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Klebsiella pneumoniae Brain Abscess and Endophthalmitis after Acute
Epiglottitis

So0 Hwan Yim, MD, Yuseok Kim, MD, Jun Yeong Hong, MD, Sang-Jun Na, MD, PhD

Department of Neurology, Konyang University College of Medicine, Daejeon, Korea

Klebsiella pneumoniae is an unusual cause of brain abscess. Among the few cases of Klebsiella pneumoniae brain abscess that
have been reported, most were associated with another underlying primary focus of infection. Endogenous endophthalmitis
caused by Klebsiella pneumoniae is an infrequent but often devastating septic metastatic infection. We report a rare case of
Klebsiella pneumoniae brain abscess and endophthalmitis after acute epiglottitis.
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Figure 1. Preoperative anterior photographs of the left eye. (A) Conjunctival hyperemia and hypopyon are seen in the left eye. (B) Inflammatory
cells and membrane are seen in the anterior chamber of the left eye. (C) Fundus photograph reveal hazy fundus due to severe vitritis. (D) B-scan
sonogram indicate increased echogenicity into the left eyeball, which means suspicious retinal detachment (white arrow).

J Korean Neurol Assoc Volume 38 No. 2, 2020 125



IS S (=} == =
e A e B ) e

29j0] 4591 Aupgt EALE. F AZELRES F5
K77 §34 lday) O oIt F 1020] ket Al A
W, BAIT ] 7% o] WAlst] G| TG0 9
St AZEROReS 4R RSk 11 olo] A

22 9 aztreonam 6 g/day) 02 WA A WA F
ST $AE Ao A 59 ol el ldo] A
7 FEe EAHe gk olFel Uy Aets¥(ertapenem
I g/day) O FAYA WASIGO WET SA(<1,000uL)7} %
251o] YAE ARAUG gday) 02 AHSAcFig 3). o2
) o o] el A3t Fol 25 cheIgleh BEAT W
SR AT A7 S WG gday) 199 A
§ F 1 MRIGA o]0 Sl gdl 2937hee Hgie 5
AE|5eKFig 2DF). 99 5497 Bk FAA /AT Bl
Stick. B9l Al /5 cheljere Agl 55

¢

ek S A 1 ol ARt AldellA Al
O LRI 0.5/0.2, WA ¥ BT 1.008 A1
ik

ok NE
rE
o
e
o,
rir
o
o
H
=y
u
2 H
fihe
=)
£
o
;1_‘12
A
i
o
o2
o
1o

HElE SEloltt

Figure 2. Initial brain MRI including (A) diffusion weighted image, (B) T2 weighted image, (C) contrast enhanced T1 weighted image and follow
up brain MRI at the discharge including (D) diffusion weighted image, (E) T2 weighted image, (F) contrast enhanced T1 weighted image. (A-C)
Initial brain MRI show multiple rim enhancing lesions with surrounding edema at bilateral frontal and occipito-temporal lobes. (D-F) Brain MRI

at the discharge disappeared rim enhancing lesions and show destructive encephalomalacic change and gliosis as sequelae of brain abscess. MRI;

magnetic resonance imaging.

