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Background: Liver abscess are infective collections in the liver and are classified into amoebic or pyogenic liver 
abscess. It can lead to a fatal outcome if not detected early and treated urgently with antibiotics and evacuation of 
the abscess. 
Materials and Methods: A series of 45 patients of liver abscess were evaluated. Patients expiring within six hours 
of admission were not included in the study. 
Results: Age of the patients ranged from 18 to 69 years. The incidence of abscess was highest in the age group of 
30-50 years. Percutaneous pigtail catheter drainage was done in 43 patients with promising results. 
Conclusion: Prognosis became poor with delayed diagnosis and treatment. Percutaneous pigtail catheter drainage 
with antibiotics is the standard of care. 
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INTRODUCTION 
 

Liver abscess is a collection of purulent material in the liver 
substance1,2,due to the spread of microorganisms, which can 
enter from an injury via the blood vessels or the biliary 
tree.The organisms can be bacterial, parasiticorfungal in 
origin2. Theyusuallyare pyogenic or amoebic liver abscess. 
Liver abscess was seenfrom the era of Hippocrates (400 B.C.) 
who remarked that the patient’s recovery depended on the type 
of collection in the abscess cavity3.Liver abscess is common 
between 20 to 50 years of age. They are usually single and 
present in the right  lobe as the right lobe of the liver is 
maintained by the superior mesenteric vein via the portal vein. 
The patients have a dull ache in the abdomen, usually referred 
to the scapula or the right shoulder with/ without fever4.Fever 
is irregular with one or more peaks per day and can be 
followed by chills and rigor. The etiological factors in 
pyogenic liver abscess can be cholecystitis, choledocholithiasis 
with cholangitis, biliary enteric anastomosis (hepatobiliary), 
appendicitis (portal), endocarditis (arterial), abdominal trauma 
(traumatic) and cryptogenic where the cause is unknown5. Sir 
William Osler in 1890 identifiedamoebain theabscess and 
stools of sufferers. In the early 20th century entamoeba 
histolytica was found to the cause of amoebic liver abscess 
formation6.They are commonly seen in places of low 
sanitation and persons who have visited an endemic area. 
Rupture of the abscess with generalized peritonitis can occur 
in patients who are not treated on time with an increased 
mortality rate. Mortality was 75 -80%in theearly 1900s  but 
has now reduced to 10-40% 7. USG and Contrast Enhanced CT 

(CECT) Abdomen makes a fastdiagnosis  andradiological 
intervention in the form of percutaneous catheter drainage has 
been a game changer for many patients8-11.Now it can be safely 
said that the standard of care for management of liver abscess 
is percutaneouspigtail catheter drainage with  IV antibiotics12. 
 

MATERIAL AND METHODS 
 

A series of 45 consecutive patients of liver abscess admitted 
and treated at Gauhati Medical College and Hospital during 
the period from June 2017 to May 2018 were evaluated. The 
clinical profile of the patients were recorded which included 
age, sex, disease, associated medical illness, shock and any 
other associated features. All patients had an immediate USG 
abdomen done and USG findings (size, site andnumber of 
abscesses) were noted. CECT abdomen was done in case of 
diagnostic confusion and to correlate with the USG findings. 
 

Patients were put up for percutaneous pigtail drainage of the 
collection depending on the size of the abscess and clinical 
condition of the patient. Patients were properly resuscitated 
and complete blood count, bleeding time, clotting time, 
prothrombin time and international normalised ratio were 
among the parameters checked before they were put up for 
percutaneousdrainage of the abscess. Patients with very small 
abscess/ abscesses were treated conservatively. The patients 
received IV fluids,empirical IV broad spectrum antibiotics, 
Metronidazole infusion 8 hourly, with gram negative coverage 
like amikacin/gentamicin in patients whose renal profile and 
urine output was normal and taking care to measure the serum 
creatinine regularly as amikacin/gentamicin are nephrotoxic 
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drugs12.Any complications were noted and treated accordingly. 
Patient’s outcome was noted at the time of discharge and at 3 
weeks and 2 months follow up. All records were scrutinized 
and the clinical findings, radiological findings and the 
management were analysed with the outcome. 
 

