
INTRODUCTION

Most (95%) cases of spontaneous 
bacterial peritonitis (SBP) are due to gram 
negative rods, however the incidence of 
SBP due to less common organisms, such 
as Listeria monocytogenes, has been 
increasing and carries a mortality of 30%.

CASE DESCRIPTION

A 56-year-old male with past medical history 
of cirrhosis due to alcohol, Hepatitis B and 
non-alcoholic steatohepatitis, as well as atrial 
fibrillation, diabetes mellitus type 2, umbilical 
hernia and lymphocytic colitis who presented 
for chest pressure, massive ascites and 
hyponatremia of 121mmol/L. 
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IMPLICATIONS

Third generation 
cephalosporins are the 
recommended empiric 
therapy for SBP, however 
coverage for Listeria 
should be considered 
in certain patient 
populations. Additionally, 
patients with a history 
of Listeria SPB require 
different antibiotic 
prophylaxis.

HOSPITAL COURSE

• Therapeutic paracentesis of 3L performed, 
hyponatremia and chest pressure improved.

• On day three developed malaise, abdominal pain  
and diarrhea.

• On day four developed atrial fibrillation with rapid 
ventricular rate, worsening renal function, hyponatremia 
and a new leukocytosis.

• Diagnostic paracentesis consistent with SBP, patient 
started on Ceftriaxone.

• Continued to fever over the next 24 hours and to 
decline clinically.

• On day six, peritoneal fluid culture grew gram positive 
coccobacilli and he was switched to ampicillin-
sulbactam.

• On Day seven the culture resulted Listeria 
monocytogenes.

• He had rapid improvement and was discharged with  
 a 28-day course of intravenous ampicillin.

DISCUSSION

Listeria monocytogenes is a gram positive aerobic coccobacilli 
associated with meningitis and bacteremia in infants, elderly and 
the immunocompromised, gastroenteritis in immunocompetent 
individuals and less commonly peritonitis in peritoneal dialysis 
and cirrhotic patients. Proposed mechanisms for transmission 
include bacteremia with seeding of the peritoneal fluid and 
colonic bacterial overgrowth with translocation. Our patient’s 
diarrhea may or may not have been due to Listeria, but his 
injured intestinal lining may have been more vulnerable to 
bacterial translocation. Proposed diagnostic clues to Listeria 
peritonitis include lymphocytosis, history of iron overload and 
exposure to farm animals. While third generation cephalosporins 
are still recommended as empiric antibiotic coverage for SBP, 
individuals with Listeria risk factors or lack of improvement in  
48-72 should receive broader coverage. 

When Listeria is cultured, some reports suggest treatment 
for longer than 10-14 days as was done with our patient. 
Trimethoprim-sulfamethoxazole is recommended over 
fluoroquinolones for prophylaxis in cirrhotics with history  
of Listeria spontaneous bacterial peritonitis.


