cells, scarcely suppurative granuloma, microabscess 
areas, and an actinomycosis-compatible bacteria in 
the subserosal areas and fat tissue (figure 3). The 
findings were thought to be consistent with diver-
ticulitis and diverticulum perforation. There were 
35 reactive lymph nodes in the specimen. No features 
were observed in the appendix. 

DISCUSSION
Abdominal actinomycosis is a rare condition character-

ized by chronic, purulent, granulomatous inflammation 
caused by Actinomyces Israeli. It usually occurs between 
the ages of 20-60 years and is three times more common 
in men than women. The annual incidence is reported 
as 1/300.000. 5,6 Actinomyces have low virulence. For 
the occurrence of the disease, a predisposing factor that 
causes mucosal damage or immunosuppression such as 
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Fig.1: Computed tomography Fig.2: Surgical image Fig.3: Histopathological image
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infection, malignancy, trauma, or IUD is needed.7 
In our case, the patient was considered to have no 

predisposing factor before the diagnosis but on patho-
logical examination, sigmoid diverticulitis with no clinical 
signs was found after the operation. It is very difficult 
to diagnose the disease preoperatively and only 10% 
of all patients can be diagnosed before the operation.8 
Most cases like ours present with an abdominal mass. It 
is not possible to differentiate actinomycosis from other 
inflammatory and neoplastic pathologies by the laboratory, 
endoscopic, or radiological examinations.9 CT is the 
most commonly used diagnostic method for finding the 
location and content of the lesion. It can be observed 
intra- or extraluminal, and it is difficult to distinguish it 
from a malignant mass when it is accompanied by an in-
tense desmoplastic reaction. Especially in patients with 
chronic, mild clinical course, infiltrative lesion irregu-
larity should be suspected of actinomycosis.7,9 Using the 
aspiration fluid taken by imaging, direct microscopic ex-
amination, or culture of actinomyces can be done. How-
ever, because of the bacterial diversity in the intestinal 
flora, they are not helpful methods.10 As the disease usu-
ally develops extraluminally, a colonoscopic examina-
tion is not helpful in the diagnosis. However, endoscopic 
examination is useful to rule out colitis and tumor pa-
thologies. Sometimes fibrosis can be seen in the bowel 
wall due to nodular lesions and chronic inflammation.11 
Because of this, many cases are diagnosed as malignant 
tumors in the preoperative period. Diagnosis is based on 
microscopic examination of the specimen to find sulfur 
granules or gram-positive filament organisms, or isolation 
of the actinomyces species from the culture done from the 
specimen.12 If the diagnosis can be made without surgery 
and the case is not complicated, the preferred treatment is 
antibiotherapy. High-dose penicillin is the standard treat-
ment, and cephalosporins can be used less frequently. 
Surgical resection is usually performed before antibio-
therapy because of the difficulties in the diagnosis and 
it is seen that 90% of cases have a complete recovery 
after antimicrobial therapy.13 Long-term antibiotic treat-
ment is required because of the recurrence, but there 
is no consensus on which drug to choose and how long 
the treatment would last. Usually, penicillin or its 
derivatives are used, after at least 1 week of intravenous 
treatment, oral antibiotherapy can be started and the 

treatment is continued for a minimum of 2 months.14 We 
also started treatment in a similar way for our patient and 
planned to follow a long time therapy as recommended. 
Abdominal actinomycosis is a very rare disease, but it 
should be considered in the differential diagnoses of patients 
with intra-abdominal mass. Actinomyces infection is likely 
to be seen as an opportunistic infection, especially in 
cases of diverticulitis and the like. In our case, diverticulitis 
and diverticulitis perforation were the initiating processes. 
As it is hard to diagnose preoperatively, tomographic 
screening and needle aspiration biopsy may be diagnostic.

When the diagnosis can be made, first of all, surgical 
treatment should be reserved for stubborn and complicated 
cases that do not benefit from medical treatment. Surgical 
treatment can be considered as the first choice in the 
presence of large necrotic tissue, especially if malignancy 
is not excluded, as in our patient. 

In conclusion, more studies are needed to more accurately 
diagnose abdominal actinomycosis. We presented this 
case to increase the awareness about this disease, which 
is possible to be treated non-surgically and should be 
suspected in the differential diagnoses.
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