RESULTS 
 

The study consisted of 45 consecutive patients of liver abscess. 
43 patients had percutaneous  pigtail catheter drainage of the  
abscess while1 patient had percutaneous needle aspiration and 
1 patient was treated conservatively. Age of the patients 
ranged from 18 to 69 years. The incidence of abscess was 
highest in the age group of 30 to 50 years. Mean age of the 
patients in our series was 46.49 years. There were 39 males 
and 6 females. The male /female ratio was 6.5:1. The patients 
usually belonged to the lower socioeconomic class and were 
semiliterate. 5(11.1%) patients came within 24 hours of the 
development of symptoms,13(28.8%) patients within 24-48 
hours, and 27(60%) patients came after 48 hours. The patients 
had clinical features  like severe upper abdominal pain mainly 
on the right side in all the 45 patients(100%),upper abdominal 
distension in 21 patients(46.7%),nausea in 15 patients (33.3%), 
and vomiting in21 patients(46.6%).2 patients had  jaundice 
(4.4%).Tender upper abdomen was seen in 25 (55.6%)patients. 
Hepatomegaly was seen in 27(60%)  patients. Signs of 
peritonitis like abdominal rigidity was not seen in any patient.2 
(4.4%) patients came with shock and they were properly 
resuscitated with IV fluids (crystalloids and colloids).5(11.1%) 
patients had anaemia <8 gm% which was corrected with whole 
blood/packed RBC transfusion. Fever was seen in 17(37.8%) 
patients, while 5(11.1%) gave history of fever since the 
development of pain abdomen.15(33.3%) patients took 
analgesics, while 5(11.1%) patients had taken antibiotics 
before admission.7 (15.6%) patients were diabetics, of which 4 
(8.9%) were on oral hypoglycaemic drugs and 3(6.7%) were 
on insulin.4(8.9%) patients had pneumonitis on chest xray.  
 

In USG/CT abdomen 25(55.6%) patients had right sided 
pleural effusion and collapse and consolidation in basal 
segment of right lung was seen in 19 patients(42.2%).2(4.4%) 
patients had history of bronchial asthma.31(68.9%) patients 
had history of alcohol consumption and 25(55.6%) patients 
were smokers and 32(71.1%) used tobacco. 35(77.8%) patients 
had abscess in the right lobe of the liver, 5(11.1%) patients had 
abscess in the left lobe and 5(11.1%) patients had abscess in 
both the lobes of the liver. 36(80%) patients had pyogenic liver 
abscess while 9(20%) patients had amoebic liver abscess.40 
(88.9%) patients had single abscess while 5(11.1%) patients 
had multiple abscesses. Size of the abscess cavity was > 5cms 
in 43 patients and <5cms in 2  patients. The amount of 
collection from the abscess on drainage ranged from 100 to 
400ml.In Pyogenic liver abscess,in the pus culture and 
sensitivity test, culture was positive in 26(57.8%)cases .In 
10(22.2%) cases, culture was sterile. In the culture positive 
cases, there was growth of E. coli in 19(42.2%) cases,5(11.1%) 
cases showed klebsiella and 2(4.4%) cases showed 
staphylococcus aureus. Of the 9 amoebic liver abscess cases, 
IgG antibody test for amoebiasis was done and 7 ((77.7%) 
cases tested positive and 2(22.2%) negative. 
 
 
 
 
 
 
 
 
 
 

