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INTRODUCTION 

Hepatic abscesses are classified as those of bacterial 

origin or by Entamoeba-histolytica but modern times 

have seen a major shift in etiology of pyogenic abscesses 

in the liver.1 This remains a serious condition with high 

morbidity and mortality, despite advances in diagnostic 

and therapeutic modalities. Liver abscesses commonly 

occur secondary to biliary or intestinal tract infections, 

haematogenous seeding or extension of contiguous 

infection, and carry a mortality rate of 20-60% even with 

appropriate medical-surgical management. The most 

common presenting clinical symptoms are abdominal 

pain, fever, nausea, vomiting, loss of appetite and 

jaundice. These symptoms are variable depending upon 

size of abscess, general health of the patient, associated 

chronic diseases and complications, poor hygiene, 

contaminated drinking water, malnutrition, hepatic 

dysfunction, low host resistance, alcohol intake, delayed 

or inadequate treatment are all responsible for the disease 

in the low socio economic group. Liver abscesses usually 

occur in older, more debilitated patients, often in the 

setting of malignancy. The incidence of pyogenic liver 

abscess is on the rise. The majority of large series 

published over the past 20 years cite biliary disorders as 

the most common identifiable source of the hepatic 
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abscesses.2-5 Although there are no definitive studies, host 

factors that can weaken the immune system are thought 

to predispose to liver abscess formation especially 

mycobacterial and fungal (e.g. cirrhosis, diabetes, or 

malignancy).6 In general, portal, traumatic, and 

cryptogenic hepatic abscesses are solitary and large, 

while biliary and arterial abscesses are multiple and 

small.4 Diabetes has been cited in numerous studies as a 

possible predisposing factor.7 Amoebiasis is a relatively 

common parasitic infection caused by the protozoan E. 

histolytica with the highest incidence in tropical climates 

in Mexico, India, East and South Africa, and Central and 

South America.8 Cryptogenic abscesses, those of 

unknown etiology, occur in 10–45% of patients, 

depending on the aggressiveness of investigation used to 

define the source.1 Escherichia coli, Klebsiella species, 

enterococci, and Pseudomonas species are the most 

common aerobic organisms cultured in recent series.9,10 

Whereas Bacteroides species, anaerobic streptococci, 

and Fusobacterium species are the most common 

anaerobes.11 Klebsiella pneumonia is extremely prevalent 

in liver abscesses in Asian countries as well as in 

predominantly Asian population in the Western world for 

unclear reasons.12 Mycobacterium tuberculosis is a 

common infecting organism in the acquired immune 

deficiency syndrome.13 

Radio-imaging techniques like USG and CT are the 

modalities of choice for investigation purposes. 

Treatment modalities of these abscesses, first emphasizes 

on medical treatment, but if it is unsuccessful then only 

surgical intervention should be considered.12 

Confirmation of pyogenic liver abscess involves 

aspiration of the abscess as well as positive blood 

cultures whereas, amoebic serology is both a highly 

sensitive and specific test in identifying patients with 

amebic infection, thus aiding in differentiation between 

pyogenic and amoebic hepatic abscess.14-16 The practice 

of most authors is to reserve surgical intervention for 

those patients failing less invasive management, patients 

with complications of amoebic hepatic abscess, and those 

patients with large left sided abscesses not amenable to 

catheter-based drainage that are posing a risk of rupture 

into the pericardium.16 

Aims and objectives 

• To study the current etiological factors in cases of 

liver abscess. 

• To study clinical presentations in cases of liver 

abscess. 

• To study outcomes of the current trend in 

investigations and outcomes of the modes of 

treatment in cases of liver abscess. 

METHODS 

This is a descriptive and prospective clinical study of 24 

months.This study was conducted in Dr. D.Y. Patil 

hospital and research centre, Nerul. 

Duration 

During a period from 1/6/2013 to 31/11/2015. 

Number of groups to be studied 

Patient with diagnosis of liver abscess getting admitted in 

General surgery, general medicine and gastroenterology 

ward within above period. (50 patients). Patients 

belonging to various age groups and socio-economic 

status are included in the study. Written consent was 

taken from all the patients who participated in the study. 

A pre designed proforma was used to collect relevant 

data form the patients included in the study. 

Inclusion criteria 

Inclusion criteria were all cases of liver abscess 

diagnosed clinically and/or ultrasonographically; all cases 

of bacterial and parasitic liver abscess; all cases in 

evolving, liquefied & ruptured stage with or without 

peritonitis; all cases of clinical liver abscess with elevated 

total leucocyte count(TLC), LFT, Increased Prothrombin 

time and/or serologically amoebic antigen positive; all 

cases of Diagnosed Liver Abscess being reffered to D.Y. 

Patil Hospital. 

Exclusion criteria 

Exclusion criteria were patients of age group below 12 

years; pregnant females; jaundiced patients. 

