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In the emergency department (ED) we 
frequently see abdominal pain as a chief 
complaint. One cause of lower abdominal pain in 
females can be due to a tubo-ovarian abscess 
(TOA). These can be difficult to diagnose as 
they can present with vague symptoms and 
have a wide variety of clinical presentations. 
Usually, TOA will be due to an ascending 
infection from a sexually transmitted infection 
(STI) or from vaginal flora. Rarely, TOA can also 
arise from the gastrointestinal (GI) system or 
from others, such as pelvic organ cancers (1). 
TOA’s are polymicrobial and because they can 
come from pelvic inflammatory disease (PID), 
two main organisms seen are C. trachomatis
and N. Gonorrhoeae (2). Usually, women 
between the ages of 15-40 years old are 
affected (1). Complications of TOA’s include, 
abscess rupture, sepsis, increased risk of 
ectopic pregnancy, and infertility (1,2).

Background

This 41 year-old female presented to the ED with sudden onset bilateral lower 
quadrant abdominal pain. She states her only history is anemia and fibroids seen 
on recent ultrasound. Only symptom is abdominal pain with no concerns for STI’s 
with only one long term partner. She denied any vaginal discharge or dysuria. On 
physical exam, she was mildly tender to the periumbilical region. Pelvic exam 
performed showing mild brown discharge from cervical OS, with no cervical 
motion tenderness. Patient was found to have a leukocytosis on complete blood 
count analysis. She tested negative for C. trachomatis and N. Gonorrhoeae but 
was positive for bacterial vaginosis on wet prep. CT of the abdomen and pelvis 
revealed bilateral tubo-ovarian abscesses. Gynecology was consulted and 
recommended admission for intravenous antibiotics. The patient was started on 
ceftriaxone, metronidazole, and doxycycline. She had an ultrasound that revealed 
a 6.2 cm probable tubo-ovarian abscess and fibroid uterus. The left ovary was 
not able to be visualized. Patient did not require any surgical intervention and 
was able to go home after two days on oral antibiotics.
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Results

Discussion

There have been many case reports on tubo-ovarian
abscesses and their clinical presentation. Not many of 
these cases though have patients that presented with 
acute onset of pain and no pelvic symptoms or 
contributory sexual history. Usually, TOA’s present with a 
more gradual onset of symptoms and will have pelvic 
discharge or discomfort. These abscesses are usually 
polymicrobial in nature, likely due to ascending infection 
from STI’s and from the genitourinary tract. Our patient 
tested negative for C. trachomatis and N. Gonorrhoeae
but her wet prep did reveal she was positive for bacterial 
vaginosis. Our patient on outpatient evaluation after 
discharge was found to have a possible endometrioma
and likely endometriosis. In one study, they found that 
patient’s who had PID and developed TOA, 72.9% of them 
were derived from an ovarian endometrioma (3,4). TOA, 
especially in the younger population and of smaller size, 
can be managed medically with IV antibiotics. However, in 
patients who fail antibiotics, surgical intervention will be 
necessary (1,3).
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C. trachomatis - Negative
N. Gonorrhoeae - Negative
Bacterial vaginosis - Positive
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