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INTRODUCTION

ABSTRACT

Pyogenic liver abscess (PLA) is a potentially life-threatening
disease affecting patients in many parts of the world, especially
Asia and the other third world countries, Nigeria inclusive.
Knowing the aetiology of PLA, where possible, plays a significant
role in the successful treatment of the patients. Recently, the
prevalence of Klebsiella pneumonia induced PLA (KP-PLA) has
become an emerging public health challenge all over the world,
however, other rare organisms are also implicated as shown in our
case report. Acinetobacter baumannii is a  multi-drug resistant
nosocomial organism that may also be responsible for some cases
of community acquired infections as seen in this index case.

Key words: Acinetobacter baumannii, Ciprofloxacin, Hospital
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in bacteriology and other diagnostic

Pyogenic liver abscess (PLA) is a pocket of
pus that forms in the liver due to bacterial
infection. It accounts for about 80% of liver
abscesses with non-pyogenic (fungal and
amoebic) liver abscesses accounting for 20%.2
The introduction of antibiotics and advances

techniques has generally improved the
diagnosis and management outcomes. A
basic requirement for effective therapy is
early diagnosis.®> New imaging techniques
such as ultrasound, CT scan and MRI have
made the differential diagnosis easier but
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cannot always definitively rule out parasitic
abscesses.*5 Diagnosis can be missed even
intra- operatively.

CASE SUMMARY
A 42-year-old married man and a trader who

deals on clothing, presented with fever of 3
weeks’ duration and abdominal pain of 2
weeks” duration. The fever was insidious in
onset, continuous, high grade and associated
with chills and rigor; and was temporarily
relieved by intake of acetaminophen. There
were associated headache, generalized body
weakness and loss of appetite. A week into
the illness, he developed abdominal pain
which was localized to the right upper
quadrant, dull, not radiating, worsened by
deep inspiration and has no known relieving
factors. There were no changes in bowel habit
and no history of abdominal swelling or
jaundice. There was no history of cough, neck
stiffness, ear pain or discharge or pain on
urination.

He has a history of significant alcohol
consumption of about 120g of alcohol/week
for years and occasionally took water based
herbal preparations for febrile illnesses. He
patronises food vendors for his meals. He is
not a known diabetic nor hypertensive
patient. His Human Immuno-deficiency
Viral(HIV) status was negative but he was
diagnosed of hepatitis B virus infection in the
course of this illness. He has not been treated

for tuberculosis in the past.

Following the above symptoms, he was
admitted in a missionary hospital for 5 days
where he was managed for acute viral
hepatitis with intravenous fluids, analgesics
and antibiotics (names not known). With the
persistence of symptoms and the ultrasound
finding of a liver abscess, he was referred to
the

Gastroenterology unit of Nnamdi

Orient Journal of Medicine

Vol 33[3-4] Jul-Dec, 2021

Azikiwe University Teaching Hospital
(NAUTH) Nnewi for further evaluation and
management.

On examination he was pale, anxious looking
and febrile (37.7°C). The abdomen was full
and moved with respiration, there was right
hypochondrial tenderness, liver was 6cm
palpable, tender, firm with blunt edge; spleen
was not palpable and kidneys were not
ballotable. The liver span was 14cm. There
was no demonstrable ascites and bowel

sounds were normal.

The vital signs were normal and chest
examination revealed reduced breath sounds
in the right lower lung zone.

An initial diagnosis of poorly treated hepatic
abscess in a patient with hepatitis B virus
infection was made.

Patient Management and Outcome
Full blood count showed

neutrophilia and anaemia, Liver function

relative
tests revealed mild elevations of liver
enzymes with normal serum protein and
albumin and PT/INR, kidney function was
normal. Abdominal ultrasound revealed a
well loculated abscess in the right lobe of the
liver with a volume of 204.5¢cm3.

