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Case report

Treating pyogenic liver abscesses secondary to
diverticulitis in a patient using immunosuppressants
for Crohn’s disease by performing a

sigmoid colectomy

Marin Pielage,' Sanne Vogels,' Rigo Hoencamp,"*** Jephta van den Bremer'

SUMMARY

Pyogenic liver abscess (PLA) formation is a rare
complication of Crohn’s disease (CD). As symptoms often
mimic a CD exacerbation, diagnosis can be delayed
leading to severe disease. The current case report
describes a case of a patient with a history of CD that
was admitted with multiple PLAs, which persisted despite
percutaneous drainage combined with antibiotics. After a
sigmoid resection, the liver abscesses diminished rapidly.

BACKGROUND

Crohn’s disease (CD) is a chronic inflammatory
bowel disease potentially affecting all portions of
the gastrointestinal tract. Typically, these inflam-
matory lesions initiate as mucosal ulcers that
progressively transform into greater transmural
inflammations, appearing in the intestines as a
discontinuous pattern known as skip lesions. When
analysed endoscopically, affected mucosa of the
intestinal wall can be described as having a cobble-
stone appearance with long, deep linear ulcers.

CD is also known to affect extraintestinal systems
and is thereby considered a systemic disease. The
most prevalent complication is the formation of
intra-abdominal abscesses due to perforating intes-
tinal lesions. Moreover, hepatobiliary complications
like primary sclerosing cholangitis, cholelithiasis
and liver steatosis are well-studied manifestations
of CD." A more rare infectious complication is the
development of a pyogenic liver abscess (PLA), only
documented in several case studies.”™"'

PLA formation is a consequence of microbial
contamination of the liver parenchyma. Often,
these liver abscess form secondary to infectious
conditions in which infectious agents seed bile
ducts or vessels; for example, with cholecystitis,
cholangitis or intra-abdominal infections that
drain via the portal vein. Though active lesions of
CD also contaminate the portal vein with micro-
bial agents, the formation of PLA remains limited
in this group of patients. On the other hand, the
diagnosis of PLA in this group of patients remains
challenging as symptoms and findings of PLA
can mimic a CD exacerbation. The distinction is
made based on radiologically guided percutaneous
aspiration and drainage. Subsequently, suitable
antimicrobial therapy is adapted on cultures and

antibiograms. Yet, the most appropriate treatment
options in patients with both CD and PLA remain
debatable. The current report presents a case of a
patient with CD and liver abscesses in which anti-
microbial therapy and percutaneous drainage were
not considered sufficient and a sigmoid colectomy
was performed.

CASE PRESENTATION

A 54-year-old man was admitted to the depart-
ment of gastroenterology with a 2-week history of
overall malaise, lower back pain, dizziness, shivers
and night sweats. Patient’s history solely stated a
6-year treatment of CD that was stable over the past
period with infliximab and azathioprine. On phys-
ical examination, vital signs were stable. A solid
mass was felt in the left lower quadrant on palpa-
tion of the abdomen; no abdominal tenderness was
reported.

INVESTIGATIONS

The laboratory results revealed a C-reactive
protein of 314mg/L, a white blood cell count of
15.3%10°/L with predominantly neutrophilia and
an erythrocyte sedimentation rate of 67 mm/hour. A
CT scan revealed multiple abnormalities in the right
lobe of the liver, suspect for abscesses (figures 1 and
2). Moreover, a thickening of the wall in the transi-
tion of the descendent colon to sigmoid was found,
which did not significantly differ compared with a

Figure 1

Axial CT abdomen on admission, revealing
multiple abscesses within the liver.
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Figure 2 Coronal CT abdomen on admission, illustrating the
multinodular abscesses within the liver. Additionally, the sigmoid is
illustrated as well, which was reported to have wall thickening.

former scan of 2012. After collecting blood cultures, antibiotic
treatment was initiated using cefuroxime 1500 mg, metronida-
zole 500 mg and a single dose of gentamicin 400 mg intravenous.

TREATMENT

After admission, immunosuppressants were paused and an
ultrasound-guided percutaneous drainage of one of the abscesses
was performed. A percutaneous pigtail drain was left in situ to
drain the largest abscess, which at that moment had a diameter
of 10 cm. The content of the abscess was cultured. Growth of
Streptococcus intermedius was seen. Additionally, blood cultures
turned out to contain S. milleri. While endocarditis was excluded,
antibiotic treatment was switched to penicillin intravenous and
metronidazole. Moreover, a colonoscopy was performed to visu-
alise the entire colon. Only a mild diverticulitis of the sigmoid
was seen. Subsequently, a positron emission tomography-CT
scan was performed to localise any other primary infection sites,
however no other sites of infections were found (figure 3).