DISCUSSION 
 

In our series, incidence of liver abscess was more in the age 
range of 30- 50 years. The minimum age was 18 years and the 
maximum age was 69 years. The presence of liver abscess was 
more in males than females and the male: female ratio was 
6.5:1. in our series. Similar age group range was seen inastudy 
by P Choudhary et al (2013)4,CK bertal et al(1986)13,S Mathur 
et al(2002)14,Sepulveda B et al(1986)15,.In the clinical signs 
and symptoms, the patients presented with fever, pain and 
tenderness in the right upper abdomen and liver enlargement.2 
(4.4%) patients  presented with jaundice.7(15.6%) patients 
were diabetics and similar was the finding by S Mathur et 
al(2002)14. In our series 35(77.8%%) patients had abscess in 
the right lobe of the liver as also reported by Hughes16, 
Hoffner17, Rahimian18,Wong19, Siu20, Pastagia21, Stanley22, 
Lin23. In our series 40 (88.9%) patients had single abscess and 
similar was the scenario in the reports of GD Branum et al 
(1990)24 while 5(11.1%) patients had multiple abscesses with 
MP Sharma et al (2006)25 showing  20-25% incidence. Liver 
abscess is differentiated into pyogenic and amoebic liver 
abscess and this differentiation is made on the basis of pus 
culture and sensitivity test, colour of the pus (anchovy sauce in 
case of amoebic),and the serology test for amoebiasis, Khan et 
al26. Secondary infection is a common complication of 
amoebic abscess. In our series 36(80%) patients had pyogenic 
liver abscess while 9(20%) patients had amoebic liver abscess 
while Rajak CL27in his report found 67% was amoebic. In the 
pus culture, Escherichia coli was the commonest organism to 
be detected at 19(42.2%) and Klebsiella was next at 5(11.1%) 
as was also the finding by R K Seeto et al(1996)10, Mohsen 
AH et al(2002)28. In our series, 43 patients had percutaneous 
pigtail catheter drainage and 1 had percutaneous needle 
aspiration of the liver abscess as the collection was < than 5cc 
and was at multiple sites in the liver while 1 responded well to 
conservative treatment. Percutaneous needle aspiration had 
good response in  79 -100% cases in a study by Baek et 
al(1993)31 and there was good response in our patient also.In 
one case the catheter had to be reinserted under USG guidance  
after it accidentally came out at night with the safe draining 
out of the remainder of the pus. The advantage of pigtail 
catheter drainage was it evacuated the whole abscess cavity in 
a very short time reducing the stay of the patient in the hospital 
and giving prompt relief to the patient from his/her symptoms 
and thereby reducing the morbidity and mortality of the patient 
similarly reported by RB Dietrick(1984)29,Stain SC(1991)30. 
Length of hospital stay was 10-12 days for the patients in our 
series. There was no mortality in our series. 
 

CONCLUSION 
 

1.45 patients of liver abscess were examined.2.The incidence 
was highest in the age group of 30-50 years.3.Prognosis of the 
patient diminished with delayed diagnosis and treatment.4. 
Associated comorbidities increased the risk and delayed 
discharge from the hospital. 5.The patients came from low 
socioeconomic background.6.Percutaneous  catheter drainage 
is the standard of care for these group of patients in terms of 
rapid recovery and low mortality. 
 

References 
 

1. Yu Y, Guo L, Hu Chen, Chen K. Spectral CT 
imaging in the differential diagnosis of necrotic 
hepatocellular carcinoma and hepatic abscess. Clin 



International Journal of Current Medical And Pharmaceutical Research, Vol. 6, Issue, 01(A), pp. 4888-4890, January, 2020 

 

 4890

Radiol 2014; 69: e517-e524, doi: 
10.1016/j.crad.2014.08.018. 

2. Lardiere-Deguelte S, Ragot E, Armoun K, Piardi T, 
Dokmak S, Bruno O, et al. Hepatic abscess: diagnosis 
and management. J ViscSurg 2015;152:231-243.doi: 
10.1016/j.jviscsurg.2015.01.013. 

3. Hippocrates. 1886: The Genuine Works of 
Hippocrates, vols 1 & 2. Trans (from the Greek with a 
preliminary discourse and annotations).New York: 
William Wood & Co.,1886:57,58,266,267. 

4. P Chaudhary et al. Treatment of liver abscess: 
prospective randomised comparison of catheter 
drainage and needle aspiration. Annals of 
Gastroenterology(2013), 26, 1-8. 

5. A Dutta, S Bandyopadyyay. Management of liver 
abscess,Medicine Update (2012),Vol.22,469-475. 

6. Romano G, Agrusa A, Frazzeta G, et al: 
Laparoscopic drainage of liver abscess: case report 
and review of the literature. G Chir2103;34:180-182. 

7. Law ST, Li KK, Is hepatic neoplasm- related 
pyogenic liver abscess a distinct clinical entity? 
World J Gastroenterol 2012;18:1110-1116. 

8. Gerzof SG, Johnson WC, Robbins AH, Nabseth DC.  
Intrahepatic pyogenic abscesses: treatment by 
percutaneous drainage. Am J Surg1985;149:487-494. 

9. Attar B, Levendoglu H, Cuasay NS. CT –guided 
percutaneous aspiration and catheter drainage of 
pyogenic liver abscess. Am J Gastroenterol 
1986;81:550-555. 

