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Actinomycosis Simulating Malignant Large Bowel Obstruction
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Wepresent acaseof a58year old whitemalewho entered thehaospital with abdominal pain and
developed lar gebowe obstruction, smulating malignant disease. Anatomopathological examination
showed abdominal actinomycosis, ararepresentation of thisdisease.
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Actinomycosis is a chronic suppurative
granulomatous disease caused mainly by Actinomyces
isradlli [1]. This bacterium is universally distributed and
is not very virulent; it is rarely related to abdominal
disease. Primary bowel involvement is rare, but it has
increased in frequency over the last few years [2-8].
Since it is difficult to diagnose, and presents an
unspecific clinical picture, this disease is generally only
found during postoperative anatomopathological
examination, and it is confused with other abdominal
diseases, such as diverticulitis, abscesses, inflammatory
bowel disease and carcinoma [4,6-12]. We report a
case of bowel obstruction due to actinomycosis,
simulating neoplastic disease.

Case Report

A Caucasian male, 58 years old, visited the
emergency room at Hospital Nossa Senhora da
Conceicdo, with a complaint of abdominal pain and
distension. Previously healthy, he reported a history of
episodes of very intense diffuse abdominal pain,
accompanied by distension and vomiting, which had
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developed over 10 months and resolved spontaneously.
He told of alternating episodes of constipation and
diarrhea between the crises. During this period he had
lost 10 kg. He denied having had previous surgery. On
examination he presented discrete abdominal distention
and an absence of palpable masses. The laboratory
tests were normal, including a negative HIV serum test.
A simple abdominal X-ray did not show any significant
changes. He was given a barium enema, which did not
present any abnormalities. He was then evaluated by
examination of bowel transit, which showed marked
distention of small bowel loops, with a possible
mechanical obstruction of the middle and distal portions
of the ileum. After this study, the abdominal pain and
distension became markedly worse and the patient was
submitted to an emergency laparotomy, due to an
intestinal occlusion, suggesting a neoplasm.

Atabdominal exploration, an intense inflammatory
process was found involving the cecum and distal ileum.
There were multiple firm fibrotic adhesions of the loops,
and the cecal appendix could not be identified. The
macroscopic aspect of the lesion was strongly
suggestive of neoplasm. Thus, it was decided to perform
an ileocolectomy, with primary anastomosis.

The patient had a satisfactory postoperative
evolution. The anatomopathological examination
showed chronic and acute suppurative inflammation in
the mesentery and mesocolon, multiple adhesions of
the small and large bowel, and a large number of
abscesses, with the presence of sulfurous granules,
strongly indicative of intestinal actinomycosis (Figure
1-3). Penicillin was given I.V. and the patient was
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Figurel. Distal ileum and ascending colon: macroscopic appearance
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discharged on the 14™ day after surgery, with
complementary treatment using oral antibiotics for six
months.

Discussion

Actinomycosis is a rare infectious disease caused
in almost all cases by a filamentous anaerobic gram-
positive bacterium called Actinomycesisraelli. This
microorganism is not very virulent, and it is usually
found in the human oropharynx, especially in
individuals with bad oral hygiene [1]. This bacterium
is widely distributed, with equal urban and rural
distribution, and it is three times more frequent in men
[13]. When it is pathogenic, it cause a characteristic
granulomatous inflammatory reaction, followed by
necrosis and extensive fibrotic reaction. It mainly
presents in three forms: cervicofacial (50%),
abdominal (20%) and thoracic (15%) [6,7,14,15].
The involvement of the gynecological tract has been
recently reported, related to the use of an intrauterine
device [6,14]. Hydronephrosis due to extrinsic
compression of the actinomycotic granuloma has also
been reported [6,7, 11]. Anorectal and hepatobiliary
primary actinomycosis have already been described
in the literature (16-18). The involvement of multiple
organs, such as in this patient, is rare but has been
previously reported [6,7, 19].

Intestinal actinomycosis involves the cecal
appendix and terminal ileum in 65% of cases. The
symptoms are unspecific and include a high
temperature, loss of weight, constipation and
abdominal pain [6,7]. Predisposing factors include
previous abdominal surgeries, foreign bodies,
appendicitis, bowel perforations or neoplasm.
Diagnosis is extremely difficult, and it is made
preoperatively in only 10% of the cases [7]. Although
this bacterium is opportunistic, it has rarely been
associated with HIV [3].

The presence of sulfur granules occurs in 50% of
the cases and may often be observed with the naked
eye. Although they strongly suggest a diagnosis, they
are not pathognomonic for the disease [6,7,13].

Bacterial culture supplies a definitive diagnosis, but
often there are false-negative results [6,9,13,19].
Imaging studies are not very useful for diagnosis,
though computed tomography is the examination that
supplies the best information. Colonoscopy may
suggest a benign process and should be performed
whenever possible [6].

Bowel obstruction due to actinomycosis is very
rare, and few cases have been reported [6,10,20,21].
Treatment with penicillin alone for 2 to 6 months is
effective in 90% of the cases. Erythromycin and
tetracycline are adequate alternatives. Surgery is
needed only for cases of bowel obstruction or
difficulty in ruling out neoplastic disease, as well as an
adjuvant in debridement of necrotic tissues and
abscesses, although it is performed in most cases due
to the difficulty in recognizing the disease [6,7,11,19].

Intestinal actinomycosis is an unusual disease that
must be considered in the differential diagnosis of
abdominal masses. It is difficult to diagnose, but
diagnosis is the key to treatment. Surgery should be
avoided due to the adequacy of clinical treatment. It
should be reserved for the complicated cases, such as
obstructive or undifferentiated pictures of cancer. The
lack of precise diagnostic methods makes diagnosis
and management by the surgeon difficult, complicated
by the fact that this is a rare disease.
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