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Abstract

Pyogenic liver abscesses usually occur in association
with a variety of diseases. Rarely, liver abscess has been
reported as the presenting manifestation of colonic tubu-
lovillous adenoma. We report two cases of pyogenic liver
abscess without hepatobiliary disease or other obvious
etiologies except that one had a history of diabetes
mellitus (DM). The pathogen in the patient with DM was
Klebsiella pneumonia (KP). In both of the patients, ileus
developed about two to three weeks after the diagnosis
of liver abscess. Colonoscopy revealed large polypoid
tumors with pathological findings of tubulovillous
adenoma in both cases. Two lessons were learned from
these two cases: (1) an underlying cause should be
aggressively investigated in patients with cryptogenic
liver abscess; (2) DM could be one of the etiologies but
not necessarily the only cause of KP liver abscess.
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INTRODUCTION

Pyogenic liver abscess is usually related to hepatobiliary

www.wjgnet.com

tract disease or intra-abdominal infections including
cholecystitis, suppurative cholangitis, suppurative pylephle-
bitis, appendicitis, diverticulitis and peritonitis“ﬂ. Recently,
colorectal cancer without obvious infection was considered
as one of the uncommon etiologies of liver abscess™™.
Furthermore, liver abscess was reported as the present-
ing manifestation of colonic tubulovillous adenoma'”.
However, there are a growing number of reports suggest-
ing a relationship between diabetes mellitus (DM) and
Klebsiella pnenmonia (KP) liver abscess which indicate that a
deficiency in the hosts’ defense mechanism could be the
etiology of this liver infection”. We hereby report two
cases of pyogenic liver abscess both of which were found
to have colonic tubulovillous adenoma two to three weeks
later after the diagnosis of liver abscess. The association of
pyogenic liver abscess and colonic tubulovillous adenoma
and the implications of these two cases are discussed.

CASE REPORT
CASE 1

A 67-year-old man, who was referred from a local hospital,
was admitted to our hospital because of fever, chill, and
right upper abdominal pain for seven days. On physical
examination, his initial body temperature was 37.9°C and
blood pressure was 124/67 mmHg. Light palpation of the
abdomen revealed tenderness and mild rebounding pain
on epigastric and right upper areas, but no abdominal mass
was felt. Significant laboratory data included a leukocyte
count of 26,330/uL (normal range =4000-10,400/uL ), a
hemoglobin of 9.5 gm/dL (normal range =12-16 gm/dL),
an aspartate aminotransferase (AST) of 73 IU/L (normal
range = 5-34 TU/L), an alanine aminotranferase (ALT) of
79 IU/L (normal range = 0-40 IU/L), a fasting blood sugar
of 118 mg/dl (normal range =70-110 mg/dL), a total bili-
rubin of 1.03 mg/dL (normal range=0.2-1.3 mg/dL), a
C-Reactive Protein (CRP) of 17.02 mg/dL (normal <0.8
mg/dL), and a carcinoembryonic antigen (CEA) level of
0.33 ng/dL (normal <5 ng/dL).

Abdominal ultrasonography (US) and computed to-
mography (CT) showed a 4-cm liver abscess in left lobe
of liver (Figure 1A). After three sets of blood cultures
were completed and broad-spectrum antimicrobial therapy
was initiated, CT-guided percutaneous drainage of the
liver abscess was performed and pus liked material was
aspirated and sent for bacterial culture. However, blood
and pus were all negative for bacterial growth. As anti-
microbial treatment was continued, the patient’s clinical
condition improved rapidly and fever subsided four days
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Figure 1 Case 1. A: Enhancement abdominal computed tomography (CT) showed
a 4-cm liver abscess in left lobe of the liver; B: Colonofibroscopy showed a 3-cm
pedunculated polyp in the sigmoid colon.

later. Then the drainage catheters were removed and the
patient was discharged on the 14" d of hospitalization.
One week later, he was admitted again with a chief
complaint of abdominal fullness. Physical examination
showed a distended abdomen with hypertympanic abdom-
inal sounds on percussion. Plain films of the abdomen
disclosed evidence of a paralytic ileus with a suspected
obstruction at the level of the sigmoid colon. Colonos-
copy was performed which showed a 3-cm pedunculated
polyp in the sigmoid colon (Figure 1B). Polypectomy
was performed and pathological examination revealed
tubulovillous adenoma with mild dysplasia. The patient
continued to do well during a follow-up period of 6 mo.

