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Summary: Ovarian abscess is presented although such a finding is an unusual gynecologic com­
plication. It is difficult to distinguish from a tubo-ovarian abscess. Its presence may be suspected in 
a patients after surgery, carrying IUD, having intraperitoneal infection and pregnancy. If an abscess 
is present, a tuboovarian abscess is much more common, except in pregnancy. For the last 110 years 
only 120 cases of ovarian abscesses have been reported in the Literature. 

INTRODUCTION 

Ovarian abscess - a rare gynecologic 
complication - results from a primary in­
fection of the ovarian tissue, in contrast 
with the tuboovarian abscess which invol­
yes the ovary by secondary spread from 
the infected fallopian tube. Since 1869 a 
total of 120 cases of ovarian abscesses have 
been reported. Of which 39 were posto­
perative (,, 11, I. 11. 12. 21. 22 , 22), 12 cases associated
with pregnancy (2, 4• 6, 7, 2 4. 6. 7. 16 18 · 1�), 12 cases as-
sociated with Intrauterine Device ( 9, 15, 16, 

17) and 57 cases of miscellaneous causes.
We here report a recent postoperative
case of ovarian abscess diagnosed by ultra­
sonography.

CASE REPORT 

S. D. a 23 year-old woman, gravida 1, para 1
was admitted because of right abdominal pains 
and fever up to 38 °C. She had undergone a 
lower segment cesarean section 12 days before 
admision, due to breech presentation and no pro­
gress of labor. Adnexa and abdominal inspec­
tion, during cesarean section were normal and 
the postoperative course was uneventful. She 
was discharged on the 6th postoperative day. On 
admission, right abdominal tenderness with no 
rebound or defense was observed. A well de­
lineated, tender and mobile mass of 8 cm in 
diameter was detected below the umbilicus and 
to the right side. On pelvic examination the 
cervix was normal with no abnormal discharge, 
the uterus was well involuted without tender­
ness. The right abdominal mass was palpable, 
high above the true pelvis and was originally 
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thought to be of a non-gynecologic origin. Ab­
dominal X-ray was normal, ruling out a foreign 
body. On ultrasound examination, a right multi­
ocular ovarian semisolid mass, 4.5 X 6 cm in 
size was observed with .septa (fig. 1)． Blood
count showed leucocytosis of 13,000. On la­
parascopy a right elongated ovary of 6 cm dia­
meter was adherent to the salpinx cecum and ap­
pendix. The ovarian mass was punctured during 
the manipulations, which resulted in drainage of 
pus. The left adnex was normal. On laparotomy 
right salpingo-oopherectomy appendectomy were 
performed. The left adnex was normal. The 
postoperative course was uneventful and body 
temperature returned to normal following anti­
biotic therapy. Pathologic examination showed 
an ovarian abscess. On histologic examination the 
abscess wall contained granulocytes (fig. 2). The 
external walls of the tube and appendix showed 
an inflammatory reaction. 

DISCUSSION 

The major etiologies for ovarian abscess 
are: access of bacteria from the operative 
area into the stroma after trauma to the 
ovarian capsule (operative, ovulation, rup­
ture of ovarian cyst, etc.) and hemato­
genous or lymphatic spread of bacteria 
into the ovarian stroma. The bacteria 
which colonizes the operative area may in­
vade the ovary after the capsular integrity 
is broken by minute trauma at the time 
of surgery or by ovulation shortly after 
surgery. Ovarian cystectomy, wedge re­
section or other conditions which seed the 
peritoneum with bacteria would also give 
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