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1. Abstract
1.1. Background

Seminal vesiculitis, Acute prostatitis or Prostate abscess is usu-
ally the complication of urinary tract infection. Simultaneous
involvement of seminal vesicle, prostate, and liver secondary to
Klebsiella pneumoniae is rare and has rarely been reported in the
past as per the Pub Med search.

1.2. Case Description

Herein we report a 41 years old male, who presented with histo-
ry of fever of 05 days duration, associated with significant unin-
tentional weight loss. He was diagnosed as a case of Seminal Ve-
siculitis, Prostate & Liver abscess. His urine and blood culture
yielded Klebsiella pneumoniae. He was successfully managed
initially with parenteral antibiotics and then with oral antibiotics.

1.3. Conclusion

Disseminated Klebsiella pneumoniae infection in an immuno-
competent patient is quite a rare presentation. Clinicians should
be aware about the multi-organ involvement pertaining to Kleb-
siella, as timely diagnosis of this disseminated state can prevent
the unfavourable outcome.

2. Introduction

Prostate abscess (PA) is a complication of the urinary tract in-
fections. The common risk factors for PA are diabetes, immu-
nocompromised state, liver cirrhosis, HIV, renal transplantation,
long term indwelling catheterisation [1,2]. This condition is
commonly associated with gram negative organisms, especially
that belonging to the Enterobacteriaceae family. It accounts for

6% of cases of bacterial prostatitis [2]. Furthermore, it can be
diagnosed clinically, through urine examination and radiologi-
cal evaluation. Mortality of this condition varies between 1-16%
[2]. It is treated with antibiotics for a duration of 4 to 6 weeks
[3]. Invasive Liver Abscess syndrome (ILAS) is a condition
attributed to Klebsiella pneumoniae causing liver abscess with
multi-organ involvement in the absence of hepatobiliary disease.
This condition was initially described in the 1980s [4]. ILAS
with prostatic abscess and seminal vesiculitis have rarely been
reported in the past [5].

3. Case Description

41 years initially presented on 05 March 2025 with history of
fever of 05 days duration, associated with chills. It was associat-
ed with pain over the right lower side of the chest, unintentional
weight loss of 4-5 kg with decreased appetite. There was no his-
tory of cough/ expectoration/ wheeze/ breathlessness. No history
of increased frequency of urine/ burning micturition/ urgency of
urine was there at the time of admission. There was no history of
intraabdominal surgery or trauma in the past.

His vitals included a pulse of 100 beats per min, blood pressure
of 120/76 mm of Hg, temperature of 1010 F, respiratory rate of
18 per min. There was no pallor/ icterus/ clubbing/ cyanosis/
lymphadenopathy. Systemic examination was unremarkable.

Investigation revealed Hb of 15.2 gm/dl, a total leucocyte counts
0f4,900. The biochemical parameters were normal. HbsAg, Anti
HCV, HIV were negative. The chest X-ray was normal. Periph-
eral blood smear for malarial parasite & dengue serology were
negative. Initial ultrasound abdomen was normal. He became
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afebrile on day 03 of admission. He was not started on antibi-
otics initially. On day 7 of admission, he again developed fever,
which was continuous in nature with a maximum temperature of
1030 F and was sick looking. This time, it was associated with
burning micturition, haematuria, increased frequency of urine,
hesitancy, pain in suprapubic area and right hypochondrium.
Evaluation revealed a total leucocyte counts of 29,800 with neu-
trophilic leucocytosis, toxic granules and toxic vacuoles were
seen on peripheral blood film (Table 1). Urine examination re-
vealed numerous RBC and WBC. He was started on piperacillin
tazobactam 4.5 grams every 06 hourly. He underwent USG ab-
domen which revealed features of liver abscess (involving seg-
ment [V a with approximate volume of 28 cc), seminal vesicu-

2

done to confirm the findings of ultrasound (Figure 4). Metroni-
dazole was added considering liver abscess. Amoebic serology
was negative. Subsequently, blood and urine culture & sensi-
tivity revealed Klebsiella pneumoniae, sensitive to piperacillin/
tazobactam, amoxicillin-clavulanic acid, ceftriaxone, cefixime,
cefuroxime, amikacin, meropenem, ciprofloxacin. Fundoscopy
and CT head/chest were done to rule out the involvement of in-
fection at distant sites. Parenteral antibiotics were continued for
a total of 21 days and then de-escalated to oral antibiotics. On
day 21 of antibiotics, repeat ultrasound of the abdomen revealed
resolution of liver & prostrate abscess (Figure 5 & 6) and semi-
nal vesiculitis. Subsequently, oral antibiotics were stopped after
02 weeks as he remained stable and serial cultures showed no

