


Case report 
Hepatic amebiasis simulating pleural effusion, diagnostic difficulties


ABSTRACT: 
Introduction: Hepatic amebiasis is a serious illness that can be life-threatening if not treated appropriately. It can be complicated by pleural effusion, which in some cases complicates the diagnosis. We report the case of a 43-year-old patient with hepatic amebiasis revealed by a pleural effusion.
Observation: This 43-year-old patient was a known alcoholic and a 10-year tobacco addict who had not weaned himself off the 10 pack-year habit. He had no history of tuberculosis, and had been delirious for a month, after which an undocumented treatment had been prescribed. He was admitted to hospital with diffuse pain associated with a deterioration in general condition, including physical asthenia, non-selective anorexia and weight loss. He also had tenderness of the right hypochondrium in a context of intermittent fever, associated with chills and profuse sweating, all of which had been evolving for 1 month. On admission, physical examination revealed a right basal pleural effusion syndrome, a systemic inflammatory response syndrome, clinical anemia and altered general condition. Laboratory findings included hyponatremia, hyperleukocytosis with neutrophil predominance, normocytic anemia and increased C-reactive protein. Chest X-ray revealed a right basal pleural effusion, confirmed by computed tomography scan (CT scan), with the presence of a liver abscess. Amebic serology came back positive. Surgical drainage was performed, yielding brown pus. The patient was put on metronidazole. We noted a good clinical and biological evolution.
Conclusion: Hepatic amebiasis is a rare but serious condition. It may complicate amebic dysentery. Hepatic amebiasis should be considered in patients with pleural effusion in endemic areas and an interdisciplinary approach. It requires appropriate treatment to prevent complications.
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INTRODUCTION
Liver abscesses are a public health problem in developing countries, with morbidity and mortality sometimes linked to delayed diagnosis and the severity of the disease. Amebic liver abscess is the most frequent extrahepatic localization of amebiasis [1]. In intertropical Africa, hospitalization rates vary from 1% to 2% [2,3]. Amebic abscess is the most frequent type of liver abscess in tropical zones. It represents the main extra-intestinal complication of amebiasis, occurring in 3% to 9% of cases [4]. Hepatic amebiasis is one of the emerging infections that can mimic or be complicated by pulmonary involvement, which may be contiguous or secondary. In liver abscesses, pleural effusion develops mainly as a result of inflammation of the diaphragm and increased vascular permeability, or may reveal a secondary location [1, 3].  In certain situations, this pleuropulmonary involvement may lead to a misdiagnosis of liver disease, hence the need for appropriate diagnostic management [5]. We report the case of a 43-year-old patient hospitalized in internal medicine for pleurisy revealing hepatic amebiasis.

CASE PRESENTATION
This 43-year-old patient was a known alcoholic and a 10-year tobacco addict who had not weaned himself off the habit (10 pack-years). He had no history of tuberculosis and had been suffering from delirium for a month, after which an undocumented treatment had been prescribed. The patient revealed a history of dysenteric diarrhoea in the previous month. He was admitted to hospital with diffuse pain associated with a deterioration in general condition, including physical asthenia, non-selective anorexia and weight loss. He also had tenderness of the right hypochondrium in a context of fever of allegation with no fixed schedule, associated with chills and profuse sweating, all of which had been evolving for 1 month. 
On admission, physical examination revealed a right basal pleural effusion syndrome, a systemic inflammatory response syndrome, clinical anemia and altered general condition. Laboratory tests revealed hyponatremia at 121 meq/l, hyperleukocytosis at 30300 elements/µl with neutrophil predominance, normocytic anemia with HGB at 7.9g/dl, and increased C-reactive protein. The pleural puncture fluid was macroscopically purulent. It was exudative, with a leukocyte count of 60,000 and red blood cell count of 25,000, and a protein count of 132g. There were no germ on direct  exam. Culture was negative. GenXpert was also negative. Chest X-ray revealed a right basal pleural effusion (figure 1). Computed tomography revealed an encysted right pleurisy with peripheral contrast and a posterobasal focus of condensation in the lower lobe of the homolateral lung, and a voluminous liver abscess pushing back the diaphragm (figures 1, 2, 3). Surgical drainage was performed. A voluminous abscessed collection was found perioperatively, with brown pus. Echocardiography revealed a medium-sized pericardial effusion opposite the right ventricle. Amebic serology came back positive with an estimated titre of 1/2560 (1/80) by ELISA test. The patient was started on metronidazole. We noted a good clinical and biological evolution with a decrease in hyperleukocytosis to 20,000 elements/µl and HGB to 11.9g/dl.
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Figure 1: Radiographic image showing the appearance of a right basal pleural effusion (blue arrows).

