
Case Reports 215

doi:10.1053/jinf.2001.0791, available online at http://www.idealibrary.com on

Pelvic Aspergillosis with Tubo-ovarian Abscess in a Renal
Transplant Recipient
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Common clinical manifestations of aspergillosis in renal transplant recipients are fever and pulmonary infiltrates, but
involvement of the reproductive system is rare. We report a case of pelvic aspergillosis with tubo-ovarian abscess in a
renal transplant patient. The patient received a cadaveric renal transplantation, and two episodes of acute rejection
were treated with methylprednisolone pulse therapy. Surgical biopsy specimens of pelvic abscess detected by ultra-
sonogram and CT revealed Aspergillus. With amphotericin B treatment, the patient is well with normalization of ery-
throcyte sedimentation rate and C-reactive protein.
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Introduction

The incidence of aspergillosis has increased due to the wide-
spread practice of organ transplantation and immunosuppres-
sion. Aspergillus is primarily acquired by contact with conidia in
the environment through the lungs, so the most common pre-
sentations are pulmonary infections. Involvement of other
organs such as liver, heart, pancreas, kidney, central nervous
system, eyes, spleen and gastrointestinal tract also occurs.1

However, pelvic abscess caused by Aspergillus is rare or unusual.
We report a case of tubo-ovarian abscess caused by Aspergillus in
a renal transplant recipient, which was diagnosed histologically.

Case Report

In April 2000 a 39-year-old female patient with a body weight of
45 kg was admitted due to left lower abdominal discomfort
which had developed 4 months and aggravated 2 weeks prior to
admission. Her past medical history included end-stage renal
disease from chronic glomerulonephritis. The patient received a
cadaveric renal transplantation in August 1998. The early post-
operative course was complicated by two episodes of acute
rejection which resolved after methylprednisolone pulse therapy
(1.0 g/day for 3 days). Then she was well with the immunosup-
pressive regimens of cyclosporin A (200 mg/day), prednisolone
(7.5 mg/day) and mycophenolate mofetil (2.0 g/day).
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On admission, the vital signs were normal and physical
examination revealed tenderness in left lower abdomen. The lab-
oratory investigations showed leukocytes 8500/�l with 73.6%
segmented neutrophils, haematocrit 29.9%, platelet 217 000/�l,
erythrocyte sedimentation rate 131 mm/h, C-reactive protein
18.7 mg/dl, blood urea nitrogen 19.3 mg/dl and serum creati-
nine 1.1 mg/dl. Chest and paranasal sinus films showed no
active lesions. The through level of cyclosporine was 145 ng/ml
in whole blood.

A pelvic ultrasonogram revealed 6.0�5.5�4.3-cm-sized
cystic mass with internal echogenic materials above the urinary
bladder in left pelvic cavity. Abdominopelvic CT demonstrated
6.5�5.5�4.0-cm-sized enhancing thick walled cystic mass in
lower abdominal and left pelvic cavity (Fig. 1).

With the suspicion of pelvic abscess, operation was per-
formed. At laparotomy severe adhesion was noted between
sigmoid colon and urinary bladder. After dissecting the
adhesion, abscess pocket containing purulent material was
shown. Right ovary was intact, whereas left tubo-ovarian struc-
ture was unidentifiable due to severe adhesion. Abscess drainage
with culture and biopsy of abscess pocket were performed.

Histological examination of biopsy specimens revealed
spindle-shaped, fibroblast-like cells normally seen in ovarian cor-
tex (Fig. 2A), and numerous branching septate fungal hypae
stained by methenamine-silver were noted in the specimens from
abscess wall (Fig. 2B), which was compatible with Aspergillus.
On further investigation performed postoperatively, serum
Aspergillus antigen (Latex test, SamKwang Reference Laboratory,
Seoul) and antibody (Immunoprecipitation method, Green Cross
Reference Laboratory, Seoul) was negative, serial cultures of the
sputum, urine and blood were negative for Aspergillus species.
Culture of the abscess yielded Aspergillus fumigatus.

The patient was diagnosed as pelvic aspergillosis with
tubo-ovarian abscess. Amphotericin B therapy was introduced
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Figure 2. Light microscopic findings of surgical specimens. Spindle-
shaped, fibroblast-like cells normally seen in ovarian cortex are revealed
in biopsy specimens (A, H&E, �100), and numerous  branching septate
fungal hypae stained by methenamine-silver were noted in the speci-
mens from abscess wall (B,�400).

Figure 1. Abdominopelvic CT showing 6.5�5.5�4.0-cm-sized
enhancing thick walled cystic mass (arrow) in the lower abdominal and
left pelvic cavity.
immediately on the fifth hospital day with 1.3 mg/kg/day for 35
days. With amphotericin B treatment with a cumulative dose of
2.0 g, abdominal discomfort subsided and erythrocyte sedimen-
tation rate and C-reactive protein were progressively reduced to
normal. Follow-up CT showed marked resolution of previous
cystic mass. She is currently being followed as an outpatient
and remains asymptomatic without maintenance itraconzole
therapy. 

Discussion

Although advances in immunosuppressive therapy have led to
increased survival of renal transplant patients, these have
increased the pool of patients at risk of developing infectious
complications. Whereas bacterial infections are recognized
easily, opportunistic infections caused by fungi such as
Aspergillus present challenging problems.2

Aspergillus species are primary respiratory pathogens, and
lungs and sinuses are the main portal of entry of disseminated
infection.3 The risk factors for invasive aspergillosis after trans-
plantations are immunosuppressive therapy, either primary
for patients at high immunological risk or secondary for the
treatment of rejection, neutropenia, intercurrent infection,
especially cytomegalovirus and hospital construction.4

The clinical spectrums of Aspergillus infections mainly include
allergic manifestations in the normal host, skin and mucosal
infection, and tissue or invasive disease in normal or immuno-
suppressed patients (pulmonary aspergillosis, invasive
tracheobronchitis, necrotizing pulmonary aspergillosis, central
nervous system aspergillosis with infarcts, abscess formation).5

Infection of the reproductive organs by mycotic micro-organ-
isms is not a common occurrence in human beings. In the
female genital tract, only one case of tubo-ovarian abscess
caused by Aspergillus associated with long-term presence of
intrauterine device in normal host was reported.6 In the male
genital tract, only a few cases of invasive aspergillosis occurred
in prostate,7–9 testis,10 and scrotum11 were reported.

In this case, she suffered only from left lower abdominal dis-
comfort and had no other constitutional symptoms and signs. The
laboratory investigations revealed no abnormal findings except
for elevated erythrocyte sedimentation rate and C-reactive
protein. These occult clinical presentations in spite of significant
disease are characteristic of opportunistic infection in the renal
transplants.12 Further investigations, including Aspergillus
antigen and antibody performed after operation, demonstrated
no evidence of other sites of infection and dissemination.

In conclusion, we report a case of pelvic aspergillosis with
tubo-ovarian abscess which has not yet been reported in renal
transplant recipients.
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