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O BJECTIVE Xanthogranulomatous salpingo-oophorit is 

(XGSO) is a rare histological diagnosis 

result ing from a chronic inflammat ory 

process leading to dest ruct ion of normal 

healt hy t issue; hist ologically confirmed 

by t he presence o f lipid-rick foamy 

macrophages. Clinically and radiologically, 

xant hogranulomatous benign t umours 

mimick other pelvic pathologies – namely 

pelvic inflammat ory disease (PID) and 

malignancy. The lit erat ure describes 

cases of XG diagnoses predominant ly 

wit hin t he kidneys and gallbladder. 

In t his report , we present  a pat ient  

wit h bilat eral xant hogranulomat ous  

salpingo-oophorit is.  
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CASE

REPO RT

CO NTINUED

CASE

REPO RT
This care report  describes a 51-year-old lady, 

G3 P1+ 2, who presented to t he surgical 

assessment  unit  wit h severe abdominal 

pain, acute urinary retent ion, const ipat ion, 

and fever for several days, wit h a raised 

CA-125. This pat ient  had an ext ensive 

gynaecological hist ory of menorrhagia – 

managed unsuccessfully with endometrial 

ablat ion, previous c-sect ion, recurrent  PID 

and consistent ly problemat ic int rauterine 

cont racept ive use (wit h mult iple A+ E 

at tendances). 

2

DISCUSSIO N

MRI SCAN SHOWING BILATERAL TUBO-OVARIAN 

COMPLEX COLLECTIONS AND A FISTULOUS 

CONNECTION IDENTIFIED BETWEEN THE RIGHT 

TUBO-OVARIAN COMPLEX AND THE SIGMOID 

COLON.

CO NCLUSIO N

MRI SCAN SHOWING 

BILATERAL TUBO-OVARIAN 

COMPLEX COLLECTIONS.  

CT AP SHOWING BILATERAL 

ADNEXAL MASSES WITH SOME 

INFILTRATION WITHIN THE 

ADJACENT FAT.  

A surgical review suspect ed int ra- 

abdominal pat hology, and a CT scan  

(figure 1) of t he abdomen and pelvis was 

arranged which showed bilat eral adnexal 

masses wit h possib le t ubo -ovarian 

abscesses – suspicious of severe PID or a 

malignant  aet iology. Blood tests revealed 

a raised whit e cell count  (WCC) 16.0, 

neut rophils 12.60, haemoglobin (Hb) 131, 

platelet s 334, INR 1.23, CRP 256, normal 

renal funct ion, and a cancer ant igen 125 

(CA-125) of 132.2 (high).

Discussion within MDT decided to manage 

her conservat ively as per the PID protocol 

with ant ibiot ic therapy, removal the IUS and 

a follow-up MRI scan. This MRI scan (figure 2) 

showed persistent  bilateral adnexal mass-

es with fistulat ion into the sigmoid colon 

(fig

u

r e 3) which prompted review by t he 

colorectal surgical team. This resulted in a 

joint  operat ion between gynaecology and 

colorectal surgeons for a total abdominal 

hysterectomy, bilateral salpingo-oopho-

rectomy, bowel adhesiolysis and resec-

t ion. Histopathologically, the appearances 

visualised both macroscopically and micro-

scopically are consistent  with a diagnosis of 

uterus and cervix adenomyosis plus bilat eral 

xanthogranulomatous salpingo-oophorit is, 

with no evidence of malignancy. The main 

challenges faced in this case was the uncer-

tainty of the diagnosis, the possible require-

ment  for an extensively invasive operat ion 

in a young woman and the large BMI of the 

pat ient  rest rict ing the use of ult rasound 

scanning.  

XG infla

m

ma t i on is a recognised and well-

documented histopathological diagnosis 

within the gallbladder and kidney. Following 

a t horough lit erature review, t here were 

very few cases reported within the female 

genital t ract , and even less so as a bilat eral 

presentat ion. Kunakemakorn et  al published 

the first  report  of pelvic XG pseudotumours 

and Chiesa-Vot tero published a report  

t hat  bet ween t he years of 2003 and 

2018, t here were 13 recorded cases of 

xanthogranulomatous salpingit is.

The clinical and radiological signs of XG 

may vary, leading to easy misdiagnoses 

and incorrect  t reatment  plans formulated. 

With different ials of PID or malignancy, the 

confir

m

a t ory diagnosis is either delayed or 

‘overly-invasive’, respect ively. The risk factors 

for XG include endomet riosis, leiomyoma, 

inadequately t reated PID, IUD in sit u, ab-

normal lipid metabolism, immunosuppres-

sion, previous abdominal surgery, diabetes 

mellit us t ype 2, hyperlipidaemia, and un-

t reated urinary t ract  infect ions (part icular-

ly pathogens like Escherichia coli, Proteus 

spp, Staphylococcus aureus, Bacteroides 

fragilis, and Salmonella typhi). 

From review of the published reports and 

our case, some clinical and pathological 

features can be surmised: (1) female genital 

t ract  XG infla

m

ma t i on is primarily unilateral, 

affect ing eit her t he ovaries or fallopian 

tubes; (2) presentat ion following chronic 

history of PID; (3) between the ages of 21 

to 75, with a mean age of 45 years, (4) init ial 

symptoms of abdominal pain, anaemia, 

anorexia, fever, irregular colporrhagia, urinary 

retent ion, or infert ilit y wit h examinat ion 

findings of adnexal mass(es) with associated 

tenderness, (5) laboratory find i ngs reveal an 

elevated ESR and WCC count , (6) imaging 

studies (ult rasound scan, CT or MRI) display 

a well-defined so lid mass, commonly 

misdiagnosed as a malignant  t umour or 

metastases. 

Diagnost ically, our recommen-

dat ion is that  performing stains 

for gram st ain, acid-fast  bacil-

li and fungi should be executed 

post -operat ively. Int ra-opera-

t ively, ut ilising the frozen sect ion 

technique and sending cultures, 

bloods, urine cultures will help aid 

diagnosis, potent ially reduce the 

requirement  of extensive surgery, 

and help t o prescribe targeted 

ant ibiot ic therapy if pathogens 

are isolated. With the mean age 

of diagnosis being 45-years, and 

the current  management  is radi-

cal in comparison to the oopho-

rectomy recommended for t his 

condit ion. Considering the PID 

risk factors, potent ially long-term 

follow up for these pat ients with 

t heir GPs or gynaecology de-

partment  should be considered 

to assess for t he development  

of XG changes. This case further 

highlights the emphasis for early 

consultat ion with MDT members 

to deliberate surgical opt ions. 

This pat ient  endured extensive 

surgery, so in t he future it  may 

be pert inent  to consider a diag-

nosis of chronic inflammatory 

changes based on the bilat eral 

nature of disease, risk factors and  

MRI find i ngs .

This case supports other lit era-

ture, suggest ing that  a high in-

dex of invest igat ive suspicion is 

required due to the non-specific

 

present ing features. For future 

research and clinical purposes, 

a clearer understanding of t he  

clinical complaint s, MRI find-

ings, and pat ient  risk factors may  

improve diagnost ic abilit ies and 

guide appropriate management .
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