The clinical condition of the patient did not improve with 3
weeks of antibiotic treatment and percutaneous drainage. Intra-
venous antibiotics were switched back to broad-spectrum cefu-
roxime 1500 mg and metronidazole 500 mg three times a day.
After multidisciplinary consultation, we decided to resect the
sigmoid, as previous imaging revealed mild diverticulitis rather
than an active CD. Subsequently, a Hartmann’s procedure was
performed, during which no macroscopic anomalies of the
sigmoid were seen. Inspection of the liver also did not show any
abnormalities (figure 4). The percutaneous drains in the liver
were left in situ and perioperative the patient received an addi-
tional dose of cefazoline 1000 mg. Postoperatively, the patient
recovered rapidly and complications did not occur. Microscopic
examination of the resected sigmoid colon showed excessive
inflammation of the intestinal wall with small abscess formation,
caused by diverticulitis. There were, however, no signs of malig-
nancies, nor characteristics denoting an exacerbation of CD.

OUTCOME AND FOLLOW-UP

One week after the procedure, CT scan was repeated and showed
a significant decrease in the size of the liver abscesses (figure 5).
Following this, the percutaneous drains were removed. Two weeks
after the surgical procedure, the patient was discharged from the
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Figure 3  Positron emission tomography scan made to exclude any
primary sites of infection. Aside from the uptake in the liver by the
already diagnosed liver abscesses, only physiological uptake by all other
organs was seen.

hospital with oral antibiotics for 4 weeks with clindamycin 600 mg
three times a day and ciprofloxacin 750 mg two times a day. During
routine control at the outpatient clinic, the patient did not report
any complaints (figure 6). After 5months, the colostomy was
reversed with an end-to-end anastomosis of the colon.

DISCUSSION

PLA is a rare complication of CD, with a reported incidence up to
10-15 times higher in patients with CD, compared with unaffected
individuals.® ' Imaging more frequently reveals multiple abscesses
rather than one solitary abscess. Predisposing factors for the devel-
opment of PLA are thought to be intra-abdominal abscess forma-
tion, fistulas, mucosal ulceration, perforating disease, long-term
treatment with steroids, diabetes mellitus and malnutrition. The
precise pathophysiology is not known.' > However, the PLAs in
the presented case are thought to be secondary to intra-abdominal
abscess formation around the sigmoid due to diverticulitis, without
evidence for an exacerbation of CD. It is hypothesised that trans-
location of bacteria from the S. milleri group from the infected
area into the venous drainage of the sigmoid could have led to this
complicated case of diverticulitis with PLA formation. This was
also reported by Akuzawa et al*® and Murarka et al.'* Moreover,
long-term usage of immunosuppressant presumably also contrib-
uted to the severity of the case.

Figure 4 Perioperative pictures of the resected sigmoid, without any
macroscopic abnormalities.
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Figure 5 Coronal CT abdomen 1 week postoperatively, showing
significant decrease in number and size of the previously found liver
abscesses. subsequently the left-in drains were removed.

The use of imaging and diagnostic percutaneous drainage can
aid in acquiring the adequate diagnosis. To further determine
the underlying pathogen causing the abscesses, pus cultures
and blood cultures can be collected. The most common patho-
gens reported are Klebsiella pneumoniae and Escherichia coli.
Additionally, the majority of blood cultures grow gram-positive
coccus, ' as was also found in the current case.

The majority of case reports®> "1° 1213 describe that for the
treatment of PLA the administration of antibiotics and drainage
of the abscesses are often combined. Solely antibiotic treatment
is only used for abscesses smaller than 5 cm. As the PLA in the
current report exceeded this size, merely antibiotic treatment
was not considered an option. Percutaneous drainage or surgical
incision and drainage can be used for abscesses exceeding 5
cm. Percutaneous drainage via the pigtail catheter has a higher
reported success rate in relation to single needle aspiration.'®”
When comparing to surgical drainage, pigtail drainage is less inva-
sive, has a lower risk of adhesion formation and contamination,

Figure 6 Coronal CT abdomen 5 weeks postoperatively, illustrating
complete remission of the liver abscesses.

and a relatively lower cost. Moreover, surgical drainage has a
higher complication rate and is associated with higher morbidity
and prolonged hospital stay.'® It is therefore that initial drainage
in the presented case was attempted percutaneously.