Sample size 

In present dissertation it is proposed to analyze the detail 

case study of liver abscess patients seen in casualty, OPD 

and IPD at D.Y. Patil Hospital and research centre, Navi 

Mumbai. 

Describe study procedure/ data collection method 

Patients following up in surgery OPD, Casualty and 

admitted with liver abscess are included in the study. 

Method for statistical analysis. 

Ethical consideration 

Approval of Institutional Ethics Committee will be taken 

before start of the study. A written signed informed 

consent will be taken prior to enrolling the subject in the 

study. 

In all cases a detailed history will be taken and clinical 

examination was done and data was recorded as per 

protocol attached after informed written consent. All 

relevant investigations were done as per protocol. 

Ultrasound abdomen was done. Abscess cavity in relation 

to the region of liver, number, size and volume of the 

abscess was noted. 
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Abscess of size more than 5cm and found liquefied/ non 

Liquefied was aspirated as much as possible and aspirate 

was sent for pus culture and sensitivity. Hemoglobin, 

RBS,creatinine, total leukocyte count, differential count, 

liver profile, ELISA for Entamoeba histolytica and stool 

for Entamoeba histolytica cyst. 

Patients were started on appropriate antibiotics based on 

pus culture sensitivity report and ELISA report and 

patients were observed for clinical response to treatment 

and treated with medicine alone or in combination 

therapeutic aspiration 

RESULTS 

The present study includes 50 patients, attending DY 

Patil Hospital and Research Center, Nerul, Navi Mumbai. 

In present study 50 cases were evaluated for liver 

abscess. For all cases USG guided pigtailing for tappable 

liver abscess was done and per cutaneous aspiration 

(PCA) with medical management for non-tappable liver 

abscess cases was done. 

Table 1: Histogram of age. 

Age range (years) No of cases (%) 

14-20  11 (22) 

21-27 10 (20) 

28-34 10 (20) 

35-41 05 (10) 

42-48 08 (16) 

49-55 03 (06) 

56-62 02 (04) 

63-70 01 (02) 

Total 50 (100) 

In our study of 50 cases of liver abscess age ranges from 

16 to 65, with majority of patients being in young age 

group (14-34 years). The median age for our study of 

liver abscess is 31. 

Table 2: Gender distribution. 

Gender No of cases (%) 

Male 41 (82) 

Female 9 (18) 

Total 50 (100) 

In our study, there were number of males 41 (82%) 

greater than females 9 (18%). 

In our study, right hypochondrium pain 12 cases(24%) 

was the most common presenting symptom among all 

liver abscess cases followed by other symptoms like right 

hypochondrium associated with fever and vomiting was 

second most presenting complaint in 10 cases (20%), 

epigastric pain in 8 cases (16%), epigastric pain with 

vomiting in 7 cases (14%), right hypochondrium pain 

associated with fever in 7 cases (14%), generalized 

abdominal pain in 7 cases (14%) and one case (2%) of 

generalized abdominal pain associated with vomiting. 

Table 3: Presenting symptoms (constitutional 

symptoms). 

Presenting symptoms 
No of cases 

(%) 

Right hypochondrium pain 12 (24) 

Right hypochondrium 

pain/fever/vomiting 
10 (20) 

Epigastric pain 08 (16) 

Epigastric pain /vomiting 07 (14) 

Right hypochondrium pain/fever 07 (14) 

Generalized abdominal pain 05 (10) 

Generalized abdominal pain/vomiting 01 (02) 

Total 50 (100) 

Table 4: Etiological factors. 

Etiological factors No of cases (%) 

Contaminated drinking water 26 (52) 

Poor hygiene 21 (42) 

Alcoholic 3 (6) 

Total 50 (100) 

In our study, drinking contaminated water 26 cases (52%) 

was the most common cause for liver abscess followed 

by poor hygiene 21 cases (42%) as the second most 

common cause for liver abscess and Alcohol as in 3 cases 

(6%) of total liver abscess cases. 

Table 5: Usg findings. 

Ultrasonography Findings No of cases(%) 

Right lobe liver abscess 47 (94) 

Left lobe liver abscess 3 (6) 

Total 50 (100) 

In our study, right lobe liver abscess was maximum and 

commonly diagnosed liver abscess with ultrasonography 

in 47 cases (94%) of liver abscess cases and only 3 cases 

(6%) were diagnosed with ultrasonography as Left lobe 

liver abscess. 

Table 6: Tapable liver abscess. 

Tapable liver abscess No of cases (%) 

Yes 32 (64) 

No 18 (36) 

Total 50 (100) 

In our study, out of total 50 cases (100%) 32 cases (64%) 

were tapple under ultrasonography guidance and 18 cases 

(36%) were not tappable. 
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Table 7: Types of management. 