HBV DNA load was 8,540 iu/ml and panel
test showed HBeAg negative. His laboratory
investigations were as shown in Table 1. He
had drainage of abscess under ultrasound
guidance with 150ml of pus drained. An
estimated 50ml could not be drained.

The microscopy, culture and sensitivity
(M/C/S) results revealed numerous pus
cells, Gram variable coccobacillary organism
identified with the help of Microbact 12 A
(Oxoid, UK) [showed 99.99% |as Acinetobacter
baumannii susceptible
Amikacin, Ciprofloxacin, Levofloxacin,

to Meropenem,
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Piperacillin- tazobactam, but was resistant
to Gentamycin, Amoxicillin clavulanic acid
and Ceftriaxone using Kirby Bauer disc
diffusion method.! He was subsequently
commenced on tabs levofloxacin 500mg
twice daily for 2 weeks. He was observed
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and discharged after 5 days. During his
follow up visit, patient had no symptomes,
he was gaining weight and repeat
abdominal ultrasound showed no more
collections. The treatment for chronic

hepatitis B was commenced.

Table 1. Results of investigations

Investigations Results Reference interval
Full blood count + ESR ESR=110mm/hr
HB- 7.2g/dl 11-17g/dl
WBC- 6 X103/UL 4-12 X103/UL
Neutrophils- 61.8% 50-80%
Lymphocytes- 33.5% 25-50%
Monocytes- 4.7 % 2-10%
Platelets- 371 x 103 150-400 x 103
Alpha fetoprotein 49ng/ml <8.5ng/ml
Total protein 70g/1 62-80g/1
Albumin 39g/1 28-40g/1

Liver Function tests

Anti- HCV
HIV I &II
HBSAg

E/U/Cr:

PT
INR
Abdominal USS

HBYV DNA viral load
Panel test

Total bilirubin- 46.7umol /1
Conj. Bilirubin- 36.5umol/1
AST-22IU/L

ALT-211U/L
ALP-222IU/L

Negative

Negative

Positive
Creatinine-77umol/1

Na*- 137mmol/1

K*- 4mmol/1
Cl1-98mmol/1

HCOs3- 27mmol/1

Urea- 2.5umol/1

13.4secs

0.96

Cranio-caudal span of the liver
was 19cm  with a huge
multiseptated  cystic = mass
measuring 170mm x 94 mm and
an estimated volume of
204.5cm? located on segments
IV& V of the right lobe of the
liver. It showed no colour
Doppler on imaging

8,540 iu/ml
HBSAg-positive
HBSAD- negative
HBeAg- negative
HBeAb-positive
HBcAD- positive

3.4-17umol/1
0.4-3.4umol/1
5-18IU/L
3-25IU/L
21-92IU/L

76-127umol/1
134-145mmol/1
3.5-5.5mmol/1
96-106mmol /1
21-31mmol/1
1.7-9.1umol/1

11-16secs
0.8-1.2
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DISCUSSION
Pyogenic abscess is more common among

males. as in the index patient.” The patient
also presented with the classic triad of fever,

upper
in patients

abdominal
with
pyogenic liver abscess. The patient had no

malaise and right

discomfort common
obvious risk factor for pyogenic liver abscess
and can be classified as cryptogenic.

Pyogenic liver abscess may be poly-
microbial 8 Escherichia coli is usually the most
common cause followed by K. pneumonia. In
the index patient, Acinetobacter baumannii, a
rare cause of PLA was the implicated

organism.

This condition is a life-threatening disease if
left untreated and data from different sources
place the incidence rate at 1.1 to
17.6/1,000,000 individuals.® The other most
common pathogens associated with PLA in
and Klebsiella
Bacteroides,

addition to Escherichia coli

pneumoniae, are Enterococci,
Streptococci, and Staphylococci 10 This patient
had PLA caused by A. baumannii which is not

very common.

