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ABSTRACT

Aspergillus is a ubiquitous fungus that can cause a variety of clinical syndromes. It can lead to a spectrum of clinical
presentations depending upon the severity of the disease, degree of immune compromisation, nature and intensity
of inflammatory host response. Ovarian aspergilloma is extremely unusual, only a few case reports have been
described in the literature. Here, we report a case of ovarian aspergilloma which was masquerading as ovarian
neoplasm on clinical examination and radiology. To the best of our knowledge, this is the first case report of isolated
ovarian aspergillosis in an immunocompetent patient.
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’ INTRODUCTION

Fungal infections are quite common in immunocompro-
mised patients. Aspergillus is the most common, non-
invasive type of fungal infection producing a wide range
of clinical symptoms which are often extremely fatal.
The clinical manifestations of the disease are diverse and
depend upon the severity of the disease, degree of immune
compromisation in patients, and nature and intensity of
the host immune response. Aspergillus primarily infects the
respiratory passages, sinuses and skin of immunocompro-
mised patients [1-3]. Because of varying clinical manifesta-
tions, often of a severe nature-Aspergillosis remains a major
cause of patient morbidity and is responsible for more than
one million mortalities in immunocompromised populations
worldwide, annually [4]. The central nervous system and
cardiovascular system may be affected by the direct or
hematogenous spread of Aspergillus fungal elements [5-7].
Aspergillosis of the ovary is extremely rare, only a few case
studies are reported in the literature [8,9]. Here, we report a
case of ovarian Aspergillosis which was masquerading as
ovarian neoplasm on clinical examination and radiology. The
aim of this case study is to bring to light an unanticipated site
of Aspergillus infection that is clinically mistaken for ovarian
tumors. To the best of our knowledge, this is the first case of
isolated ovarian aspergillosis in an immunocompetent patient.

’ CASE PRESENTATION

A woman, age 34 years, unmarried, was admitted to the
hospital with a complaint of a lump and pain in the abdomen

for the last two months associated with on and off fever with
chills. The past medical history of the patient was insigni-
ficant. The patient denied having any recent infections,
sexual activities or vaginal discharge and her last menstrual
period was one month before.
The patient’s BMI was 24.5, her vital signs were steady,

and pallor was visible upon general examination. The breast
and systemic examinations of the patient were also normal.
The patient did not have diabetes, and her serological tests
for HBsAg, HCV, and HIV were all negative. The findings of
the laboratory tests, including the complete hemogram, liver
function test, renal function test, and CA-125, a-fetoprotein
(AFP), carbohydrate antigen 19-9 (CA19-9), and carcinoma
embryonic antigen (CEA) assay results were also within the
normal range.
The abdomen of the patient appeared soft but tender

and a mass measuring 10x8.5 cm was felt on the left side
of the lower abdomen during a vaginal examination.
The contrast enhanced tomography (CECT) of the whole
abdomen showed a heterogeneous enhancing solid cystic
lesion with septations measuring 10x9.5x9.0 cm in the left
ovary (Figure 1A). As a result, a provisional diagnosis of
left ovarian neoplasm was considered. Left-sided salpingo-
oophorectomy was done.
Gross findings of the left ovary specimen were showing

a mass measuring 11 x 9.0 x 8.5 cm. The fallopian tube
measured 4.5 cm in length. The outer surface of the ovary
mass was encapsulated and light yellow serous fluid was
seen oozing upon the incision. The cut surface of the incised
mass showed cystic and solid areas with interspersed black
pigmentation (Figure 1B).
The Hematoxylin and Eosin (HE) and Periodic acid Schiff

(PAS) stained sections of the ovarian mass were showing
dense inflammation, and necrosis. They were having florid
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fungal septate hyphae with dichotomous branching and
was diagnosed as ovarian Aspergillosis (Figures 1C-E).
The microscopy of sections from the left fallopian tube
showed unremarkable histology (Figure 1F).
After a diagnosis of ovarian aspergillosis, the patient was

given an intravenous formulation of voriconazole (6 mg/kg/
day) and liposomal amphotericin B (0.5 mg/kg/day) for a
period of ten days. In retrospect, a CECT of the thorax was
suggested to rule out focus in the respiratory tract, which
revealed no abnormality. The patient was then discharged
and followed in the outpatient department after one and
six months. Currently, the patient is in good condition.

’ DISCUSSION

Aspergillus are widespread saprophytic fungi frequently
found in soil and decomposing plant matter. These can cause
infections in humans upon inhalation of airborne conidia.
Aspergillosis causes a wide range of clinical disorders with
diverse symptoms depending on the region of involvement
and the host immunological response. Aspergillosis mostly
affects the respiratory system and its associated structures
[10].
Genitourinary tract infections are quite common in females

of developing nations, due to unsanitary conditions. Chronic
illnesses like diabetes mellitus are another contributing factor
for such infections. Immunosuppressive therapies in patients
with transplantation, graft rejection, neutropenia, intercur-
rent infections due to viruses, and other chronic illness are
risk factors for invasive aspergillosis [11]. The patient under
study was not immunocompromised and without any
known drug history. Ovarian infections caused by fungi
are quite rare. Fungi of Candida species are the usual culprits
of ovarian fungal infections in most cases. Despite the fact
that Aspergillus hyphae are typically described as acute
branching septate hyphae, it is often difficult to identify and

distinguish them from hyphal forms of other fungi like
Pseudallescheri abode, Fusarium species, and Candida spp.
Identification and confirmation of Aspergillus often require
microbiological isolation via culture. A histological diagnosis
can be done once the fruiting bodies of the Aspergillus
fungus have been observed [12]. Molecular methods like
polymerase chain reaction can be used for the detection of
Aspergillus DNA [13]. Whenever the presence of Aspergillus
is confirmed in any clinical specimen, further investigations
are needed to rule out a systemic focus. No systemic
involvement was found in this case study on the CECT of
the thorax.

Some species of Aspergillus are more resistant to
antifungal medication and are linked to increased mortality
and virulence. Therefore, the identification of Aspergillus
species can be more helpful in diagnosis [14]. Treatment of
Aspergillosis is difficult due to increasing antifungal resis-
tance. Antifungal drugs like Voriconazole and Liposomal
Amphotericin B, being of a less toxic nature are more
effective due to their lesser side effects. Their use in the
treatment of serious fungal infections is advocated with
complete surgical excision [15].

’ CONCLUSION

Ovarian aspergillosis is a fungal infection, which may
occur in an immunocompetent host and masquerade as
ovarian neoplasm. Ovarian aspergillosis must be considered
in a differential diagnosis of ovarian neoplasms; however,
it is an extremely infrequent condition.

Informed consent
Written informed consent was obtained from the patient

for publication of this case report and accompanying images.
A copy of the written consent is available for review by the
Editor-in-Chief of this journal.

Fig. 1. A. CECT of the whole abdomen showed heterogeneously enhancing solid cystic left ovary mass with septations; B. Left ovary
mass displaying solid-cystic areas with black pigmentation; C. The histological examination of the left ovary mass shows dense
inflammation, necrosis and scattered numerous fungal hyphae covered by a thick capsule (HE, 40x); D. Necrotic debris with interspersed
fungal elements (HE, 100x); E. Florid fungal septate hyphae displaying acute angle branching (PAS, 400x); F.Microscopy of left fallopian
tube reveals unremarkable histology (HE, 100x).
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