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ABSTRACT 
 

We report a case of pleural amoebiasis, diagnosed on the basis of radioclinical findings and 
positive amoebic serology. Amebic pleuropulmonary disease is the most frequent extra-intestinal 
expression of amebiasis after liver disease. A 71-year-old male of rural origin, with no recent 
tuberculosis contagion, who presented purulent pleurisy with a dysenteric syndrome. The patient 
was treated by antibiotic and pleural decortication under U-VATS. Serological testing and 
radiological examination will be more useful in the early detection of cases of Entamoeba 
hystolitica infection. The medical treatement based on a combination of a tissue amoebicide 
(Metronidazole, etc.) and a contact amoebicide (Hydroxyquinoline, etc.). Surgery may be 
considered when purulent drainage does not show improvement in the patient's condition. 
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1. INTRODUCTION 
 
Amoebiasis is an infection caused by the 
parasite Entamoeba histolytica with or without 
clinical manifestations. Currently, it is estimated 
that 40–50 million people suffer from amoebiasis 
in developing countries and about 40,000 people 
died from amoebiasis(1).(12,13,14) Amebic 
pleuropulmonary disease is the most frequent 
extra-intestinal expression of amebiasis after 
liver disease (2).We report a case of pleural 
amoebiasis, diagnosed on the basis of 
radioclinical findings and positive amoebic 
serology. 
 

2. CASE PRESENTATION 
 
A 71-year-old male of rural origin, smoker                   
with 4 smokes and 40 years' abstinence, with no 
recent tuberculosis contagion, who presented 
with a dysenteric syndrome 2 months                         
prior to admission consisting of bloody 
mucopurulent diarrhoea and abdominal pain . 
The evolution was marked 2 weeks after this 
episode, by the appearance of a right chest pain 
with a side stitch, dyspnoea, with feverish 
sensations, and a weight loss of 5kg. The chest 
X-ray showed a right pleural opacity (Fig. 1) 
suggestive of pleurisy. The patient was admitted 
to hospital for 5 days with purulent right pleurisy, 
where he underwent several pleural evacuations 
and was put on injectable dual antibiotic therapy 
with metronidazole and ceftriaxone. When the 

clinical and radiological signs did not regress, he 
was transferred to the Pneumology Department 
for purulent right pleurisy complicated by 
iatrogenic pneumothorax. Clinical examination 
revealed a right mixed effusion syndrome. The 
chest X-ray showed a hydroaeric image 
occupying the entire right hemithorax (Fig. 2). 
Pleural puncture yielded thick purulent fluid, 
which tested negative for amoebae and common 
germs. A thoracic and abdominal CT scan 
confirmed the presence of a watery effusion in 
the right pleural cavity, associated with two 
collections in the liver and above the liver (Fig. 
3). Flexible bronchoscopy revealed no 
abnormalities. Amebic serology was positive by 
indirect haemagglutination (HAI). Parasitological 
examination of the stools was negative, as was 
coproculture. The blood count showed a 
hyperleukocytosis with a predominance of 
neutrophils, and the CRP was elevated. The 
patient was started on Combined antibiotic 
therapy (Amoxicillin clavulanic acid 3g/d, 
Ciprofloxacin 1g/day and Metronidazole 1.5g/day 
for 15 days) with chest drainage. When drainage 
failed (Fig. 4), the patient underwent pleural 
decortication under U-VATS. The surgical 
exploration revealed a right lung totally adherent 
to the wall with an upwardly retracted diaphragm, 
all surrounded by pachypleuritis. The clinical, 
radiological and biological evolution was good 
(Fig. 5). Overall, this was a case of hepatic and 
pleural amebiasis complicated by iatrogenic 
pneumothorax.

