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INTRODUCTION 

The Streptococcus anginosus group (SAG), also known 

as Streptococcus milleri, in the honour of the 

microbiologist W.D. Miller, is a subgroup of viridans 

streptococci, comprised of three distinct species: S. 

anginosus, S. constellatus and S. intermedius.1,2 In 1965, 

Guthof was the first to describe this group of 

streptococci, after they have been isolated in the dental 

abscesses and the infiltrates in the region of the oral 

cavity.2 These microorganisms were also found in the 

gastrointestinal tract, as part of the normal commensal 

flora.3 While S. anginosus is found in the habitual 

microflora of the gastrointestinal and the genitourinary 

tract, S. intermedius is more frequently in dental plaque.3-

5 Their potential to form abscesses is well known.6 Thus, 

intra-abdominal abscesses caused by Streptococcus 

anginosus are rare, these organisms are capable to 

determine a various abdominal infections, such as 

appendicitis, peritonitis, cholangitis, abdominal wound 

infections and postoperative or posttraumatic infections, 

which can subsequently lead to the development of a 
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pelvic abscess, liver abscesses or subphrenic abscesses.7,8 

In the case of positive blood cultures with streptococcus 

anginosus, should be considered an occult abdominal 

infection, a distant focal infection or infective 

endocarditis.9,10 The absence of an extra-abdominal 

identifiable focus of S. anginosus infection, lack of a 

medical history of acute pancreatitis, and nonspecific 

symptomatology, sustain a neoplastic diagnosis instead of 

an abscess. Herein, we described a 49-year-old male with 

a peripancreatic liquid collection that mimicked 

malignancy, which was diagnosed as a peripancreatic 

abscess caused by Streptococcus anginosus, associated 

with colonic diverticulosis. 

CASE REPORT 

A 49-year-old man, known with arterial hypertension and 

chronic infection with virus hepatitis B, came to the 

surgery department for weight loss (5 kgs in the last 

month), marked asthenia, nausea/vomiting and jaundice, 

associated with moderate pain in the upper abdomen. 

At admission, without fever and no documented history 

of acute pancreatitis. On physical examination, he 

presented abdominal distension with generalized 

tenderness at palpation. Abdominal radiography revealed 

a normal aspect, without signs of bowel obstruction or 

pneumoperitoneum. Laboratory values showed an 

important inflammatory syndrome (WBC, 23400/ml with 

83.7% neutrophils; ESR, 91 mm/h; CRP, 9.4 mg/dl); mild 

anaemia (Hb, 11.5 g/dl); blood urea nitrogen, 84.6 mg/dl; 

creatinine, 2.52 mg/dl; direct bilirubin, 1.9 mg/dl; 

pancreatic enzymes nearly normal (Amylase, 146 U/L; 

Lipase, 398 U/L) and an increased tumour marker 

(CA19.9, 98.7 u/mL). Urinalysis revealed the presence of 

rare white blood cells and frequent red blood cells, clear 

look and negative cultures for MRSA, 

Enterobacteriaceae, Acinetobacter spp and Pseudomonas 

spp.  

 

Figure 1: Abdominal CT scan. A): Retro gastric 

collection, and B): Caudal peripancreatic collection, 

having mixed fluid/para-fluid densities with gas 

bubbles inside (23 Nov 2016). 

24 hours after admission, body temperature increased to 

39.3 °C. Two sets of blood cultures were taken and both 

were negative for aerobic and anaerobic microorganisms. 

Chest radiography was normal. Abdominal computed 

tomography (CT) revealed a heterogeneous fluid 

collection with gas bubbles inside, localized into the 

lesser sac that tended to extend peri splenic, towards the 

anterior and posterior pararenal spaces and the pelvis. 

(Figure 1). In the same day, in the pre-operative 

evaluation, transthoracic echocardiography excluded 

infective endocarditis. Surgery has led to evacuation of 

peripancreatic and left retrocolic abscesses, associated 

with debridement and peritoneal drainage. The antibiotic 

treatment was intravenous, with ciprofloxacin and 

gentamycin, according to infectious diseases specialist 

recommendation and also to antibiogram results. The 

culture yielded Streptococcus Anginosus which was 

sensitive to the most antibiotics tested (Table 1). 