Acinetobacter species were considered as low
pathogen five decades ago but with the
introduction of powerful new antibiotics in
clinical practice and agriculture, coupled
with the use of invasive procedures in
hospital intensive care units (ICUs), drug
resistant-related community and hospital-
acquired  Acinetobacter infections have
emerged with increasing frequency.!’ the
organism is responsible for the following
infections within the hospital: bloodstream
infections, pneumonia, meningitis, wound
and site infections,

surgical including

necrotizing fasciitis and urinary tract

infections especially in catheterized patients.
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Among its species, A. baumannii has emerged
as of a greater clinical importance and is
associated with hospital outbreaks. But
infections due to other species like A. [woffii
have also been reported in hospitals and
Acinetobacter

community settings.1213

baumannii is a non-fermentative aerobic
Gram-negative or Gram variable bacillus and
it is known that 25% of the healthy
individuals harbour it as a commensal in the
oropharynx and skin. Infection results if the
host’s first line of immunity is compromised.
Due to its ubiquitous nature, it is a potential
opportunistic pathogen in individuals with
impaired immune systems, and it has been
identified as a cause of nosocomial and

community acquired infections.

Some rare cases of community acquired
infections like pneumonia and bacteraemia
caused by Acinetobacter species have also
been reported. Direct Gram’s stain showed
gram variable bacteria along with the pus
cells. Moreover, Acinetobacter species tends to
survive in dry conditions and in a wide range
of temperature and are resistant to many
disinfectants, irradiation and desiccation.14
These conditions may favour colonization of
the stomach by Acinetobacter spp. in the
hypochlorhydric or achlorhydric stomach.14

Weak immune status of the patient from the
combined effect of chronic alcoholism and
Hepatitis B infection, possibility of poor
nutrition as indicated by his petty trading
business and virulence potential of the
pathogen may have been the factors which
led to the spread of the bacteria to the liver
from the gut via the portal system and
eventually to the formation of liver abscess.
Though the cultured strain from the index
patient was found to be sensitive to almost all
the tested antibiotics, many studies have
reported high rates of antibiotic resistance in
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Acinetobacter species. Nakwen et al. showed
good susceptibility to netilmicin, imipenem,
cefoperazone/sulbactam, while resistance to
amikacin, gentamycin, ceftazidime,
ceftriaxone, cefepime, and ciprofloxacin,
clindamycin in neonatal septicaemia.’> Mittal
et al. reported high resistance to imipenem
(57%), (57%),

(82%), piperacillin + tazobactum (61%) in a

cotrimoxazole gentamycin
species of Acinetobacter called A. iwofii as

compared to other = non-baumanii

acinetobacter spp in nosocomial infections.!2

Acinetobacter species has been known to
produce a variety of beta-lactamases which

confer resistance to aminopenicillins,
ureidopenicillins, narrow-spectrum and
expanded-spectrum  cephalosporin  and

Partial
retained for some relatively new antibiotics

cephamycin.16 susceptibility  is

such as broad-spectrum cephalosporin

(cefotaxime, ceftazidime, and cefepime),

tobramycin, imipenem, amikacin, and

fluoroquinolones  as is noticed in our
patient.’¢ Since our patient did not recall any
previous history of prolonged hospital stay
or prolonged antibiotic intake; and the strain
was sensitive to most of the antibiotics used
in the test, we presumed it to be a community
acquired infection through ingestion of food

contaminated with A. baumannii.

CONCLUSION
This to the best of our knowledge is the first

case report of community acquired pyogenic
liver abscess in our centre, caused by A.
baumannii. Apart from A. baumannii other
species are also emerging in hospital and
community settings. Therefore, there is need
for a high index of suspicion to be able to
identify A. baumannii associated infections
when they occur either in the hospital
environment as hospital acquired infection or
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in the community as community associated

infections. = Measures such as improved

infection prevention and control practices,
diligent environmental cleaning, antibiotics
stewardship practices and education of
HCWs on regular hand hygiene is important
to be able to control the spread of the
organism.
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