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Short report

Ascites is a common condition in cirrhotic liver disease that 
may affect up to 50% of compensated liver disease patients [1]. 
Infection of the ascitic fluid is a serious complication associated 
with a substantial increase in the risk of mortality [2]. Timely 
diagnosis and adequate anti-infective treatment are crucial. Al-
though E. faecalis and E. faecium among Enterococcus kindred 
account for more than 90% of infections, E. avium has been 
increasingly documented as a causative agent in human infec-
tions [3-7].

We present a 50-year-old woman hospitalized on November 
9, 2023 with general abdominal pain worsened progressively of 
9 days’ duration and ceftazidime was inefficacy. The patient’s 
medical history includes a six-year duration of autoimmune 
hepatitis with hepatocirrhosis, for which she has been regu-
larly prescribed ursodeoxycholic acid capsules at a dosage of 
250 mg three times daily. No history of glucocorticoid use and 
abdominal surgery. On admission, the patient presented with 
diffuse abdominal pain and weakness. The physical examination 
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revealed afebrile status, blood pressure of 103/64 mmHg, pulse 
rate of 93 beats per minute, as well as diffuse abdominal re-
bound tenderness. No peripheral stigmata of infective endocar-
ditis. B-ultrasonography showed a large amount of ascites, with 
floating objects presented in large grids (Figure 1a). Abdominal 
Computed Tomography (CT) studies demonstrated the perito-
neum was thickened, the adipose space in the abdominal cavity 
was blurred, and the subcutaneous adipose layer on both ab-
dominal walls was cloudy (Figure 1b & Figure 1c). The relevant 
laboratory data on admission were as follows: white blood cell 
28.34E+09/L; neutrophil 26.56E+09/L; c-reactive protein 83.69 
mg/dl; procalcitonin 11.59 ng/mL; lactic acid 7.41 mmo/L. The 
analysis revealed a leukocyte count of 3900E+06/μL with 80% 
neutrophils in the turbid abdominal effluent. The empirical 
therapy is initiated with meropenem (1g i.v. 8 hrly). The pres-
ence of E. avium was rapidly detected within 1 day using NGS. 
At once, linezolid was added to the meropenem anti-infection 
treatment regimen. It took 6 days for E. avium to be identified 
through culture-based methods. Antibiotic therapy consisting 
of meropenem (1g i.v. every 8 hours) and linezolid continued 
for 5 weeks, in conjunction with peritoneal lavage. The patient’s 
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abdominal pain was alleviated, accompanied by a significant 
improvement in the clarity of the effluent. Then, the patient ex-
perienced an uneventful recovery and was discharged on day 
36. Since her discharge from the hospital, she has been resid-
ing in her residence and remains ambulatory with crutches until 
February 1, 2024. (We have received written informed consent 
from the patient for publication of case details. We depersonal-
ized data to disable the identification of the patient).

The abdominal infection are critical conditions that necessi-
tate prompt diagnosis and treatment. NGS Assist timely diagno-
sis of the responsible microorganism and adequate anti-infec-
tive treatment. In this case, the patient benefited from earlier 
(5 days) and more targeted antimicrobial therapy facilitated by 
NGS methods, potentially reducing the substantial morbidity 
and mortality associated with the infections. When we get the 
result of NGS in this case, we repeatedly interrogated the pa-
tient’s epidemiological history. The patient had utilized chicken 
manure fertilization in the field. Initially classified under the 
Streptococcus genus as S. avium (due to its frequent isolation 
from chicken feces). It is likely that infection occurs primar-
ily through the fecal-oral route. The patient had definite fever, 
nausea, vomiting, and diarrhea before the onset of the disease, 
which is consistent with previous E. avium reports. The pa-
tient’s lack of response to ceftazidime treatment before admis-
sion may be interpreted as natural resistance of Enterococcus 
to cephalosporins. The result of NGS was proved as abdominal 
fluid the classical blood culture test showed the same bacterial. 
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