Cytology showed inflammatory cells, without evidence 

of malignancy. At 7 days post-intervention 

hemoperitoneum occurred, due to bleeding from the 

remaining cavity. It needed a second intervention for 

haemostasis. Good evolution under ciprofloxacin (2 x 

200 mg/day) and gentamycin (2 x 80 mg/day) systemic 

therapy for 12 days. The patient was discharged after 16 

days, afebrile, with a good overall status and quasi-

normal limits of laboratory values: WBC, 10500/ml; 

ESR, 15 mm/h; CRP, 4,5 mg/dl; Hb, 10.8 g/dl. 

Table 1: Results of antibiogram for the tested 

antibiotics.  

Antibiotic sensitivity 

Benzylpenicillin ≤0.06 S 

Ampicillin ≤0.25 S 

Cefotaxime ≤0.12 S 

Ceftriaxone ≤0.12 S 

Levofloxacin ≤0.25 S 

Erythromycin ≤0.12 S 

Clindamycin ≤0.25 S 

Linezolid 4 - 

Vancomycin 1 S 

Tetracycline 4 R 

S=Sensitive, R=Resistant. 

 

Figure 2: Abdominal Contrast-enhance CT scan. A): 

CT-image showing the pancreas with increased 

dimensions and multiple pancreatic caudal collections 

(19 Dec 2016), B): pancreas with slightly diminished 

dimensions and dimensional regression of peri splenic 

and peripancreatic fluid collections (01 Feb 2017). 
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One month later, colonoscopy revealed some 

uncomplicated diverticula in the transverse, ascending 

and sigmoid colon. The subsequent CT images showed 

favourable evolution, with lesions in regression (Figure 

2) that evolved to their full resolution after 18 months of 

follow-up (Figure 3). 

 

Figure 3: Abdominal contrast-enhanced ct scan. A) 

and B): CT-images revealing complete resolution of 

fluid collection, and a normal aspect of the pancreas. 

DISCUSSION 

A pancreatic abscess in the absence of pancreatitis is 

rare.11 The streptococcus anginosus ability to cause 

abscesses and systemic infections is a unique 

characteristic that sets them apart from others 

streptococci groups, such as S. pyogenes (group A 

Streptococcus) and S. agalactiae (group B 

Streptococcus).3,6,12  

Also, as a part of the normal human flora, these 

microorganisms cause infections that range from minor 

oral infections to serious, complicated life-threatening 

infections, like in cases when they lead to the formation 

of abscesses in lungs, brain, liver, kidney, soft-tissue or 

pancreas.9,13 Bacteraemia from the anginosus group is 

rare, and usually is the result of an identifiable localized 

infection.13  

Further, this group of bacteria is associated with 

underlying diseases of hepatic and biliary tract, with 

neoplasia or diabetes.9,12,13  

In our case, both sets of blood cultures that were taken 

were negative for aerobes and anaerobes microorganisms. 

In addition, the historical of chronic infection with virus 

hepatitis B could be a factor that led to 

immunosuppression and also to favour an infection with 

streptococcus anginosus. 

The unspecific symptomatology and the absence of an 

identifiable infectious focus, as presented in our case, 

sustained a possible neoplastic pancreatic pathology. In 

this situation, the histopathological examination is 

required for diagnosis.  

The computed tomography is not helpful in 

differentiating between a pancreatic abscess and a cystic 

pancreatic neoplasm. However, preoperative contrast-

enhanced endoscopic ultrasonography (EUS) has been 

reported to be very useful for the diagnosis of pancreatic 

disorders.14 In addition, EUS-guided fine needle 

aspiration cytology has proved to be very sensitive and 

specific for a cystic pancreatic lesion.15  

In our centre, the EUS is not available. In such 

circumstance, surgery should be considered for intra-

abdominal abscesses that require peritoneal drainage and 

large debridement. 

In this case, Streptococcus anginosus was identified. 

Mycobacterium tuberculosis, Klebsiella pneumoniae, 

Salmonella typhi and Corynebacterium coyleae infections 

have been reported too.15-20  

Extension of the abscess from nearby anatomic 

structures, hematogenous spread from a distant focus of 

infection, or lymphatic spread from the intestinal tract, 

are other possible causes for pancreatic abscesses having 

no history of acute pancreatitis.14,21 Streptococcus 

anginosus group, as part of the normal gastrointestinal 

flora, it is rarely implicated in disseminated infections 

originating from colon diseases.12,22  

Nevertheless, there are reports that describe an 

association between Streptococcus anginosus infection 

and colorectal, oesophageal, gastric cancers and 

endocarditis.23-25 Referring to colonic diverticulitis, there 

were reported a few cases of brain abscesses that were 

associated with it.12,26-28 In our case, the presence of 

colonic diverticulosis could be a plausible cause for the 

peripancreatic infection dissemination and may sustain 

the association between colonic disorders and 

streptococcus anginosus infection.  