 

 
 

Fig. 1. Chest X-ray showing a pleural opacity 
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Fig. 2. Chest X-ray showing a hydroaeric image occupying the whole of the right hemithorax 
(A: Pyopneumothorax before chest drainage; B: after medical chest drainage) 

 

 
 

Fig. 3. Abdominal scan showing two collections in the liver and above the liver 
 

 
 

Fig. 4. Chest CT scan after unsuccessful medical thoracic drainage showing an encysted 
pyopneumothorax 
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Fig. 5. Chest X-ray after surgical treatment 
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3. DISCUSSION 
 
Amoebiasis is a cosmopolitan parasitosis, the 
second most common parasitic infection in the 
world after malaria [1]. It is particularly prevalent 
in countries where hygiene conditions are poor. 
The pleuropulmonary form is the most common 
after colonic and hepatic involvement. It 
complicates 5 to 35% of liver abscesses, which 
explains the predominance of right thoracic sites. 
Purely pulmonary amebiasis remains rare, even 
in endemic areas [2,3]. Contamination is mainly 
transphrenic by contiguity through the diaphragm 
via the lymphatic system, but also vascular, 
either from a liver abscess via the sushepatic 
veins, or by migration of amoebae into the 
inferior vena cava from the colon via the inferior 
haemorrhoidal vein [4]. Inhalation of Entamoeba 
histolytica (E. histolytica) cysts or trophozoites is 
a more hypothetical form of contamination [5]. 
The pulmonary clinical forms of amoebiasis can 
be extremely varied: non-abscessed or 
abscessed pneumonia, pleurisy, 
tracheobronchial fistula, pulmonary embolism 
(due to thrombus of the suprahepatic veins 
compressed by an abscess) [4]. Amebic pleurisy, 
as described in our case, most often occurs on 
the right, resulting in an acute septic state with 
impairment of general condition. Amebic pleurisy 
may be complicated by pyothorax or 
pyopneumothorax. More rarely, pyothorax may 
occur on the left, complicating an abscess in the 
left lobe of the liver. Massive pleural empyemas 
can be associated with a mediastinal shift and 
tension hydrothorax. In severe cases, sepsis, 
shock, respiratory failure and death may result 
[6]. Radiologically, an effusion from the large 
pleural cavity or encysted pleurisy may be seen. 
Pleural puncture yields a chocolate-coloured or 
purulent fluid, but trophozoites are rarely found. 
In our case, purulent pleurisy was found. Pleural 
fluid is routinely cultured, as bacterial 
superinfection is common. Serological tests are 
of immense diagnostic value. At least 2 of the 
following serological techniques must be 
combined: agglutination, indirect 
haemagglutination, ELISA and indirect 
immunofluorescence. Serology should be 
repeated at 10 days if the initial result is negative 
[7]. Conversely, amoebic serology should be 
requested in the case of purulent pleurisy that 
does not resolve despite treatment [8]. PCR 
testing for E. histolytica DNA in puncture fluid 
and sputum can be a sensitive and specific 
method [5,9]. Treatment of amoebiasis is 
primarily medical, based on a combination of a 
tissue amoebicide (Metronidazole, etc.) and a 

contact amoebicide (Hydroxyquinoline, etc.) [4]. 
Surgical treatment is reserved for drainage of 
suppurated cavities and treatment of sequelae 
(chronic abscesses, pachypleuritis, 
pleurobronchial fistulas, etc.) [10]. Respiratory 
physiotherapy is essential and may need to be 
continued for several months. The high mortality 
of amoebiasis is caused by socioeconomic 
factors, age, malnutrition, late diagnosis, and 
inadequate treatment [11]. Individual and 
collective prevention is essential, based on 
compliance with hygiene measures and the fight 
against faecal peril [8,12-14]. 
 

4. CONCLUSION 
 
Considering the prevalence of amoebiasis in 
developing countries, pleuropulmonary 
amoebiasis should be suspected in any 
respiratory pathology of infectious origin involving 
the right lung base. Serological tests, due to their 
high specificity, represent a valuable means of 
diagnosis and monitoring. Early therapeutic 
management generally leads to a favorable 
outcome without significant sequelae. 
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