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Xanthogranulomatous abscess with fistula in colon: a case report with rare 
complication 
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Abstract: 
 
Xanthogranulomatous inflammation is an uncommon chronic inflammation in affected organ in which there 
replacement number of lipid containing macrophages and admixture of lymphocytes, plasma cells and 
multinucleated giant cells. We report a case of 30 year old female who presented with lower abdominal pain and 
tenderness since 5 months. She also had difficulty in passing stool since 15 days. USG showed a large 
heterogeneous cystic lesion in left lower abdomen and left sided mild hydroureteronephrosis. A plain CT with rectal 
contrast revealed fistula formation between left ovarian lesion and colon. 
 
Keywords: Xanthogranulomatous oophritis, ovarian cyst, fistula in colon. 

Abnormal uterine bleeding (AUB) is defined as any variation from the normal menstrual cycle, including changes in 
regularity and frequency of menses, in duration of flow, or in amount of blood loss. It is just a symptom not a 
disease.1 More than 70% of all gynecological consultations in the peri and postmenopausal age group is due to 
AUB.2 It occurs in various forms such as menorrhagia, polymenorrhagia, metrorrhagia, and menometrorrhagia. 

Chouhan P,  Dave PK,  Shrivastav M, Kumar N, Gupta V,  Mishra R, et al. Xanthogranulomatous abscess with 
fistula in colon: a case report with rare complication. The New Indian Journal of OBGYN. 4th June 2022. Epub 
Ahead of Print. 
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Dysfunctional uterine bleeding (DUB) is defined as excessive bleeding (excessively heavy, prolonged or frequent) 
of uterine origin which is not due to demonstrable pelvic disease, complications of pregnancy or systemic disease.3, 4 
It accounts for approximately 50% of all cases and is ovulatory in almost 80% of cases.5 ,6 

The xanthogranulomatous inflammation is a rare, uncommon chronic inflammation characterized histopathology by 
marked accumulation of lipid- laden foamy macrophages (these are small dark nuclei and clear cytoplasm in foamy 
histiocytes) intermixed with plasma cells, giant cells and lymphocytes 1. It is known as pseudoxanthomatous 
inflammation when associated with endometriosis and pure xanthogranulomatous inflammation when associated 
with pelvic inflammatory disease 2. Exact aetio-pathology is unclear. These lesions are most commonly observed in 
kidney and gall bladder. Other organ involvement that has been reported is stomach, anorectal area, bone, urinary 
bladder, testis, epididymis, vagina, endometrium, ovary and Fallopian tube 3,4. When it is involves female genital 
tract, it is limited to endometrium. Only a bunch of cases of xanthogranulomatous oophritis has been reported. The 
diagnosis is often difficult due to its rarity of such inflammation in female genital tract; however a high index of 
suspicion is required. Due to their clinical, radiological and gross feature similarity, these are often misdiagnosed as 
ovarian carcinoma. Early diagnosis is such cases is important as surgical resection of lesion can provide pain relief 
and further prevents complications.  

Case   

A 30-year-old female presented with pain in lower abdomen with abdominal lump and mild fever since 5 month. 
She also had history of nausea, vomiting (non bilious), and constipation since 2 month. As per abdominal 
examination, there was a distention of lower abdomen and a mass was palpable which was arising out of pelvis more 
on the left side. The mass was noted extending from the left pelvic region up to just below umbilicus and was 
reaching midline towards the right side in the suprapubic region. Mass on palpation was of mixed consistency, 
tender with no localized increase in temperature, and a size of 10 cm × 12 cm2 approximately. There were no signs 
of peritonitis on palpation. 

Her previous ultrasound report showed a complex left ovarian cyst of size 6.4x6.1x6.0 cm3 with possibility of left 
hemorrhagic ovarian cyst. Also, due to difficulty in passing stool, colonoscopy was done that revealed significant 
narrowing and eccentric compression over sigmoid colon. No communication was demonstrated (figure 1). 

