Interesting Case

Fever with Severe Headache in a Middle Aged Thai Man
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A 55 year-old Thai man H.N. 148789 was admitted

to Vichaiyut hospital on January 29" 1994 pecause
of severe left frontal headache for 4 days. The patient
was healthy until 4 days before admission, he had low
grade fever, loose stool 3-4 times per day and left
frontal headache. The character of pain was severe
paroxysmal sharp shooting on the left frontal area
which lasted for few seconds. He had no nausea
or vomiting. Physical examination revealed body
temperature 37.8°C., pulse rate 88/min, respiration
rate 16/min, blood pressure 120/80 mmHg. Heart and
lungs were normal. Liver and spleen were not palpable.
Nervous system was intact. There was no signs of

increased intracranial pressure or meningeal irritation.
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Laboratory examination : Hct 43.5%, Hb 14.1
gm/dl WBC 16,800/cumm, PMN 90%, L 4%, Atyp.
L 4%, M 2%, Urine examination: normal, non fasting
blood sugar 153 mg/dl, BUN 17 mg/dl, cholesterol 190
mg/dl, total bilirubin 0.8 mg/dl, direct bililubin 0:3
mg/dl, SGOT 123 U/L (<40), SGPT 156 U/L (<40),
Alkaline Phosphatase 65 U/L (< 110), Albumin 3.6 gm/dl,
Globulin 1.9 gm/dl, and two blood cultures were done.

The patient was initialy diagnosed as trigeminal
neuralgia of ophthalmic division probably related to
some viral infection which induced fever. Carbamaze-
pine and dexamethasone were then given.

One day after admission, he still experienced high
fever and severe headache. Fundoscopic examination
revealed blurring at the nasal part of optic discs.. CT
scan of the brain was done which showed mild degree
of cerebral atrophy, more at the frontal lobes, irregular



72 J INFECT DIS ANTIMICROB AGENTS

Fig.1 Chest X-rays showed markedly elevaled
right diaphragm with pneumonitis and
pleural effusion.

mucosal thickening of sphenoid sinus and mild mucosal
thickening of ethmoidal sinus.

Lumbar puncture was then performed. Opened
pressure was 280 mmH,0O and closed pressure was 180
mmH,O. CSF was clear colourless with 2 lymphocytes/
cumm. Protein content was 66 mg/dl and sugar was
87 mg/dl (blood sugar 126 mg/dl). Gram, AFB staining
and Indian ink preparation were negative. Culture
revealed no growth.

Because of high CSF pressure, MRI scan was
ordered to rule out venous sinus thrombosis and the
result was insignificant.

On the second hospital day, the 2 blood cultures
done on admission revealed the growth of Klebsiella
pneumoniae which was susceptible to ofloxacin, cef-
triaxone and netilmycin. Ceftriaxone 2 gm. bid and
netilmycin 250 mg. daily were given intravenously.
Chest X-rays and echocardiography were done to rule
out endocarditis as a cause of septicemia. Echocardio-
graphy was negative but Chest X-rays showed significant
elevation of the right diaphragm with minimal infiltra-
tion and effusion of the right lung (Fig 1). Subdia-
phragmatic lesion was suspected, therefore sonogram
of the upper abdomen was done on the Sth hospital
day which showed mixed echoic mass 5.7x 3.5 cms.
at the posterosuperior aspect of the right lobe of liver.

The diagnosed of Klebsiella liver abscess with
septicemia, secondary cerebritis and pneumonitis were
made. The same antibiotics were continued. Blood
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Fig.2 CT scan of the liver showed and abscess cavity at the posterosuperior
part of the right lobe.

cultures done on the 3rd and Sth hospital day were
negative. His general condition was stable but he still
had fever with chill once or twice daily. On the 7th
hospital day, liver aspiration with CT guided was done
(Fig 2). The aspiration yielded about 10 cc. of bloody
content, Gram and AFB staining and ameba were
negative. Culture revealed no growth. Cytology of
the pus was compatible with pyogenic liver abscess
and no ameba or tumor cells were detected.

The same treatment was continued and fever
subsided on the February 12nd (15 days after antibiotics
therapy). Systemic antibiotics were given for 20 days
and oral ofloxacin 400 mg daily was then replaced.
He was discharged from the hospital on February 17th
(22 days after admission) and oral ofloxacin was con-
tinued for 2 more weeks. Total course of antibiotics
were 33 days. The followed up on March 15 he
fully recovered.

