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Comments

Some clinical findings of the study may
contribute to diagnosis of endogenous
endophthalmitis and liver abscess

Endogenous endophthalmitis is a rare but devastating disease that may frequently result in
visual loss despite appropriate and early antibiotic treatment. Recent reports have suggested an
increased incidence of endogenous endophthalmitis in East Asia, particularly in Taiwan, where
the major source of infection has been liver abscess secondary to Klebsiella pneumoniae.
Here we report three cases who presented in Qatar with severe endogenous endophthalmitis
associated with Klebsiella pneumonia septicemia secondary to pyogenic liver abscess in a
diabetes mellitus underlying.

syndrome due to K. pneumonia.
Details on Page 58
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1. Introduction

Klebsiella pneumoniae (K. pneumoniae) is an important cause
of community and nosocomial-acquired infection worldwidel1].
It most frequently causes infection in hospitalized patients and
occurs primarily in those with impaired host defenses, including
patients with diabetes mellitus, alcoholism, malignant neoplasm,
and immunosuppressive therapyI2l. It is, however, an uncommon
cause for community-acquired infections in individuals without any
underlying predisposing medical conditions|3].

Endophthalmitis is a severe inflammation of the internal coats
of the eye. It can be caused exogenously by introduction of
contaminating microorganisms via penetrating trauma or surgery,

or endogenously via hematogenous spread from infected distant

sites. Patients with impaired host defense mechanisms, including
those with diabetes mellitus, are more prone to this complication[4].
Different etiologic microorganisms including bacteria and fungi
have been found to cause endophthalmitis. In patients with diabetes
mellitus, K. pneumoniae is the most prevalent microorganismi5].
Endogenous endophthalmitis is a rare but devastating disease that
may frequently result in visual loss despite appropriate and early
antibiotic treatment.

Recent reports suggest that the incidence is increasing in East
Asia, particularly in Taiwan, where the major source of infection
has been liver abscess secondary to K. pneumoniael5-71. In recent
years, cases have been reported from Europe and USA indicating
global dissemination of these strains affecting both Asian and non-
Asian patients[5,8-11].
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Here we report three cases who presented in Qatar with severe
endogenous endophthalmitis due to K. pneumoniae septicemia

secondary to pyogenic liver abscess in a diabetes mellitus underlying.
2. Case reports
2.1. Case 1

A 47-year old Philipino male who was previously presented
with one month history of productive cough with yellowish and
occasionally blood stained sputum associated with fever, headache,
left sided pleuritic chest pain, and right eye pain and redness with
decrease vision over the last two weeks. He also admitted having
lower abdominal pain with dysuria, nausea and vomiting. He had
no history of recent travel abroad. There was no relevant family or
occupational history. On examination, he was febrile (39.3 °C), blood
pressure was 107/65 mmHg, and pulse was in sinus rhythm with
a rate of 110 beats per minute. His oxygen saturation was 95%
on room air. General examination was unremarkable apart from
right eye congestion with pus in the anterior chamber and loss of
vision; findings were consistent with symptom of endophthalmitis.
However, the left eye was normal. Chest examination revealed
left basal coarse crackles. Abdominal examination revealed tender
palpable liver 16 cm below costal margin.

Laboratory investigations revealed white cell count 22.3x10° cells/
mm’ (normal range: 4-10x10’ cells/mm*), hemoglobin 14.3 g/dL
(normal range: 13-17 g/dL), platelets 79x10° per cubic millimeter
(normal range: 150-400x10° per cubic millimeter), erythrocyte
sedimentation rate 90 mm/h, random blood glucose concentration
23.4 mmol/L (normal range: 3.3-5.5 mmol/L), glycosylated
hemoglobin (HbA,)) 11.5%, negative ketone bodies in the blood,
serum sodium (Na) 125 mmol/L (normal range: 135-145 mmol/L),
serum chlorine (Cl) 94 mmol/L (normal range: 96-110 mmol/L), serum
potassium (K) 3.9 mmol/L (normal range: 3.6-5.1 mmol/L), corrected
serum calcium (Ca) 3.06 mmol/L (normal range: 2.1-2.6 mmol/L),
blood urea 8.7 mmol/L (normal range: 1.7-8.3 mmol/L), creatinine
87 pmol/L (normal range: 62-124 ymol/L), total serum protein 55
g/L, albumin 29 g/L. (normal range: 35-50 g/L), total bilirubin 51
umol/L (normal range: 3.5-24 umol/L), alkaline phosphatase (ALP)
226 TU/L (normal range: 40-129 TU/L), alanine aminotransferase
(ALT) 34 TU/L (normal range: <40 IU/L), aspartate transaminase
(AST) 18 TU/L (normal range: <40 IU/L), C-reactive protein 328 mg/
L (normal range: <5 mg/L), parathyroid hormone 89 pg/mL (normal
range: 15-65 pg/mL), and normal serum cortisol level (614 nmol/L)
as well as lipid and coagulation profiles. Blood film revealed marked
neutrophilic leukocytosis with toxic neutrophils and few reactive
lymphocytes. Chest X-ray showed multiple bilateral cavitary lesions
in the right upper and middle lung zones and left middle and lower
lung zones (Figure 1). Blood cultures showed Gram-negative bacilli
(K. pneumoniae). Sputum examinations for acid-fast bacillus were
negative. Urine microscopy was remarkable only for white blood

count 370 leukocytes/uL and the urine culture reported on growth in

48 h. Serology for HIV and viral hepatitis B and C were negative.

Figure 1. Chest X-ray showed multiple bilateral noduler lesions in the

right upper and middle lung zones and left middle and lower lung zones.
Abdominal ultrasound showed an ill-defined echogenic mass
sized 5 cmx4.6 cm in the right liver lobe and another one of 2.7 cm
x2.5 cm caudal to the first lesion. CT scan for chest and abdomen
showed bilateral pleural effusion with multiple opacities in lungs and
findings consistent with symptom of liver abscess and small prostate

abscess (Figure 2).

CT Chest—Abd—Pelvis

Figure 2. CT scan for chest and abdomen showed bilateral pleural effusion
with multiple opacities in lungs, enlarged mediastinal lymph node as well as
findings consistent with liver abscess and small prostate abscess.

The patient was stabilized with ertapenem intravenously for
16 d, the right eye vision was lost. Hypercalcemia was resolved
and serum calcium returned back to normal level. Nuclear scan of
the neck revealed small ectopic area of abnormal uptake in the right
upper medistinum, and the patient was reluctant to accept surgical

intervention.

2.2. Case 2

A 48-year old Philipino male with a history of diabetes mellitus
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