126 CHSHMEMOIRIN| NI38Z NI22, 2020



O HiEE Ao A o, HE /EeA=e] e Al Ws ol =AEA qom, A 9 s AeAlE, A9,
Aol Hatslke AR 71 ulEst e AoR duA] ot Asd 3 dde 20 o A\ daels =27
b0 2 o] wEel2 AA| HhE Sl 3hs HHel 9 HAE R ek’ ZHe AAH 0 HAsHe o] glon], £3]
gt o]b2] rgdolu] Fo|olut Fulgo] ofgh QIR el T Y 5 247 o] %ol AN A w7t A s A g
A9 55 B0 Y HRE Fato] AT 5 ok Heare) 2Ql Al APl wheA) ZEck” s 7 gl =
RIS A1, yol, Wiabe] S ofabe] ZAdg gl e Ao 5 Ee G5 =0l Z3d Aok, el AlY 9 o T 24
e} chEckal geA Qiek’ digtel ] Mt ok o Fo et Sk 7wt A sl et gt HHu
Aol mh= Il detitks 2 SEleh 42 IR A U EE 7R EAPIAE et A2 wE et A
ol Rk A o5t £ okttt A e Y] TheAdE skl ERAARE AldsloR itk
AFt Hede] 7IAEeke: B G, 4T F50] &2 e Y, Bhsd e wEE, A Wi 4 shs
FE DG5S e G FAAAAN Kiebsiella bacillio) THAT A2 ol B s HH Sl T
& 57 5 Tkl 7P E o] AL E ey Aol A] AP AQ grggolnk ArellA sETare] A W A
At gl Aol & delA ek’ wFuitht < © YO, ofF o] Hyutiato] ko S| uE
A=A APl wEy Hold o AMbe of A4 et e diiE = B8kl o5l
asfo] A ik ST Holy itk QPGS 9 Tk JjwoR HolA el WAt
CRRT I
Tracheo Vitrectomy Levetiracetam 1000mg/day Y Levetiracetam 1000mg/day‘
i Intravitreal gentamicin 80mg|| Lamotrigine 25mg/day Lamotrigine 50mg/day
Dexamethasone 5mg Phenytoin 300mg/day )i Phenytoin 200mg/day )
N 1
[g;rg::;:;?sg][Meropenem 29][ Ceftriaxone 4g ][ Aztreonam 69][ Ertapenem 1g Meropenem 3g
J\ J

23th

URI " . . . Ceftriaxone f . Discharge
Sy Epiglottis  Endophthalmitis Brain abscess hypersensitivity ever Pancytopenia

RQSpiratory Visual blurring Seizure Skin rash

distress Eyeball pain Headache Leukopenia

12 Eosinophila

0 3 5 8 15 23 28 30 35 40 45 50

Figure 3. Timeline of the patient. The patient visited emergency room for respiratory distress and fever. After admission, symptoms and
neurological complications progressed although antibiotic medication and antiepileptic treatment. After diagnosed with endophthalmitis, he was
treated with vitrectomy and intravitreal gentamicin and dexamethasone. Symptoms and neurological complications gradually improved after CNS
dose of ceftriaxone. Due to ceftriaxone related hypersensitivity and complicated medical conditions, antibiotic treatments should be changed. Titer
of C-reactive protein (purple line) revealed prolonged higher level during the progression to brain abscess and endophthalmitis after acute
epiglottitis with respiratory distress. Black dash line in chart indicated the threshold level of titer of CRP. CRRP; continuous renal replacement
therapy, ER; emergency room, URI; upper respiratory infection, CRP; C-reactive protein, CNS; central nervous system.

J Korean Neurol Assoc Volume 38 No. 2, 2020 127



128 CHSHMEMOIRIN| NI38Z NI22, 2020

1

w9l g Bashs voltk

REFERENCES

1. Erdogan E, Cansever T. Pyogenic brain abscess. Neurosurg Focus
2008;24:E2.

2. Carpenter J, Stapleton S, Holliman R. Retrospective analysis of 49 cas-
es of brain abscess and review of the literature. Eur J Clin Microbiol
Infect Dis 2007;26:1-11.

3. Muzumdar D, Jhawar S, Goel A. Brain abscess: an overview. Int ] Surg
2011;9:136-144.

4. TsengJH, Tseng MY. Brain abscess in 142 patients: factors influencing
outcome and mortality. Surg Neurol 2006;65:557-562.

5. Liliang PC, Lin YC, Su TM, Rau CS, Lu CH, Chang WN, et al.
Klebsiella brain abscess in adults. Infection 2001;29:81-86.

6. Fang CT, Lai SY, Yi WC, Hsueh PR, Liu KL, Chang SC. Klebsiella pneu-
moniae genotype K1: an emerging pathogen that causes septic ocular
or central nervous system complications from pyogenic liver abscess.
Clin Infect Dis 2007;45:284-293.

7. Ang LP, Lee HM, Au Eong KG, Yap EY, Lim AT. Endogenous Klebsiella
endophthalmitis. Eye (Lond) 2000;14:855-860.

8. Lederman ER, Crum NF. Pyogenic liver abscess with a focus on
Klebsiella pneumoniae as a primary pathogen: an emerging disease
with unique clinical characteristics. Am | Gastroenterol 2005;100:
322-331.

9. Kim GS LJ, Choi SH, Lim SR. A case of Klebsiella pneuomoniae liver
abscess complicated with brain abscess and endophthalmitis. J Korean
Neurol Assoc 2005;23:578-580.



