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 Abstract

Enterococcus faecalis, is a rare cause of empyema. There are a limited number of 

case reports in the literature discussing enterococcal empyema as a delayed 

complication of tubercular hydropneumothorax, and most other cases occurred 

primarily in patients of liver cirrhosis. This case illustrates the development of 

spontaneous monomicrobial empyema due to E. faecalis in a 45 year old non-

cirrhotic male patient with tubercular hydropneumothorax, in the absence of 

pneumonia. The empyema fluid on culture showed growth of Enterococcus faecalis. 

The patient was successfully treated with insertion of drains and intravenous 

vancomycin.

Introduction

nterococcus faecalis is a rare cause of Erespiratory tract and pleural space 

infections.The pathogen has been 

uncommonly associated with nosocomial 

pneumonia in severely debilitated patients 
1and those on broad spectrum antibiotics.  

On rare occasions, it can also cause 

empyema in patients with liver disease. 

This often occurs in the presence of 

peritonitis, possibly because of a 

reticuloendothelial system, but cases of E 

faecalis empyema in the absence of 

peritonitis have been reported as well. The 

approach to E faecalis pleural space 

infection in patients with liver disease is 

not well established. In fact, in a large 

reported series of patients with cirrhosis, 

none of the patients with evidence of E 

faecalis in the pleural space required chest 

2tube placement.  In the following report, a 

patient on Category I treatment for 

tuberculosis  had isolated E faecalis 

empyema in the absence of peritonitis.  

Furthermore, clinical and radiographic 

features of pneumonia were not present. 

Unlike previously reported cases of 

enterococcal empyema, this pleural space 

infection necessitated chest tube drainage 

and intravenous vancomycin for 

treatment.

Case Report

A 45 year old male patient suffering from 

tuberculosis and on Category 1 treatment for 

pulmonary tuberculosis presented with sudden 

onset of non productive cough especially shortness of 

breath, malaise, and pleuritic chest pain, along with 

fever for the last three days. On physical 

examination,, the patients's vital signs were stable. 
0He had a temperature of 101 F. The chest was dull to 

percussion at the base of the left lung, and rales were 

audible in the same area. The rest of the examination 

was unremarkable. A chest radiograph showed a left 

sided spontaneous hydropneumothorax (Fig.1). 
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Fig. 1: Chest radiograph of the patient showing left 

sided hydropneumothorax. 

The laboratory investigations showed an elevated 

l eucocy t e  c oun t  o f  14 ,200  x  103/µL ,  

polymorphonuclear leucocytosis and an erythrocyte 

sedimentation rate(ESR) of 65 mm/h. The 

haemoglobin was 10.8g/dl, and the platelet count 

and hepatic function test were within normal limits

Thoracentesis yielded thick yellow fluid with the 

following characteristics: pH 6.8, glucose < 20 

mg/dL, protein 4.9 g/dL, lactate dehydrogenase 6 

,566 IU/L, WBC count 15,000/µL (96% neutrophils) . 

Because of the purulent nature of the fluid, a 

thoracostomy tube was inserted in the pleural space 

and turbid, brownish fluid was drained. The Gram 

stain of the pleural fluid sent for culture showed pus 

cells with plenty of gram positive cocci in pairs. 

Culture of the fluid on two occasions showed growth 

of Enterococcus faecalis sensitive to vancomycin and 

linezolid only. No malignant cells were identified. 

Blood and urine culture did not show any growth. The 

induced sputum of the patient did not show any 

growth of pathogens. The patient was started on 

intravenous vancomycin treatment to which the 

patient responded well with the subsidence of fever 

and the resolution of the hydropneumothorax. 

Discussion

Thoracic empyema is defined as the 

presence of pus in the pleural cavity. It is 

usually associated with fever and 

leucocytosis.  The most common 

organisms isolated from the pleural fluid 

are  S t rep tococcus  pneumoniae ,  

Staphylococcus aureus, Haemophilus 

influenzae, Escherichia coli, Klebsiella 
1pneumoniae, and Bacteroides species.   

Enterococcus faecalis, however, is a rare 

cause of empyema. Enterococci, which 

ordinarily reside within the bowel flora, are 

an important cause of serious nosocomial 

and, less commonly, community-acquired 

infections. This pathogen has been 

uncommonly associated with nosocomial 

pneumonia in severely debilitated patients 

and those on broad-spectrum antibiotics. 