Yet, a few studies report that when abscess exceeds 3 cm in size or
is multiloculated, surgical intervention is preferred.'” ** The current
report illustrates a case in which this statement is supported, espe-
cially since the above-mentioned algorithm was followed without
success. The patient had multilocular abscesses ranging from 2 to
10 cm in size, that only resolved after surgical resection. Regard-
less of the higher morbidity rates and prolonged hospital stay, this
case demonstrates that surgical intervention, with resection of an
inflamed colon, was a more optimal treatment and should thereby
definitely be considered in patients with multilocular PLA.

Learning points

» Diverticulitis of the sigmoid colon should be considered as
causative pathology in patients presenting with multiple
pyogenic liver abscesses (PLAs) and a history of Crohn's
disease that is in full remission with immunosuppression.

» PLAs secondary to abdominal abscesses are thought to
result from bacterial translocation and are generally treated
with administration of antibiotics and/or drainage of the
abscesses.

» When the abscesses exceed 3 cm in size and are multilocular,
resection of the inflamed colon can be a treatment option of
value.

Contributors MP and SV contributed equally to this paper, by being responsible
for all data collection, reporting these findings and the literature review, and editing/
revising all versions. RH contributed by planning all deadlines, edit the work of MP
and SV and support submission in the current platform. JB contributed by being
closely involved with the treatment of the patient, edit the work of MP and SV and
taking the overall leading role.

Funding The authors have not declared a specific grant for this research from any
funding agency in the public, commercial or not-for-profit sectors.

Competing interests None declared.
Patient consent for publication Obtained.
Provenance and peer review Not commissioned; externally peer reviewed.

REFERENCES

1 Fousekis FS, Theopistos VI, Katsanos KH, et al. Hepatobiliary manifestations and
complications in inflammatory bowel disease: a review. Gastroenterology Research
2018;11:83-94.

2 Baca B, Hamzaoglu |, Karahasanoglu T, et a/. Laparoscopic treatment of pyogenic
liver abscess complicating Crohn’s disease: a case report. Turk J Gastroenterol
2007;18:58-61.

3 McGreal S, Sayers R, Wurm P, et a/. Crohn's disease presenting with pyogenic liver
abscess: a case report. Case Rep Gastrointest Med 2012;2012:762480.

4 Margalit M, Elinav H, llan Y, et al. Liver abscess in inflammatory bowel disease: report
of two cases and review of the literature. J Gastroenterol Hepatol 2004;19:1338-42.

5 Narayanan S, Madda JP, Johny M, et al. Crohn’s disease presenting as pyogenic liver
abscess with review of previous case reports. Am J Gastroenterol 1998;93:2607-9.

6 Talwar A, Edwards D, Moran B. Hepatic abscesses as the primary presentation of
Crohn'’s disease. J R Army Med Corps 2000;146:37-8.

7 Karaca C, Pinarbasi B, Danalioglu A, et a/. Liver abscess as a rare complication of
Crohn's disease: a case report. Turk J Gastroenterol 2004;15:45-8.

8 Kreuzpaintner G, Schmidt WU, West TB, et al. Two large liver abscesses complicating
Crohn'’s disease. Z Gastroenterol 2000;38:837-40.

9 Kotanagi H, Sone S, Fukuoka T, et al. Liver abscess as the initial manifestation of
colonic Crohn's disease: report of a case. Jon J Surg 1991;21:348-51.

10 Togashi J, Sugawara Y, Akamatsu N, et a/. Resection of a methicillin-resistant
Staphylococcus aureus liver abscess in a patient with Crohn’s disease under infliximab
treatment: a case report. J Med Case Rep 2013;7.

11 Vakil N, Hayne G, Sharma A, et al. Liver abscess in Crohn’s disease. Am J
Gastroenterol 1994;89:1090-5.

Pielage M, et al. BMJ Case Rep 2019;12:¢231031. doi:10.1136/bcr-2019-231031

BuAdod Ag pa1osioid "0E 2082 00EY
TGX / [e2IP3IA shwiselq 1e 6T0Z ‘9T Jogquiada uo /wod [wg suodalases;/:dny wol papeojumod "6T0Z Jaquadaq g Uo TE0TEZ-6T0Z-100/9STT 0T Se paysignd isiiy :day ased riNg


http://dx.doi.org/10.14740/gr990w
http://www.ncbi.nlm.nih.gov/pubmed/17450499
http://dx.doi.org/10.1155/2012/762480
http://dx.doi.org/10.1111/j.1440-1746.2004.03368.x
http://dx.doi.org/10.1111/j.1572-0241.1998.00638.x
http://dx.doi.org/10.1136/jramc-146-01-10
http://www.ncbi.nlm.nih.gov/pubmed/15264121
http://dx.doi.org/10.1055/s-2000-9996
http://dx.doi.org/10.1007/BF02470959
http://dx.doi.org/10.1186/1752-1947-7-36
http://www.ncbi.nlm.nih.gov/pubmed/8017370
http://www.ncbi.nlm.nih.gov/pubmed/8017370
http://casereports.bmj.com/