litis and prostate abscess (Figure 1, 2 & 3). MRI abdomen was  growth.
Table 1: Lab Parameters.
Lab On .
Parameters admission Day 7 Day 10 Day 24 At discharge
Hb g/dl 15.2 13.3 12.8 13.9 12.9
TLC /uL 4,900 29,300 23,000 4500 9,500
N-91 %
DLC N-68%, L- 04% N- 86 % N-52% N- 69%
L-28% ? L-07 % L-37% L-24%
Platelets 10°/uL 1,41,000 1,51,000 2,25,000 2,55,000 2,38,000
PT 13.2 14.0
INR 1.0 1.0
aPTT 32 31
Urea/Creatinine mg/dl 43/1.0 19/1.0 30/1.0 28/0.8
Na"/K*mEgq/L 134/4.2 131/4.1 141/4.4 139/4.6
Ca*"/Po4* mg/dl 8.8/3.9 8.9/3.5 9.0/3.7
Bilirubin (D/1) 0.3/0.2 0.6/0.2 0.5/0.1 0.3/0.2
mg/dl
SGOT/SGPT
UL 38/42 30/42 35/60 28/47
ALP/GGT 90/120 -
Procalcitonin 283 04 <0.05
ng/ml
Urine C/S K. pneumonia
Blood C/s -poeu
Urine MTB PCR No AFB seen
HbsAg Negative
Anti HCV Negative
HIV Negative
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Figure 1: USG revealing thickened hypoechoic bilateral seminal vesicles with diameter measuring up to 28 mm. The margins of the seminal ves-
icles are ill defined with surrounding echogenic pelvic fat stranding. All the features are s\o Seminal Vesiculitis.

Figure 2: USG Prostrate revealing prostatomegaly (Vol 80 cc). There is an oval shape hypoechoic area involving left half of the prostatic paren-
chyma s\o prostatic abscess.

Figure 3: USG abdomen revealing hepatic abscess involving segment IV a of liver (approximately 25 cc).
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Figure 4: CEMRI prostrate revealing hyperintense collections within the prostatic parenchyma on T2W image (blue & read arrows). DWI reveal-
ing restriction of diffusion within these collection (indicated by yellow arrow).on post contrast images, there is no enhancement within these areas

suggestive of abscess (as indicated by green arrow).

Figure 6: Follow up USG revealing complete resolution of liver abscess involving segment IV a of liver.
Volume 15 issue 1 -2025
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4. Discussion

ILAS is a clinical condition involving liver abscess with con-
comitant distant metastatic infection. It causes non-specific
symptoms like fever, decreased appetite, unintentional weight
loss, pain right hypochondrium. Dissemination of Klebsiella
pneumoniae causes involvement of extrahepatic sites like brain,
meninges, eye, middle ear, lungs, prostate glands [1,6]. The in-
vasive and hypervirulent nature of Klebsiella sp in such cases
is attributed to the K1 and K2 serotypes, which results in hy-
permuco-viscosity and resistance to phagocytic uptake by neu-
trophils in vitro [7-10]. The common risk factors are diabetes
mellitus, chronic liver disease, malignancy, use of steroids in the
past. Among these, diabetes being the most common one. The
treatment modalities include antibiotics and pigtail drainage.
Usually, this condition is susceptible to most of the antibiotics,
however as per the study published in 2017 showed emergence
of resistance to antibiotics especially to the carbapenems [11].

Our patient initially presented with a history of fever of short du-
ration, associated with weight loss and pain over the right lower
side of the chest. Initial chest X-ray and ultrasound abdomen
were normal. Initially, he was not considered for antibiotics as
he became afebrile on day 3 of admission. He again developed
fever on day 7 along with urinary symptoms and was sick look-
ing. He was started on parenteral antibiotics. Repeat ultrasound
abdomen with corroborative MRI abdomen revealed features of
liver & prostatic abscess with seminal vesiculitis. No subcapsu-
lar extent of liver abscess was noted. Our patient lacked any risk
factor for prostate/ liver abscess. Possibility of tuberculosis was
considered, however there was no evidence of tuberculosis on
CT chest, ultrasound abdomen and urine MTB PCR was neg-
ative. Urine and blood culture revealed Klebsiella pneumoniae
sensitive to most of the antibiotics. He was diagnosed as a case
of ILAS with Seminal Vesiculitis and Prostate Abscess and was
managed with piperacillin tazobactam for 03 weeks followed by
oral antibiotics for 02 weeks. Pigtail drainage was not considered
as the patient had an early response to antibiotics and became
afebrile after 03 days of antibiotics and his general condition
started improving. Repeat imaging at 03 weeks revealed resolu-
tion of abscess in both liver & prostate and seminal vesiculitis.
As per the literature, this condition is managed with antibiotics
for prolonged duration of 6-8 weeks [5]. However, in our case
antibiotics were stopped after 05 weeks as the follow-up imag-
ing showed resolution of abscess.

5. Conclusion

Disseminated Klebsiella pneumoniae infection in an immuno-
competent patient is quite a rare presentation. This case illus-
trates the importance of timely diagnosis of this condition. Cli-
nicians should be aware about this condition and multi-organ
involvement pertaining to Klebsiella, as timely diagnosis of this
state can prevent the further dissemination and unfavourable
outcome.

5.1. Learning Points

e Concurrent Liver abscess, Prostate abscess and Seminal ve-
siculitis is a rare presentation.

* Lack of clinical suspicion/knowledge can inadvertently lead to
incomplete diagnosis and shorter antibiotic course and eventual-
ly poor clinical outcome.
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