CASE 2

An 84-year-old woman with a history of DM using no
regular medication for several years was admitted to the
hospital because of fever and right upper abdominal dull
pain which was followed by a change of consciousness for
the two days preceding admission. On physical examina-
tion, her initial body temperature was 37.7°C and blood
pressure was 79/30 mmHg. Mild tenderness in the right
upper abdomen was noted during performance of light
palpation, but no abdominal mass was felt. Significant lab-
oratory data included a leukocyte count of 17,870/uL, a
hemoglobin of 12.7 mg/dL, an AST of 59 TU/L, an ALT
of 58 TU/L, a fasting blood sugar of 348 mg/dL, a total
bilirubin of 2.31 mg/dL, a CRP level of 32.82 mg/dL,
and a CEA level of 6.72 ng/dL. Abdominal US and CT
showed a 5-cm liver abscess in right lobe of the liver (Figure
2A).

Figure 2 Case 2. A: Enhancement abdominal computed tomography showed a
5-cm liver abscess in right lobe of the liver; B: Colonofibroscopy showed a 3-cm
polypoid tumor in the sigmoid colon.

Since the patient could not cooperate for US or CT-
guided aspiration, broad-spectrum antimicrobial treat-
ment was started after three sets of blood cultures were
performed. The results of blood cultures were positive
for Klebsiella pnenmonia (KP), which was sensitive to the
formerly prescribed antibiotics. The patient’s clinical
condition improved gradually and fever subsided 10 d later.
On the 14" d of hospitalization, abdominal fullness de-
veloped and the plain film of abdomen showed evidence
of ileus with a suspected obstruction at the level of the
distal colon. Colonoscopy was performed and showed a
3-cm polypoid tumor in the sigmoid colon (Figure 2B).
Polypectomy was not done because of technical difficulty.
A biopsy was performed and eight pieces of tissue were
taken for pathological examination. The pathological
findings were consistent with tubulovillous adenoma. Since
ileus resolved spontaneously and the patient’s general phys-
ical condition was not good, the patient’s family refused to
have further treatment. Her general condition was stable
during a follow-up period of two months.

DISCUSSION

The etiologies and pathogenesis of liver abscesses have
changed significantly over the past several decades" """,
Recent reports suggest that pyogenic liver abscess might
be a warning indicator of silent colonic cancer!"" 1,
therefore, patients with liver abscess but without apparent
etiologies, as in Case 1 of this report, should have further
examination. In addition, non-growth in cultures of blood

samples and abscess aspirate in Case 1 could be due to
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the following two possibilities: (1) the patient had been
partially treated at an outside hospital; (2) the pathogen
of the liver abscess might be an anaerobe that was most
probably originated from the colon. Therefore, although
a rapid improvement was noted, a complete evaluation
of the GI tract should be performed in Case 1 as per the
suggestion of Cohen ez al”,

Nevertheless, colonoscopy was performed because
of ileus and the examination revealed a large colonic
tubulovillous adenoma in the sigmoid colon instead of a
“silent colonic cancer”. Whether colonic adenoma could
be an ctiology of pyogenic liver abscess remains to be
clucidated. In addition to our report, there is only one
other report of pyogenic liver abscess as the presentation
of colonic villous adenoma'®. The mechanism for
explaining colonic adenoma as an etiology of liver abscess
may be the same as that of the colonic cancer, i.c., there
are mucosal defects present on the colonic lesions (cancers
or adenomas) that allow a route for bacteria invasion into
the portal system with subsequent hematogenous spread
to the liver.

In recent years, pyogenic liver abscesses have occurred
more frequently in immunodeficient patients, including
those receiving intensive chemotherapy for hematological
or solid malignancies, patients with immunosuppressive
therapy after organ transplantationm] and, especially,
patients with DM"®”. Case 2 was a DM patient who
had a solitary liver abscess caused by KP. As previous
reports showed, KP liver abscesses tend to occur in DM
patients who did not have any predisposing factors for
the development of liver abscess, therefore, the diagnostic
procedures and management in Case 2 seemed reasonable.
However, the unexpected occurrence of ileus due to a
large colonic villous adenoma indicated that the presence
of DM could not completely exclude other possible
etiologies of liver abscess.

In conclusion, for patients with cryptogenic liver
abscess, an underlying cause should be aggressively
searched for. DM could be one of the etiologies but not
necessarily the only cause of KP liver abscess.
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