DISCUSSION

This pateint presents atypical features of pyogenic
liver abscess. The classical manifestations of pyogenic
liver abscess i.e. fever, right upper quadrant pain and
tender liver were not presented. This case was admitted
because of fever and acute severe trigeminal neuralgic
headache which misleaded the diagnosis. Subsequent
spinal fluid examinations revealed only high CSF
pressure indicated of central nervous system involvement.
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However the CT scan and MRI of the brain showed
no focal lesion.

The important finding that lead to correct diagnosis
of liver abscess was the elevation of right hemidiaphragm
in the chest X-rays, Prior to the availability of imaging
devices, the chest X-rays abnormality was found in 70%
of cases and considered a diagnostic clue of liver abscess.
The isolation of Klebsiella pneumoniae from bloods
also suggested Klebsiella liver abscess because associated
septicemia was found in about half of cases (1, 2). Drug
addiction and infective endocarditis must also be
considered as a cause of community acquired Klebsiella
septicemia.

Klebsiella pneumoniae was the most common cause
of pyogenic liver abscess in this part of the world as
reported by Cheng DL et al from Taiwan (1, 2) and
Shimada H et al from Japan (3). In Thailand among
the three reports (4, S, 6) on liver abscess, the pyogenic
liver abscess was much less common than hepatic
amebiasis. Klebsiella pneumoniae liver abscess was most
common ; recorded in 12 out of 42 pyogenic liver
abscesses. It should also be mentioned that diabetes
mellitus was a common compromised condition in about
sixty percent of cases (1, 2, 3). At Vichaiyut hospital
during 1989-January 1994, a total of 20 cases of liver
abscess were diagnosed and Klebsiella pneumoniae liver
abscess was found in 5 out of 8 pyogenic abscesses and
3 cases were diabetic. Septicemia, and septic metastasis
to various organs such as lungs and eyes were frequently
seen. In Taiwan (1, 2) Klebsiella liver abscess causing
septic endophthalmitis was commonly found. We have
never found such a complication in our cases. In this
patient, he had septicemia and septic metastasis to brain,
causing cerebritis, and to lungs, causing pneumonitis.

The policy on the treatment of pyogenic liver
abscess has changed significantly since the availability
of imaging devices i.e. ultrasonography and CT scanning
in addition to the accessibility of effective antibiotics (8, 9).
Previously surgical intervention was the mainstay in the
treatment of pyogenic liver abscess. Nowadays drainage
of the pus is generally considered as a must but per-
cutaneous drainge under imaging devices (10, 11, 12) are
replacing the surgery with the exception of abscesses
secondary to the biliary tract obstruction and in cases
with percutaneous drainage failure. There were some
reports of successful treatment by antibiotics alone
(13, 14, 15), eventhough in some series mortality was
significant. In some cases the adequate percutanous
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drainage of the abscess are not feasible even by the
aids of imaging devices due to the multiple lesions or
the sites are difficult to be reached. We have had good
results with the use of antibiotics alone in the treatment
of pyogenic liver abscess or with a single aspiration of
the abscess. Prior to the aspiration we try to give
appropriated antibiotics for a few days just to prevent
bacteremia during the drainage procedure. In this case
the abscess situated in the posterosuperior right lobe
about 9 cms. from the skin. The aspiration done § days
after antibiotics therapy obtained bloody purulent pus
of which the bacteria was not isolated. Blood cultures
at that time were also negative. These finding confirmed
that antibiotics alone was effective in eradication of
organism from the abscess as well as from the blood.
There is no need to do further aspiration or drainage.
Fever which persisted for 15 more days probably
represented the absorption of pyogenic materials from
the abscess cavity.

SUMMARY

We reported a patient who had Klebsiella pneumoniae
liver abscess associated with septicemia and septic
metastasis to the brain and lungs, who presented with
fever and trigeminal neuralgic headache without any
symtoms or signs of pyogenic liver abscess. The isolation
of Klebsiella pneumoniae from bloods and elevation
of the right hemidiaphragm in the chest X-rays lead to
the definite diagnosis. The patient was successfully treated
by appropriated antibiotics alone. A single aspiration of
the pus after 5 days of antibiotics therapy yielded no
organism. Fever disappeared after 15 days of treatment.
Klebsiella pneumoniae is considered as a significant
etiologic agent for pyogenic liver abscess in this part of
the world, especially in diabetic patients.
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