10. Seeto RK, Rockey DC, Pyogenic liver abscess. 
Changes in etiology, management and outcome. 
Medicine(Baltimore)1996;75:99-113. 

11. Singh JP, Kashyap A. A comparative evaluation of 
percutaneous catheter drainage for resistant amoebic 
liver abscess. Am J Surg1989;158:58-62 

12. R M Kirk : General surgical operations, Churchill 
Livingstone, 4th edition,2000,449. 

13. CK Bertal, van Heerden JA, Sheedy PF 2nd. 
Treatment of Pyogenic hepatic abscesses. Surgical vs 
percutaneous drainage. Arch Surg(1986),121:554-558 

14. S Mathur, Gehlot RS, Mohta A, Bhargava N. Clinical 
Profile of Amoebic Liver Abscess. J Indian Acad Clin 
Med. 2002 Oct;3:367-73. 

15. Sepulveda B, Manzo NTG.Clinical manifestations 
and diagnosis of amoebiasis. In: Martinez-Palomo A, 
ed. Amoebiasis: Human parasitic diseases,No. 
2,Amsterdam:Elsevier;1986:169-187. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

16. Hughes MA, Petri WA. Jr Amoebic liver abscess. 
Infect dis Clin North Am. 2000; 14(viii):565-582. 

17. Hoffner RJ, Kilaghbian T, Esekogwu VI,Henderson 
SO.Common presentations of amoebic liver abscess. 
Ann Emerg Med. 1999; 34:351-355. 

18. Rahimian J. Wilson T, Oram V,Holzman RS: 
Pyogenic liver abscess:Recent trends in etiology and 
mortality. Clin Infect Dis 2004;39:1654-1659. 

19. Wong WM, Wong BC, Hui CK, et al: Pyogenic liver 
abscess: retrospective analysis of 80 casesover a 10 
year study period.J Gastroenterol Hepatol 
2002;17:001-1007. 

20. Siu LK, Yeh KM, Lin JC, et al: Klebsiella pneumonia 
liver abscess: a new invasive syndrome. Lancet Infect 
Dis 2012;12:881-887. 

21. Pastagia M, Arumugam V: Klebsiella pneumonia 
liver abscesses in a public hospital in Queens, New 
York. Travel Med Infect Dis 2008;6:228-233. 

22. Stanley SL Jr: Amebiasis. Lancet2003;361:1025-
1034. 

23. Lin AC, Yeh DY, Hsu YH,et al: Diagnosis of 
pyogenic liver abscess by abdominal ultrasonography 
in the emergency department. Emerg Med J 
2009;26:273-275. 

24. Branum GD,Tyson GS, Branum MA, Meyers WC. 
Hepatic abscess. Changes in etiology, diagnosis and 
management. Ann Surg.1990;212:655-662. 

25. Sharma MP, Kumar A. Liver abscess in children. 
Indian J Pediatric. 2006;73:813-817. 

26. Khan R, Hamid S, Abid S et al. Predictive factors for 
early aspiration in liver abscess. World J 
Gastroenterol. 2008;14:2089-2093. 

27. Rajak CL, Gupta S, Jain S, Chawla Y, Gulati M, Suri 
S. Percutaneous treatment of liver abscesses: needle 
aspiration versus catheter drainage. AJR. 1998; 
170:1035-1039. 

28. Mohsen AH, Green ST, Read RC. Liver abscess in 
adults: A 10 year experience in a UK centre. QJ Med. 
2002;95:797-802. 

29. RB Dietrick. Experience with liver abscess. Am J 
Surgery 1984;147:288-291. 

30. Stain SC, Yellin AE, Donovan AJ, Brien HW. 
Pyogenic liver abscess. Arch Surg1991;126:991-996. 

31. Baek SY, Lee MG, Cho KS, Lee SC, Sung KB, Auh 
YH. Therapeutic percutaneous aspiration of hepatic 
abscesses: effectiveness in 25 patients. AJR. 1993; 
160:799-802. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

How to cite this article:  
 

Dr. Bijit Gogoi (2020) ' Liver Abscess: A Clinical Analysis and Outcome', International Journal of Current Medical and 
Pharmaceutical Research, 06(01), pp 4888-4890.  
 

******* 


