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ABSTRACT

In Indian subcontinent, liver abscesses are often caused by amoebic and gram-negative organisms. Burkholderia pseudomallei (B.
pseudomallei) is an emerging pathogen in India. The spectrum of disease caused by B. pseudomallei is variable and liver abscesses
are an infrequent presentation. We report a case of isolated liver abscess caused by B. pseudomallei in a 72-year-old diabetic male
patient, who was referred from Goa. Patient was treated with pigtail drainage of abscess and injection ceftazidime was given during
stay in hospital. Patient was discharged on co-trimoxazole and doxycycline. The repeated culture after prolonged therapy showed
markedly reduced colonies with similar antibiotic pattern and patient was treated successfully. It is important that pus aspirates
from liver abscesses are worked up for microbiological culture and prompt treatment is initiated in case of melioidosis which is an

emerging infection in India.

CASE REPORT

A 72-year-old male, Post Coronary Artery Bypass Graft (CABG),
Post Percutaneous Transluminal Coronary Angioplasty (PTCA), a
known case of diabetes since 25 years and hypertensive since
5 years hailing from Goa with history of repeated admission with
similar complaints presented to emergency department with fever
and chills since one month, dry cough since three week, mild
breathlessness since two weeks. Patient had history of occasional
alcohol consumption. Occupationally, patient was retired by
profession. On general examination, there were no significant
findings. On systemic examination, patient had soft non tender
abdomen and no other significant systemic finding. Investigations
donewere: Complete Blood Count (CBC), Erythrocyte Sedimentation
Rate (ESR), C-Reactive Protein (CRP), Computed Tomographic
(CT) scan of chest, sputum for culture and GeneXpert, chest
X-ray, blood culture, Ultrasonography (USG) abdomen etc. The
imaging studies diagnosed it as case of liver abscess and pigtail
catheter was put [Table/Fig-1,2]. The pus sample was obtained
by drainage and sent for routine examination, microscopy and
automated aerobic culture and sensitivity testing. CBC showed
leucocytosis with neutrophilia. Erythrocyte Sedimentation Rate
(ESR) was 93 and 25 mm at end of one hour on day of admission
and 11" day of hospitalisation, respectively. CRP levels were
125.75 mg/L, 98.35 mg/L and 0.16 mg/L on admission, eighth day
and 11" day of hospitalisation. The pus routine and microscopy
showed pus cells in sheets and no parasites (such as Entamoeba
histolytica) were found. Indirect Haemagglutination (IHA) test was
negative for Entamoeba histolytica. Cytology report showed acute
suppurative inflammation. No amoebae or granulomas were seen.
Liver function tests showed normal bilirubin level (Total: 0.7 mg/dL,
Direct: 0.3 mg/dL), normal levels (20.8 and 25.08 IU/L) of serum
Alanine Transaminase (ALT) and Aspartate Transaminase (AST)
respectively, elevated alkaline phosphatase levels (170.42 U/L).
Serum albumin was low (2.89 gm/dL), Serum globulin level was
high (3.6 gm/dL) and Albumin:Globulin (A:G) ratio was low (0.92).
Adenosine deaminase levels were normal (21.3 U/L). Clotting time
was normal (4 minutes). Smear for acid fast bacilli, Tuberculosis
(TB) culture by Mycobacterial Growth Indicator Tube (MGIT) and
GeneXpert tests were negative ruling out tuberculosis. Blood
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[Table/Fig-1]: Computed tomographic guided percutaneous drainage of liver
abscess.

[Table/Fig-2]: Computed tomographic scan showing liver abscess. The distance
from skin surface for drainage of abscess is 5.57 cm.

culture showed no growth ruling out septicaemia. Pus culture from
drainage grew non lactose fermenting colonies [Table/Fig-3]. On
further incubation, colonies show classical metallic sheen [Table/
Fig-4]. It was identified by VITEK® 2 compact system (bioMeriux,
France) as B. pseudomallei. The isolate was sensitive to ceftazidime,
chloramphenicol, co-trimoxazole, levofloxacin, meropenem and
ticarcillin/clavulanic acid.