In one prospective study of empyema 
3in cirrhosis,  and three separate 

4-6retrospective reviews of empyema,  30 

cases of enterococcal empyema were 

reported. A specific source of infection was 

found in two cases of E faecalis empyema- 

one in a patient with endocarditis and 

splenic abscess and one related to an 

oesophago -p l eura l  f i s tu la  a f t e r  

pneumonectomy. In the other 28 cases 

reported in the literature, the source of 
2infection was never identified.  Our patient 

did not have any predisposing factors like 

liver disease, pneumonia or previous 

aspiration of the pleural fluid, which could 

have led to the iatrogenic introduction of 

the infection.

Transdiaphragmatic migration of 

ascitic fluid causes hepatic hydrothorax in 

5% to 25% of cirrhotic patients. Infection 
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of pleural fluid parallels the pathogenesis 

of spontaneous bacterial peritonitis, in 

which bacteria migrate through the bowel 

wall into the lymphatic system and infect 

the blood through the thoracic duct. The 

impaired reticuloendothelial system of 

patients with liver disease prolongs 

bacteraemia and favours inoculation of 

pleural and ascitic fluid. The low protein 

content of ascitic and pleural fluid 

precludes opsonisation and phagocytosis 

of bacteria and prevents resolution of the 

infection.  Although infrequently identified 

as a source of bacteraemia, Enterococcus 

has been proven to migrate across the gut 
2and cause transient bacteraemia.  E. 

fecalis  has also been associated with 

empyema thoracis in case of patient who 

had been operated for gangrenous 

cholecystitis but our patient did not have 

any significant associated risk factors as 

reported in the previous cases.

This case illustrates the development 

of E faecalis empyema in a patient of 

tuberculosis on Category 1 treatment and 

no evidence of ascites. The lack of sputum 

production, and radiographic evidence of 

consolidation of the lung parenchyma 

supports the diagnosis of SBE due to E 

faecalis. This case differs from previously 

reported cases of SBE due to enterococci 

because the empyema necessitated chest 

tube drainage. 

References

1. Sarin S, Nee M, Kross K, Mirza MA. 

Enterococcus fecalis. An Unusual Cause of 

Thoracic  Empyema. Hosp Physic ian.  

2005;49:49-51 

2. Behnia M, Clay AS, Hart CM. Enterococcus 

fecalis causing empyema in a patient with liver 

disease. South Med J 2002;95:1201-3

3. Xiol X, Castellvi JM, Guardiola J, et al: 

Spontaneous bacterial empyema in cirrhotic 

patients: a prospective study. Hepatology 

1996;23:719-23

4. Alfageme I, Munol F, Pena N, et al: Empyema of 

the thorax in adults: etiology, microbiologic 

f i n d i n g s ,  a n d  m a n a g e m e n t .  C h e s t  

1993;103:839-43

5. Brook I, Frazier EH: Aerobic and anaerobic 

microbiology of empyema: a retrospective review 

in two military hospitals. Chest 1993;103:1502-

7

6. Smith JA, Mullerworth MH, Westlake GW, et al: 

Empyema thoracis: 14- year experience in a 

teaching center. Ann Thorac Surg 1991;51:39-42

 

Early ART improves life expectancy in HIV patients

Life expectancy, at age 20, for patients treated for HIV increased by more than 15 years from 1996 to 
2008, a large cohort study from the UK has shown.

3Data on 17,661 patients who started ART with CD4 counts ≤350 cells/mm  during 1996 to 2008 

were analysed.

The UK HIV Testing Guidelines published in 2008 aim to facilitate an increase in HIV testing in all 
healthcare settings. In areas where diagnosed prevalence of HIV is > 2 per 1,000, HIV testing for all 
new adults registering with a general practice is strongly recommended.

Primary care professionals can help improve earlier diagnosis by considering HIV disease as a 
differential diagnosis in patients with diarrhoea, fever, night sweats and weight loss and by offering 
patients an HIV test at every opportunity (especially in high prevalence areas).

The Practitioner, 2012; 256 (1747);5
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