Although, in a few case reports, members of the 

Streptococcus anginosus group demonstrated resistance 

to penicillin, they are usually sensitive to this and to other 

beta-lactam antibiotics.29-31 In our case, Streptococcus 

anginosus was sensitive to the most antibiotics tested. 

The clinical evolution and imagistic aspects were 

favourable, as a result of the antibiotic therapy and 

surgical treatment. 

CONCLUSION 

Pyogenic peripancreatic abscesses in patients with no 

history of pancreatitis can mimic infected pancreatic 

cystic neoplasms.  

In the circumstances of Streptococcus anginosus 

infection, endoscopic evaluation of the digestive tract 

may help to identify other lesions that require, in some 

cases, a complex treatment approach. Furthermore, such 

patients need clinical and imaging monitoring in order to 
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diagnose the progression of potentially malignant 

diseases.  

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Summanen P. Recent taxonomic changes for 

anaerobic gram-positive and selected gram-negative 

organisms. Clin Infect Dis. 1993;16 (Suppl. 4): 

S168-74. 

2. Guthof O. [Pathogenic strains of Streptococcus 

viridans; streptocci found in dental abscesses and 

infiltrates in the region of the oral cavity]. Zentralbl 

Bakteriol Orig. 1956;166(7-8):553-64. 

3. Mejàre B, Edwardsson S. Streptococcus milleri 

(Guthof); an indigenous organism of the human oral 

cavity. Arch Oral Biol. 1975;20(11):757-62. 

4. Petti CA, Stratton CW. Streptococcus anginosus 

group. In: Mandell GL, Bennett JE, Dolin R (Eds). 

Principles and Practice of Infectious Diseases, 7th 

Ed, Churchill Livingstone, Elsevier. 2015; p.2362-5. 

5. Whiley RA, Beighton D, Winstanley TG, Fraser 

HY, Hardie JM. Streptococcus intermedius, 

Streptococcus constellatus, and Streptococcus 

anginosus (the Streptococcus milleri group): 

association with different body sites and clinical 

infections. J Clin Microbiol. 1992;30(1):243-4. 

6. Gossling J. Occurrence and pathogenicity of the 

Streptococcus milleri group. Rev Infect Dis. 

1988;10:257-85. 

7. Hardwick RH, Taylor A, Thompson MH, Jones E, 

Roe AM. Association between Streptococcus milleri 

and abscess formation after appendicitis. Ann R 

Coll Surg Engl. 2000;82(1):24-6. 

8. Admon D, Gottehrer N, Leitersdorf E. Is “primary” 

subphrenic abscess caused by Streptococcus milleri 

a result of unrecognized gastrointestinal 

perforation? Klin Wochenschr. 1986;64:287. 

9. Bert F, Bariou-Lancelin M, Lambert-Zechovsky N. 

Clinical significance of bacteremia involving the 

“Streptococcus milleri” group: 51 cases and review. 

Clin Infect Dis. 1998;27(2):385-7. 

10. Seifert H. The clinical importance of 

microbiological findings in the diagnosis and 

management of bloodstream infections. Clin Infect 

Dis. 2009;48 Suppl 4:S238. 

11. Shulik O, Cavanagh Y, Grossman M. Pancreatic 

lesion: Malignancy or Abscess?. Am J Case Rep. 

2016;17:337-9.  

12. Dandurand C, Letourneau L, Chaalala C, Magro E, 

Bojanowski MW. Pyogenic ventriculitis as clinical 

presentation of diverticulitis. Can J Neurol Sci. 

2016;43:576-7.  

13. Erdem I, Dogru M, Emir S, Ali RK, Elbasan S, 

Mutlu R, et al. Unusual presentation of 

streptococcus anginosus with severe sepsis, liver 

abscesses secondary to biliary trat perforation. J 

Med Cases. 2015;6(11):508-11. 

14. Kim MJ, Seo E, Kang ES, Kim KM, Oh YM, Cho 

BH, et al. Pyogenic pancreatic abscess mimicking 

pancreatic neoplasm: a four-case series. Korean J 

Gastroenterol. 2015;65(4):252-7. 

