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Abstract

Adenomyosis was defined as ectopic endometrial tissue in myometrium. A 
few cases of abscess formation in adenomyotic foci were reported previously. 
Herein, we presented a 53-year-old perimenopausal woman admitted with an 
abnormal vaginal bleeding and pelvic pain and hysterectomy material revealed 
micro abscess formation in adenomyotic foci. Micro abscess formation in 
adenomyotic foci may be further complicating the clinical picture by leading 
sepsis in postoperative period. Intensive antibiotic therapy in postoperative 
period has a crucial importance in treatment of suspected cases.

Keywords: Adenomyosis; Micro abscess formation; Myometrium

into the myometrium is the most popular theory accused for the 
Adenomyosis formation [2]. According to current literature, the 
prevalence of Adenomyosis changes between 5 to 70 %, and it was 
reported as approximately 20 to 30 % in the hysterectomy materials 
due to benign causes [3,4]. About 70 % of the women with a diagnosis 
of Adenomyosis were in premenopausal period [3]. Although it’s 
high prevalence in histopathologic specimens, preoperative diagnosis 
is difficult and tricky. Ultra sonography is very valuable in diagnosis; 
however magnetic resonance imaging forms the gold standard [5]. In 
this report, we presented a case with abnormal vaginal bleeding and 
pelvic pain resistant to medical therapy undergoing hysterectomy, 
and micro abscess formation in adenomyotic focus was diagnosed 
histopathologically.   

Presenting symptoms of Adenomyosis are mostly non-specific; 
therefore preoperative diagnosis of Adenomyosis is usually difficult 
and depends on the clinical suspicion. Patients may present with 
pelvic pain resistant to conservative treatment and slight to moderate 
elevation of Ca 125 levels may be seen [6]. Chronic pelvic pain and 

Case Presentation
A 53-year-old, multiparous, perimenopausal woman with 

complaint of vaginal discharge, and abnormal vaginal bleeding for 
last 5 days was admitted to outpatient clinic. In past medical history, 
she had chronic pelvic pain and dysmenorrhea which was resistant 
to non steroidal anti-inflammatory drugs for past 5 years. Menstrual 
history revealed normal cycles except heavy menses time to time.

Painful cervical movements and adnexal tenderness with globally 
enlarged uterus were detected on pelvic examination. Tran’s vaginal 
sonography revealed 130 x 103 x 96 mm uterus with 7 mm endometrial 
thickness, and 36x38 mm intramural myoma and minimal free fluid 
in the uterine cavity. Histopathologic examination of endometrial 
biopsy revealed secretary Endometrium. 

Laboratory examination was remarkable for leukocytosis (14.000/
mm3) and elevated CA 125 (126.2 U/ml) level. Antimicrobial therapy 
composed of Gentamicin (Genta®, İ.E. Ulagay, Istanbul, Turkey) and 
Clindamycin (Cleosin®, Pfizer, Istanbul, Turkey) were administered 
for a week followed by total abdominal hysterectomy and bilateral 
Salpingo-oophorectomy. The patient was discharged without any 
complication three days after the surgery. Ca 125 levels returned to 
normal two weeks following the operation. 

On histopathologic examination, adenomyotic foci characterized 
by endometrial glands embedded in their own stroma and extending 
deep into the myometrium were detected. Polymorpho nuclear 
leukocytes infiltrating the glandular epithelium and the stroma and 
micro abscess formation in adenomyotic focus was seen on pathologic 
exam (Figure 1). 

Discussion
Adenomyosis is a commonly seen gynecological pathology 

characterized by histologically benign invasion of Endometrium 
into the myometrium. It results in a diffusely enlarged uterus which 
microscopically exhibits ectopic non-neo plastic, endometrial glands 
and stroma surrounded by the hypertrophic and hyper plastic 
myometrium [1]. Growth and invagination of endometrial glands 
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Figure 1: Micro abscess formation in the foci of Adenomyosis (hematoxylin 
and eosin; original magnification x 100).
(a) Ectopic endometrial islands containing polymorph nuclear leukocytes 
infiltrating the glandular epithelium and stroma.
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abnormal vaginal bleeding are the prominent symptoms in our case 
and moderately elevated Ca 125 level was also noted on laboratory 
exam. 

Abscess formation in endometriomas was reported previously, 
but only one case of abscess formation and one case of micro abscess 
formation in adenomyotic foci were detected in our literature 
search [7,8]. Erguvan, et al reported a 54-year-old, postmenopausal 
woman suffering from inguinal pain, night sweats, and hot flashes. 
A 95x85 mm leimyoma like lesion with a 53 mm x 43 mm cystic 
space in uterus mimicking malignancy was detected on sonography 
exam. Postoperative pathologic exam revealed abscess formation 
in adenomyotic focus. Although the patient had fewer in early 
postoperative period, later follow-up was uneventful. It was the first 
case of abscess formation in Adenomyosis reported in literature. 
However they could not isolate any microorganism from the lesion 
[9]. On the other hand, our patient did not have fewer despite 
elevated leukocyte count in postoperative period. Preoperative use of 
wide spectrum antibiotics probably played a role in this scene.

Shu-Fen Weng, et al described another case of Adenomyosis 
with micro abscess formation in a 50-year-old nulliparous women 
presenting with persistent vaginal bleeding, lower abdominal pain 
and fever, and sepsis was developed in postoperative period [10]. 
Different from the previous one, micro abscess formation looked 
like multiple separate islands, and polymorph nuclear leukocyte 
infiltration in ectopic endometrial foci were detected in this case. 
Similarly, we detected polymorpho nuclear leukocyte infiltration and 
micro abscess formation on pathologic exam, but probably due to 
early antibiotic therapy postoperative period was uneventful in ours. 

Although Adenomyosis is known as estrogen-dependent 
lesion, interestingly both cases reported previously [9,10] were in 
perimenopausal period. The same was true for our case. Under the 
light of current literature, it is hard to interpret, whether Adenomyosis 
is aggravated in perimenopausal period due to unbalanced estrogen 
and they become vulnerable to abscess formation. In background 
history of all cases chronic pain resistant to medical treatment was 
the common finding. In previous two reports sepsis was developed 
postoperatively [9,10]. Luckily, it was not the situation in our case, 
probably due to antibiotic therapy (Gentamicine and Clindamycin) 

given preoperatively for suspected endometritis. Only elevated white 
blood cell count and CRP levels were noted, and they were resolved 
with continuation of antibiotic therapy.

Conclusion
In conclusion, Adenomyosis may present with nonspecific signs 

and symptoms, and micro abscess formation in adenomyotic foci 
may further complicate situation and carry risk of postoperative 
sepsis. Surgery is the main treatment modality in cases refractory 
to medical treatment, and intensive antibiotic therapy is required to 
minimize the risk of sepsis.
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