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HEPATIC AMOEBIASIS WITH PLEUROPULMONARY INVOLVEMENT : A RARE ASSOCIATED
CONDITION
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ABSTRACT
Pleuro-pulmonary amoebiasis is the most common involvement after hepatic and
intestinal localisations. We report the case of a two-year-old and half child who presents
a hepatic amoebiasis with pleuro-pulmonary involvment confirmed by amoebic
serology.He underwent a drainage and an antibiotherapy based on Metronidazole. The
outcome was favorable under adequate treatment.
Keywords : NIL
No : of Figures : 02

No : of References : 14

J.Bio.Innov 8(6), pp: 714-718, 2019 |ISSN 2277-8330 (Electronic)

Gueye et al.,

INTRODUCTION
Amoebiasis is an infectious disease
caused by a bloodsucking protozoan
known as Entamoeba histolytica. It
describes a dysenteric clinical course.
Besides gastro-intestinal involvement, the
parasite can affect other organs [1].
Pleuro-pulmonary involvement is the most
common extra-intestinal concern after
the hepatic ones. Exclusive pulmonary
amoebiasis remains uncommon, even in
endemic regions. The frequency of the
association ranges from 0,54% to 1,7% [2].
We share a case of a featuring condition
of liver amoebiasis with pulmonary
involvement that affects a 2-year-old and
half child posited on the basis of radioclinical findings and the positivity of
amoebic serology.
OBSERVATION
It was about a two-year-old and half
child, admitted for the management of
right basithoracic and hypochondrium
pain, associated with a productive
cough with muco-purulent sputum. This
clinical feature had been evolving for 2
weeks. We noted a past medical history
of diarrhea that occured 3 weeks ago
managed by a symptomatic treatment.

The clinical examination revealed a fever
at 39,6°C. Abdominal palpation showed
a painful right hypochondrium. Pleuropulmonary examination found a basal
right fluid pleural effusion featuring stony
dull sound, low vocal resonance and
breath sounds. Biological findings showed
hyperleucocytosis at 26.000/mm3 with
lymphocytosis, a positive CRP at 116mg/l
with unremarkable liver disorder. Parasitic
stool
examination
was
negative.
Standard thoracic X-Ray revealed a
rounded homogenous opacity of the
right basal lung. The ultrasound pointed
out a collection of 170cc straddling
segments VII and VIII measuring 66/67/72
mm and a right pleural collection. The
thoraco-abdomino-pelvic CT showed a
pulmonary abcess of 34/25mm and a
hepatic abcess of segments VII and VIII
(figures 1 and 2). Amoebic serology by
passive haemagglutination was positive
at 1/2560 UI. He underwent an
ultrasound-guided drainage and a 10day
antibiotherapy
based
on
metronidazole at a dosage of 30mg/kg
was conducted. The outcome was
favorable and featured the offset of the
clinical and imaging (X-Ray and
Ultrasound) signs, CRP and white blood
cell turned back to the normal rate.

Figure 1: Abdominal CT-Scan : cross-sectional image showing the heapatic abcess (arrow)
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Figure 2: Abdominal CT-Scan : cross-sectional image showing the pulmonary abcess (arrow)
DISCUSSION
An expert case-report on amoebiasis,
directed by WHO in 1997 down Mexico,
defined this parasitic condition as a state
in which the human body host the
protozoan
Entamoeba
histolytica
regardless clinical manifestations [2]. It is
a cosmopolitan condition known to be
the third
most common cause of
parasitic related mortality after malaria
and schistosomiasis [3].
Pleuro-pulmonary amoebiasis is the most
common
extra-intestinal
infectious
pattern after liver amoebiasis [4].
Pleuro-pulmonary amoebiasis generally
occured after liver amoebiasis condition
through intra-thoracic way, either by
trans-diaphragmatic spread by diffusion
or by effraction in free pleura or sticked
pleura, either by vascular spread by
venous effraction [5].
Two patterns are identified such as nonspecific
(diaphragmatic
cupola
elevation, pleural effusion) and specific
manifestations : abcess, purulent pleural
effusion that could be worsened with
chololate
vomiting,
unresponsive