 

 

 

 

 

 

 

 

 

 

Figure 1: Endoscopic picture: eccentric compression with thickened folds 
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The ultrasonography (USG) abdomen and pelvis revealed a thick walled cystic mass measuring 11.8 x 11.5 x 10 cm3 
in the left lower pelvis. The left ovary was not seen separately from the mass. The lesion showed irregular solid 
areas with large cystic changes and thin strands inside (figure 2). The uterus was bulky and showed multiple 
subserosal and seeding myomas. Cervix appeared bulky and showed nabothian cyst. Right ovary was normal. There 
was mild free fluid in abdomen. 

 

 

 

 

 

 

Figure 2: USG images showing thick walled cystic lesion noted in left adnexa region with few septation. 
Multiple echogenic foci noted in periphery of lesion. Minimal vascularity noted along septa however no 
vascularity seen within lesion. 

MRI showed a large thick walled collection/ cystic lesion of 12 x 10 cm2 in the left adnexa and lower abdomen 
causing mass effect over uterus, urinary bladder, left lower ureter and pelvic vessels. Uterus is displaced to right 
side. This lesion shows septations, multiple debris and multiple air foci. There showed diffuse inflammatory edema 
in pelvic cavity, lower abdomen, presacral soft tissue, left lateral pelvic wall soft tissue involving obturator internus, 
left pyriformis muscle, soft tissue along the rectosigmoid colon, mesorectal fascia. Sigmoid colon shows mild 
diffuse circumferential wall thickening, suggestive of reactive inflammatory reaction. CT pelvis with rectal contrast 
showed minimal trickling of contrast into the abscess/ cyst cavity suggestive of thin communication between 
sigmoid colon and the abscess cavity (figure 3). 

Hematological investigation showed a lowering of hemoglobin from 10.4 to 7.4 gm%, total leucocyte count of  
13,200/mm3 with polymorphs 78%, lymphocytes of 22% and ESR was raised however platelet count of 5.5 
lakhs/mm3, serum creatinine was 0.9 mg%, liver function test, urine routine, and microscopy were within normal 
limits, and urine culture showed no organism. Alpha-fetoprotein value was 2.02 IU/mL. Other tumor markers like 
CA 125 and CEA were also within normal limits. On laparoscopic revealed a left tuboovarian mass of size 
approximately 10 cm × 6 cm × 5 cm with distended small bowel loops and small fistulous communication between 
abscess and sigmoid colon. A laparoscopic surgery was planned and successfully resection of left cystectomy 
leaving the normal left ovarian parenchyma in situ and repair of fistulous tract with colon performed.  

 

 

 

 

 

 

Figure 3: CT pelvis with rectal contrast showed minimal trickling of contrast into the abscess/ cyst cavity 
suggestive of thin communication between sigmoid colon and the abscess cavity. 
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On histopathology report, the specimen of the mass flat fragments of soft tissue appears to be a part of cyst wall 
measures 14 x 12 x 2 cm3. Wall thickness 0.5 to 1 cm in length. Cut surface shows yellow white nodular areas. 
Microscopic examination also shows oavarian stromatolites with infiltration nodular aggregates of foamy 
macrophages, multinucleated giant cells and lymphoplasmacytic cells. Based on unique and characteristic 
histopathology findings, the diagnosis of xanthogranulomatous salpingooophoritis was confirmed. Postoperatively, 
patient was given intravenous antibiotics for 5 days. Patient made good and uneventful recovery postoperatively and 
was discharged on the 7th postoperative day. 

Discussion  

Female genital tract is a very rare site for xanthogranulomatous inflammation and when present, most commonly 
confined to endometrium. However, these are also reported in vagina, cervix, Fallopian tube and ovary. In 1976 
Kunakemakorn et al reported first case  of xanthogranulomatous inflammation of serosa of uterus, left fallopian tube 
and ovary as inflammatory pseudotumor in the pelvis 5. Only a few case reports of xantho-granulomatous 
inflammation in female genital tract has been reported, youngest case been reported of a 2 year old by 
Harshawardhan et al 6. The average age of females with involved ovaries is 31 year 7, 8.  