[image: ]
Figure 2: Large intrahepatic abscessed collection (blu arrows), sagittal plane
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Figure 3: Amebic liver abscess as hypodense intrahepatic images (blue arrows), coronal plane


DISCUSSION
Hepatic amebiasis is the most frequent extra-intestinal complication of Entamoeba histolytica infection, a parasite endemic in many tropical and subtropical regions. Although rare, pleuropulmonary involvement is a severe form of the disease. In our case, the originality lies in the initial revelation of the pathology by pleurisy, whereas the hepatic signs were clinically discrete or even absent [1,2].
In epidemiological terms, it is estimated that around 50 million people are infected with E. histolytica every year, 10% of whom develop an invasive form, mainly liver abscesses [3]. The latter are most common in adult males, mainly between the ages of 18 and 50, with a predominance in India, Mexico, West Africa, Central America and South-East Asia [6]. In Africa, hepatic amebiasis accounts for 30-50% of hospitalized infectious hepatopathies [5]. Hepatic localizations, although less frequent (5-10% of amebic abscesses), are often under-diagnosed due to their misleading clinical presentation [7]. 
In Senegal, several hospital studies confirm the endemicity of hepatic amebiasis. Halima and al documented 48 cases between 2009 and 2013 in Aristide le Dantec hospital, Dakar [8]. Thioub et al  reported 50 cases between 2012 and 2022 at Thies region  [9]. Doumbia and al revealed 24 cases between 2013 and 2014 in Bamako, Mali [10].
Extension of liver abscesses into the pleural cavity may occur by direct trans-diaphragmatic contiguity, particularly when the abscess is located in the right lobe, in a sub-diaphragmatic situation. This propagation may lead to an inflammatory pleural reaction, serofibrinous or purulent effusion, or even amebic empyema. Pleurisy may precede liver signs or be isolated, making diagnosis difficult [11,12].
Functional thoracic signs are dominated by right basithoracic pain, fever, dyspnea and sometimes cough. Biologically, a non-specific inflammatory syndrome is common. Standard microbiological examinations of pleural fluid are often negative or show sterile flora, which should alert to a non-bacterial etiology [13].
Diagnosis is based on imaging (ultrasound, CT scan), which reveals liver abscesses, and on amoebic serology, which is highly sensitive in extra-intestinal forms. Pleural puncture may reveal sterile exudative fluid, but direct evidence of the parasite is rare [14,15].
Other bacterial conditions such as pyogenes infections can be ruled out by bacteriology and specific tests. The latter can sometimes complicate amoebiasis. Tuberculosis, which is endemic in our context, should be ruled out by bacteriology and molecular biology[16, 17].
Treatment is based on metronidazole at a curative dose for 10 days, followed by a contact amebicide such as paromomycin to eradicate cystic forms. Percutaneous drainage may be necessary in cases of large collections or poor clinical evolution [18,19].
Recognition of this atypical form is crucial. Any febrile right pleurisy in a patient from an endemic zone or with a digestive history should raise the suspicion of complicated hepatic amebiasis, even in the absence of obvious abdominal manifestations [20].

CONCLUSION: 
Hepatic amebiasis is a rare desease, sometimes difficult to diagnose. It may be complicated by pleurisy. Diagnosis is based on imaging combined with microbiological analysis. Early treatment improves prognosis.
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