Novel treatment (new drug/intervention; established drug/procedure in new situation)

12 Lin J-N, Lin C-L, Lin M-C, et al. Pyogenic liver abscess in patients with inflammatory 16 Cai Y-L, Xiong X-Z, Lu J, et al. Percutaneous needle aspiration versus catheter drainage
bowel disease: a nationwide cohort study. Liver Int 2016;36:136-44. in the management of liver abscess: a systematic review and meta-analysis. HPB
13 Akuzawa N, Hatori T, Kitahara Y, et al. Multiple liver abscesses and bacteremia 2015?173195—_201- . ) )
caused by Streptococcus constellatus infection: a case report. Clin Case Rep 17 Zerem E, Hadzic A. Sonographically guided percutaneous catheter drainage versus
2017:5:69-74 needle aspiration in the management of pyogenic liver abscess. American Journal of
" : - Roentgenology 2007;189:W138-42.
14 Z{Iurarka 5 F(’jrasnav F, Dandavate V et a/.nyoggmc I|.\(/je(rjlabsc.ess|lslec?ga[r)y/tof Di 18 Mavilia MG, Molina M, Wu GY. The evolving nature of hepatic abscess: a review. J Clin
|sser.n|.nate tl’eptOCOCCUS anginosus from sigmol iverticulitis. ob Infect Dis Trans! Hepato/ 2016;4:158—68.
2011;3:79-81. 19 Hope WW, Vrochides DV, Newcomb WL, et al. Optimal treatment of hepatic abscess.
15 Du Z-Q, Zhang L-N, Lu Q, Ren Y-F, et a/. Clinical charateristics and outcome of Amerian Surg 2008;74:178-82.
pyogenic liver abscess with different size: 15-year experience from a single center. Sci 20 Tan Y-M, Chung AY-F, Chow PK-H, et al. An appraisal of surgical and percutaneous
Rep 2016,6:35890. drainage for pyogenic liver abscesses larger than 5 cm. Ann Surg 2005;241:485-90.
Copyright 2019 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit
https://www.bmj.com/company/products-services/rights-and-licensing/permissions/
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.
Become a Fellow of BMJ Case Reports today and you can:
» Submit as many cases as you like
» Enjoy fast sympathetic peer review and rapid publication of accepted articles
» Access all the published articles
» Re-use any of the published material for personal use and teaching without further permission
Customer Service
If you have any further queries about your subscription, please contact our customer services team on +44 (0) 207111 1105 or via email at support@bmj.com.
Visit casereports.bmj.com for more articles like this and to become a Fellow
4 Pielage M, et al. BMJ Case Rep 2019;12:231031. doi:10.1136/bcr-2019-231031

WbuAdoo Ag ps1osiold "0Ey 2082 00EY
TGX / [e2IP8A sSNwise.T 1e T0Z ‘9T 418quiadad uo /wod fwq spodaiased//:dny woly papeojumod "6T0Z 18qwadad g uo TE0TEZ-6T0Z-100/9ETT 0T Se paysiiand 1s1y :day 8sed rINg


http://dx.doi.org/10.1111/liv.12875
http://dx.doi.org/10.1002/ccr3.774
http://dx.doi.org/10.4103/0974-777X.77300
http://dx.doi.org/10.1038/srep35890
http://dx.doi.org/10.1038/srep35890
http://dx.doi.org/10.1111/hpb.12332
http://dx.doi.org/10.2214/AJR.07.2173
http://dx.doi.org/10.2214/AJR.07.2173
http://dx.doi.org/10.14218/JCTH.2016.00004
http://dx.doi.org/10.14218/JCTH.2016.00004
http://dx.doi.org/10.1097/01.sla.0000154265.14006.47
http://casereports.bmj.com/

	​Treating pyogenic liver abscesses secondary to diverticulitis in a patient using immunosuppressants for Crohn’s disease by performing a sigmoid colectomy
	SUMMARY
	Background
	Case presentation
	Investigations
	Treatment
	Outcome and follow-up
	Discussion
	References