After the culture report was obtained, the detailed reevaluation
of patient from epidemiogical perspective was done. On further
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[Table/Fig-3]: Non lactose fermenting colonies of B. pseudomallei after 48 hours
of incubation.

[Table/Fig-4]: Colonies showing aerobic oxidation (pink colour) and metallic sheen
of B. pseudomallei on MacConkey’s agar after prolonged incubation of 72 hours.

enquiry about the recreational activities, he mentioned about
gardening which was his hobby. B. pseudomallei organism is a sail
dwelling pathogen. This further reconfirms diagnosis. The antibiotic
ceftazidime (40 mg/kg 8 hourly) was given intravenously for 14 days
as per antibiotic sensitivity pattern; the patient was discharged on
co-trimoxazole (sulfamethoxazole-trimethoprim 800 mg/160 mg)
and doxycycline 100 mg twice a day for six months. Patient came
for repeated scanning on bi monthly basis and every time scan was
performed the pus sample was obtained and sent for culture. The
repeat culture grew same pathogen with similar antibiotic sensitivity.
Finally, after six months of complete therapy, lastly bloody discharge
was obtained by assisted radiography was cultured and it showed
no growth. It is important to give prolonged therapy for cure of
disease and also repeated culture and radiographic examinations
were done to assure complete cure of disease.

DISCUSSION

Melioidosis disease spectrum can range from febrile illness to
septicaemia. Focal presentation like abscess formation can occur
in lungs, spleen and liver [1,2].

Diabetes is a known predisposing factor for melioidosis which was
also present in the case [3]. B. pseudomallei is present in soil and
fresh water hence occupational and outdoor work like agriculture,
fishing, gardening and water sport increases likelihood of disease.
Patient was long standing diabetic with poor glycaemic control and
had hobby of gardening which increased likelihood of development
of disease. Liver abscess brought about by melioidosis is clinically
indistinguishable to other causes of pyogenic liver abscess. It similarly
presents with prolonged high grade fever which is poorly responsive
to usual empiric antibiotics and occasionally may present with right
upper quadrant pain and jaundice. Consensus with regard to the
management of liver abscess caused by B. pseudomallei has not
yet been established due to the rarity of cases. Surgical intervention
through either a percutaneous or open drainage has shown good
outcomes comparedto IV antibiotics alone [4]. Ceftazidimeis antibiotic
of choice for meliodosis [5]. Effectiveness of ceftazidime is more than
other third generation cephalosporins for Melioidosis [6]. Mortality
associated with disease is high despite antibiotic therapy. Cases
have been reported from Southeast Asia mainly Thailand, Malaysia,
Vietnam, Taiwan etc., [7-11]. In India, few cases have been reported
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mainly from the southern and eastern part of the country [7-9]. Case
of isolated liver abscess in young diabetic patient described in West
Bengal was similar to present case [9]. Few cases of Melioidosis
are reported from states of Kerala, Tripura, Orissa, Maharashtra
and Tamil Nadu [7,9,12]. Three cases have been also reported from
Mumbai however the presentation was musculoskeletal diseases
[13]. This case is of epidemiological importance because of its
unique presentation as isolated liver abscess as previously such
presentations are few from literature in India [7-9]. Since, the patient
is hailing from Goa, from where cases have been already reported,
further detailed epidemiological enquiry is necessary [14].

Cost of recurrent disease is more than cost of prolonged and
appropriate treatment as far as the B. pseudomallei is concerned.
Hence, important learning lesson is appropriate diagnosis, prompt
therapy as per antibiotic sensitivity pattern. We successfully treated
patient with intravenous ceftazidime for 14 days followed by
cotrimoxazole and doxycycline orally for six months.

CONCLUSION

Melioidosis can present as isolated liver abscess. It is important
to promptly diagnose condition as early as possible and initiate
appropriate prolonged therapy for curing the disease. Also, detailed
history and communication between clinician and microbiologist is
important in cases with unusual presentations of rare disease.
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