antibiotherapy pneumopathy causing a
high mortality and morbidity [1].
The clinical course of non abcessed
amoebic
pneumopathy
is
slightly
different to a banal pulmonary infection.
Hemoptysis and rusty colored sputum are
common. A syncopal pain revealed by
the shaking of the right hypochondrium is
evocative. However, the absence of
gastro-intestinal manifestations doesn’t
rule out the diagnosis because more than
70% of the patients affected by extraintestinal amoebic location have never
run a diarrhea [6,7].
Ameobic abcess, a very rare condition,
occured more or less acutely. For our
patient, the amoebic etiology was
conjured up according to the preferential
right-sided location, fever, and especially
the
mucopurulent
vomits.
The
radiological approach reveals a cavitary
or air-fluid image that is sometimes large
attached in a pulmonary infiltrate.
Pyogen surinfection of the abcess is
frequent if treatment is not administrated
[6,10].
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Regarding
the
pleuro-pulmonary
involvement, the diagnostic methods are
mainly
based
on
serological
investigations [6]. Stool parasitology
examination can be negative in case of
tissue amoebiasis, as we noted for our
patient. The most reliable method for
specific antibodies detection relies on
indirect immunofluorescence [8] and is
often
associated
to
indirect
hemagglutination.
Immune
response
occurs between the 1st and the 4th week
after infestation. The antibodies serum
levels gradually decrease in 6 to 12
months
under
treatment,
however
sometimes we note their persistance for
many years after treatment [7]. At this
moment, it is estimated that if the
positivity of serological techniques is
moderate and not regular in case of
intestinal amoebiasis, false-negatives are
rarer in tissue amoebiasis. Therefore, for
our patient, the fact of a previous
intestinal amoebic condition didn’t allow
to clearly set apart a serological
sequellae from a tissue amoebiasis if we
could not have an hemagglutination
levels of 1/800. The presence of elevated
serum
antibodies
is
a
predictive
argument for amoebiasis.
During amoebic pneumopathy, X-ray
findings show a well-defined or not
opacity of the right lung, band-like
consolidation of the right base. It rarely
finds cannonball-like images or atypic
locations (right proximal lobe, left-sided
lung) related to haematogenous spread
[9]. Radiological findings during amoebic
pulmonary abcess feature a cavitary or
air-fluid image, that can be large,
attached on a pulmonary infiltrate.
Pyogen infection of the abcess is
common if treatment is not conducted
[9,10]. The radiological aspect reported in
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this paper is evocative for an abcess. The
first line therapy of amoebiasis infection is
medical approach and is based on tissue
amoebicide (metronidazole, ornodazole,
secnidazole) eventually associated to
contact
amoebicide
(difetarsome,
tiliquinol + tilbroquinol) [6,11]. Surgical
treatment
(pulmonary
decortication,
pleuro-pulmonectomy, transabdominal or
thrans-diaphragmatic hepatic drainage)
is indicated for suppurated cavity and
sequellae management (pachypleuritis,
chronic abcess, broncho-pleural or
broncho-hepatic fistulas…) [12].
For our patient, it’s important to highlight
the responsive « test of treatment » with
metronidazole, after performing the
drainage.
Because of non-available vaccine,
prevention in endemic areas is based on
fighting against faecal peril by improving
sanitary and hygiene conditions (water
control and faecal hygiene) and insisting
on health education (washing hands,
fruits and raw eaten vegetables). Up-todate, the prophylaxis relies only on food
hygiene and health education to prevent
fecal-oral contamination. There is no
reliable chemoprophylaxis [13].
CONCLUSION
Any
right
basal
pleuro-pulmonary
infectious condition should raise a degree
of
suspicion
of
pleuro-pulmonary
amoebiasis especially when it follows an
amoebic liver abcess. The serological
tests, by their high specificity, give an
efficient diagnostic approach.
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