The exact etiopathogenesis of disease is not clear up till now however many theories has been postulated. 
Association with infections, ineffective drug therapy resulting improper clearance of bacteria, pelvic inflammatory 
disease, endometriosis, intrauterine contraceptive devices and various drugs has been suggested. Among the 
postulated theories, most accepted is infection. Biedermann et al 9 postulated that a long standing infections with 
mycoplasma hominis causing tubo-ovarian abscess and leads to peritonitis. Other microorganisms such as 
Escherichia coli, Bacteroides fragilis, Staphylococcus aureus and Proteus vulgaris has also been found in affected 
tissue by cultures 10. Furuya et al in his study stated that xanthogranulomatous inflammation when associated with 
endometriosis is known pseudo xanthogranulomatous inflammation and on the other hand termed true 
xanthogranulomatous inflammation when associated with pelvic inflammatory disease 2.  

Clinically, patients with xanthogranulomatous inflammation in ovary and/or fallopian tube presents with abdominal 
pain, fever, abdominal lump, menorrhagia, anaemia and anorexia. Our case presented with abdominal lump and 
vague abdominal pain with difficulty in passing stool. On examination revealed mild left adnexa tenderness. This 
entity is a great mimic for ovarian neoplasm on clinical and radiological interpretation. No definite radiological 
description of xanthogranulomatous oophritis currently exists. CT and MRI findings are usually not specific for this 
entity, appears as tubo-ovarian mass. On MRI, there show a thick walled lesion with T1 hypointense and T2 
hyperintense contents on non contrast images, findings are consistent with Seung Eun Jung et al 11. However, lesion 
showed few tiny signal void raising suspicion of air pockets which was confirmed on a plain CT with rectal contrast, 
that demonstrated abscess with fistulous communicating with colon.  

Xanthogranulomatous oophoritis is a chronic inflammation condition and its differential diagnosis includes 
infections conditions like tuberculosis and fungal infections. According to Wather, differential diagnosis for 
xanthogranulomatous inflammation include chronic inflammatory condition like malakoplasia which have same 
pathogenetic pathway 12. In malakoplakia, there are basophilic cytoplasmic concentric calcified bodies with 
Michaelis-Gutmann histiocytes. Also, it is important to rule out neoplastic lesions as they are often confused with 
xanthogranulomatous oophritis on clinical, radiological and pathological interpretation.  

Due to its mass effect and chronic inflammatory process, it results in various complications ranging from 
hydronephrosis due to mass effect on either side ureter, rare complications like intestinal obstruction as reported by 
Abeysundara et al 13 and inflammatory changes in adjacent bowel and fistula formation as noted in our case report. 
Fistulous communication has been reported xanthogranulomatous inflammation in gallbladder and kidney due to its 
prolonged inflammatory process 14, 15. Present case showed communication between left ovarian lesion and colon on 
CT. It’s is rare complication noted, previous not been mentioned in the literature.  

Early diagnosis and management in this conditions help in proper pre - operative planning to remove the lesion and 
avoiding radical surgery and complications especially in young female patients. As in our case, a laparoscopic 
cystectomy was done preserving the left ovary. Final diagnosis is made on histopathology, immunohistochemitry 
and markers. Immunohistochemitry is not frequently required due to characteristic features on histopathology. In our 
case, immunohistochemitry was not performed as diagnosis was confirmed on histopathology. Treatment in cases of 
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xanthogranulomatous oophritis is surgery. Various antibiotic treatment have been suggested but does not show 
success in reducing size of mass 5. Awareness of lesion and its extent along with any impending complication is 
necessary to prevent radical surgery especially in reproductive age females. 

Conclusion  

Xanthogranulomatous oophritis is an uncommon entity. It has variable onset of presentation. The entity has clinical 
and radiological findings that mimics ovarian neoplasm. Ovarian neoplasm must be considered in differential 
diagnosis along with infection etiology like tuberculosis and fungal infections. Conditions such as pelvic 
inflammatory disease, endometriosis, infertility and IUD use and chronic infections must be monitored with regular 
follow up, as this entity has shown to affect such conditions. Radiological imaging are important for evaluation of 
lesion it extent and determining any risk factors or complication and further planning of the surgery. Histopathology 
is gives the confirm diagnosis.  
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