15. Chong VH. Isolated pyogenic pancreatic abscess 

mimicking a neoplasm. JOP. 2008;9(3):309-12. 

16. Liu Q, He Z, Bie P. Solitary pancreatic tuberculous 

abscess mimicking pancreatic cystadenocarcinoma: 

A case report. BMC Gastroenterol. 2003;3:1. 

17. Seo KS, Oh HM, Hong JH, Seong EY, Yu YI, Kim 

GH, et al. A case of pancreatic abscess due to 

Salmonella typhi. Korean J Med. 1998;54:101-4. 

18. Arya M, Arya PK. Pancreatic abscess caused by s. 

typhi. Indian J Med Microbiol. 2001;19:18-9. 

19. Garg P, Parashar S. Pancreatic abscess due to 

Salmonella typhi. Postgrad Med J. 1992;68:294-5. 

20. Taguchi M, Nishikawa S, Matsuoka H, Narita R, 

Abe S, Fukuda K, et al. Pancreatic abscess caused 

by Corynebacterium coyleae mimicking malignant 

neoplasm. Pancreas. 2006;33:425-9. 

21. Goh BK, Jeyaraj PR, Chan HS, Ong HS, Agasthian 

T, Chang KT, et al. A case of fish bone perforation 

of the stomach mimicking a locally advanced 

pancreatic carcinoma. Dig Dis Sci. 2004;49:1935-7. 

22. Byrnes MC, Mazuski JE. Antimicrobial therapy for 

acute colonic diverticulitis. Surg Infect. 

2009;10:143-54. 

23. Masood U, Sharma A, Lowe D, Khan R, Manocha 

D. Colorectal cancer associated with Streptococcus 

anginosus bacteremia and liver abscesses. Case Rep 

Gastroenterol. 2016;10:769-74. 

24. Sasaki H, Ishizuka T, Muto M, Nezu M, Nakanishi 

Y, Inagaki Y, et al. Presence of Streptococcus 

anginosus DNA in esophageal cancer, dysplasia of 

esophagus, and gastric cancer. Cancer Res. 

1998;2991-5. 

25. Tzur T, Liberman S, Felzenstein I, Cohen R, 

Rivkind AI, Almogy G. Liver abscesses caused by 

Streptococcus milleri: an uncommon presenting sign 

of silent colonic cancer. Isr Med Assoc J. 

2003;5:206-7. 

26. Kamath V, Mishra N, Gunabushanam V, Friedman 

B, Held D. Nervous system abscess: a rare 

complication of diverticulitis. Color Dis. 

2011;13:420-1. 

27. Valero M, Parés D, Pera M, Grande L. Brain 

abscess as a rare complication of acute sigmoid 

diverticulitis. Tech Coloproctol. 2008;12:76-8. 

28. Dixon AR, Holmes JT, Waters A. Intracranial 

abscess complicating diverticulitis with CT scan 

mimicking primary glioma. Postgrad Med J. 1989; 

65:565-7. 

29. Limia A, Jimenez ML, Alarcon T, Lopez-Brea M. 

Five-year analysis of antimicrobial susceptibility of 

the Streptococcus milleri group. Eur J Clin 

Microbiol Infect Dis. 1999; 18(6):440-4. 

30. Tracy M, Wanahita A, Shuhatovich Y, Goldsmith 

EA, Clarridge JE, 3rd, Musher DM. Antibiotic 



Berevoescu NI et al. Int Surg J. 2019 May;6(5):1812-1816 

                                                                                              
                                                                                                     International Surgery Journal | May 2019 | Vol 6 | Issue 5    Page 1816 

susceptibilities of genetically characterized 

Streptococcus milleri group strains. Antimicrob 

Agents Chemother. 2001;45(5):1511-4. 

31. Bantar C, Fernandez Canigia L, Relloso S, Lanza A, 

Bianchini H, Smayevsky J. Species belonging to the 

"Streptococcus milleri" group: antimicrobial 

susceptibility and comparative prevalence in 

significant clinical specimens. J Clin Microbiol. 

1996;34(8):2020-2. 

 

 

 

 

 

 

Cite this article as: Berevoescu NI, Bordea A, 

Berevoescu M, Cristian DA. Unusual presentation of 

peripancreatic abscess associated with streptococcus 

anginosus and colonic diverticulosis. Int Surg J 

2019;6:1812-6. 


