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CASE REPORT

A Rare Case of De Novo Gigantic Ovarian
Abscess within an Endometrioma
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We are reporting a rare case of de novo ovarian abscess in an endometrioma. Ovarian ab-
scess within an endometrioma is a rare gynecological problem, but de novo abscess in the
endometrioma is even rarer. Most of the ovarian abscesses develop in the endometriomas
following interventions, e.g., aspiration, pelvic surgery, and oocyte retrieval. We are pre-
senting a case of a spontaneous giant abscess in a large ovarian cyst in a nulliparous
woman who presented with acute abdomen. Patient was treated in a district general hospital
with multidisciplinary approach. Thirteen liters of the pus were drained. She has had a sub
total (supra cervical) hysterectomy and bilateral salpingo-oophorectomy (BSO†) performed.
Histology of the abscess wall confirmed endometriotic nature of the cyst. Patient made an
uneventful recovery and was discharged home on the 14th postoperative day. This case
highlights that endometrioma and its complication can present as a surgical emergency and
should be dealt as one.

CASE REPORT
A 47-year-old nulliparous woman with

a two-week history of increasing abdomi-
nal girth and a two-day history of fever was
brought to the Accident and Emergency de-
partment via an ambulance. She had no
previous significant medical or surgical his-
tory. She was a nonsmoker and was in a sta-
ble relationship. There was no history of
sexually transmitted disease, nor had she

ever used an intra-uterine copper device.
She did not have any previous gynecologi-
cal problems. On examination, her temper-
ature was 38.5 C, pulse was 113 beats per
minute, and blood pressure was 76/46 mm
of Hg. She appeared pale, clammy, and
cachectic. Her abdomen was grossly dis-
tended and tense, and a large mass was felt
on the right side. The whole abdomen was
generally tender, and bowel sound was not
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audible. A large umbilical hernia was noted.
Hemoglobin was 7.8 g/dl, WBC was 21.7,
and CRP was 205. A chest X-ray showed
clear lung fields, and an abdominal X-ray
raised the possibility of extensive intra-ab-
dominal fluid. CT showed a large ovarian
mass ― 33x23 cm ― and large ascites. Left
ureter was obstructed. Possible diagnosis
was malignant ovarian mass with super im-
posed infection. She was started on cefurox-
ime and Metronidazole. Surgeons and
gynecologist jointly decided to perform a la-
parotomy; patient was consented for a total
abdominal hysterectomy (TAH), BSO, and
repair of umbilical hernia.

A mid-line laparotomy was performed.
Six liters of pus were aspirated from the ab-
dominal cavity before any structure was vi-
sualized. A large cystic mass originating from
the right adnexa and extending to the right
hemi diaphragm was seen. Both tubes were
edematous. Further, five liters of thick pus
were drained from this ovarian cyst. Necrosis
was inside the cavity wall. The uterus was
large, with multiple fibroids measuring ap-
proximately 20 weeks of gestation. Subtotal
(supra cervical) hysterectomy was carried
out. The left ovary was adherent to the poste-
rior pelvic wall with endometriotic cysts; it
was removed as much as possible. Hernial
sac was excised, and hernia was repaired.
There was no apparent bowel perforation, and
appendix was normal. Abdominal wash out
with saline was performed, two drains were

inserted, and mass closure of the abdomen
was performed. Estimated blood loss was one
liter. She was admitted to intensive care post-
operatively for the maximum ventilatory and
inotropic cardiac support. Over the next 72
hours, she received six units of blood transfu-
sion. On second postoperative day, decision
of early tracheostomy was taken, as long-
term weaning was expected.

Pus culture grew Bacteroids fragilis. No
other bacteria, including Mycobacterium
species, grew from the blood or pus culture.
Antibiotics were changed to Tazocine 4.5g
TDS as her inflammatory markers were ris-
ing, although she became apyrexial after the
laparotomy. She remained on antibiotics for
10 days.

Histology of the uterus confirmed mul-
tiple fibroids. Right ovarian cyst wall
showed marked inflammation, and there
were glandular foci in the cyst wall repre-
senting endometriosis origin. In addition,
endometriosis was identified on the surface
of this ovary. Endometriotic cyst was con-
firmed in the left ovary as well.

After the procedure, she started to im-
prove. CRP was 33 on the fourth postoperative
day. She made good recovery and was dis-
charged home on the 14th postoperative day.

DISCUSSION
Gary H et al. in 1991 published the first

case of spontaneous abscess in the en-
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At right, extent of ovarian ab-
scess on computerized tomog-
raphy. Above, gross appearance
of right endometriotic cyst wall.



dometrioma, which was possibly a result of
a hematogenous spread from the urinary
tract. There are a few more case reports after
this case, but none presented as an acute ab-
domen so initially were managed conserva-
tively [1,2].

There are different theories about devel-
oping an abscess in the endometrioma. It
may be due to an altered immune environ-
ment within endometrial glands and stroma.
Collection of altered menstrual type of blood
in a cystic space in the ovary can be a suit-
able culture medium for pathogens. Cystic
wall of endometrioma is theoretically weak
as compared to normal ovarian epithelium,
so it is susceptible to bacterial invasion. A
retrospective study in Japan concluded that
incidence of tubo-ovarian abscess was 2.3
percent in patient with endometrioma and 0.2
percent in patient without endometrioma (p =
0.0001) [3]. The same authors found that
there were only two cases of isolated ovarian
abscess, and both were associated with en-
dometrioma. These findings were confirmed
by Chen M J et al. after studying 6,228 pa-
tients (OR 2.95, P < 0.001). The American
Society for Reproductive Medicine (ASRM)
found stages III and IV of endometriosis to
be a risk factor for tubo-ovarian abscess for-
mation [4]. Nulliparity is one of the major
risk factors for developing ovarian abscess
in the advanced stages of endometriosis [4].

In our case, patient has no known previ-
ous history of pelvic inflammatory disease,
IUCD, or any surgical intervention, so she
was very unlikely to present with ovarian
abscess. It shows that an isolated ovarian ab-
scess can develop in an endometrioma with-
out any recognized risk factor.

Our patient suffered from primary in-
fertility, which was never investigated, so
we do not know how long she was suffering
from endometriosis. When she was seen in
Accident and Emergency, it was her first en-
counter with a gynecologist. We hypothesize
that the abscess might have developed in the
endometrioma by an ascending infection
from the vaginal canal, as bacteroides are
the normal commensals of the vagina. The
abscess might have leaked inside the peri-
toneal cavity, creating peritonitis, sepsis, and
the symptoms that brought the patient to the
emergency department. This case also has
highlighted that ovarian abscess can present
as an acute gynecological/surgical emer-
gency. High index of suspicion, prompt im-
aging, antibiotic cover, and timely drainage
of abscess was the key to the successful
management of this patient.
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