Types of management No of cases (%) 

Medical and percutaneous 

aspiration 
34 (68) 

Pig tailing 18 (32) 

Total 50 (100) 

In our study, 34 cases (68%) were managed with medical 

and percutaneous aspiration and in rest 18 cases (32%) 

ultrasonography guided pigtailing was done. 

Table 8: Pus report. 

Pus report No of cases (%) 

Entamoeba histolytica 24 (48) 

Escherichia coli 18 (36) 

Klebsiella 5 (10) 

No organisms 3 (6) 

Total 50 (100) 

In our study, pus report showed Entamoeba histolytica in 

24 cases (48%) and 18 cases (34%) did not show any 

organism in pus report followed by 5 cases (10%) as 

Escherichia Coli and 3 cases (6%) as Klebsiella in pus 

reports. 

Table 9: Stool report. 

Stool report No of cases (%) 

Cyst not seen 35 (70) 

Cyst seen 15 (30) 

Total 50 (100) 

In our study, stool examination report showed cyst in 15 

cases (30%) whereas 35 cases (70%) of stool report did 

not show any cyst. 

Table 10: Final diagnosis. 

Diagnosis No of cases(%) 

Amoebic liver abscess 39 (78) 

Pyogenic liver abscess 11 (22) 

Total 50 (100) 

In our study, out of 50 cases of liver abscess 39 (78%) 

cases were diagnosed as amoebic liver abscess and 11 

(22%) cases were diagnosed as pyogenic liver abscess. 

DISCUSSION 

In our study of 50 cases of liver abscess age ranges from 

16 to 65, with majority of patients being in young age 

group (14-34 years). The median age for our study of 

liver abscess is 31years. The upward shift in age range 

has been demonstrated in earlier reports, but is more 

marked in the series by the third decade in the setting of 

intra‐abdominal infections (commonly appendicitis).10,17-

22 In our study of liver abscess cases males 41 (82%) and 

females 9 (18%) with M:F ratio being 4.5:1. Females 

presented with liver abscess were mainly belonging to 

low socio economic status and poor hygiene few due to 

drinking of contaminated Mohsen et al, with 77% of their 

cases were aged over 50 years.2 Our study matches 

markedly with the pre‐antibiotic era study by Oschner et 

al, where median age was water while males presenting 

with liver abscess majority due to poor hygiene and 

secondarily due to drinking of contaminated water and 

alocohol being the least cause for liver abscess. Our study 

matches with study done by Acuna-Soto et al, which 

showed a higher proportion of men than women (ratio, 

male:female=3.2:1, p<0.05) but still male to female ratio 

is higher i.e. M:F ration 4.5:1.23 Few other study done by 

Chou shoed the majority of the patients were male 

(55.5%), and almost a half were female (48.9%) i.e. M:F 

ratio is 1.13:1. In a study by Shabot et al, showed M:F 

ratio as 2.75:1.In our study, amoebic liver abscess was 

the most predominant cause as 39 (78%) of 50 cases 

belonged to this group.24 In a study conducted by Walsh 

had found highest incidences of amoebic liver abscess in 

India, Mexico, East and South Africa, and portions of 

Central and South America.8 Incidence is increased in 

areas with higher poverty levels, presumably a direct 

reflection of poor sanitation, public health, and hygiene. 

Where as in our study highest cases of live abscess with 

maximum amoebic liver abscess was predominantly due 

to drinking of contaminated water 26 (52%) and with 

poor hygiene 21 (42%) and alcoholic as 3 (6%) in study 

of 50 cases. In a study conducted by Barnes et al, in Los 

Angeles County Hospital, 96 of 144 cases (66.66%) of 

liver abscesses were amoebic.25 Hence studies conducted 

by Walsh and Barnes et al, showed highest findings of 

amoebic liver abscess which is very similar to our study 

of liver abscess that is 39 (78%) in 50 cases.8,25 

In our study abdominal ultrasonography was an important 

tool for scanning and identification of liver abscess with 

differentiation of Right lobe liver abscess with left lobe 

liver abscess. Ultrasonography suggested highest number 

of liver abscess in right lobe of liver 47 (94%) as 

compared to that of left liver abscess 3 (6%) in 50 cases 

of liver abscess and in those cases who had CECT 

scanning of abdomen 4 (8%) cases CECT scan showed 

Right lobe liver abscess with pleural effusion in 2(4%) 

and other 2 scan showed similar ultrasonography findings 

out of 50 cases. Where as in a study conducted by 

Mohsen et al, abdominal sonography was sensitive and 

specific in 90% in this series, and in those who had CT 

scanning this was positive in 100%, but was not routinely 

used.2 In this study, the number of PLAs located in the 

left lobe alone was 8%, a rate similar to a previous 

report.26  

The variations in location and multiplicity of abscesses 

may be explained by improved diagnostic techniques and 

skills. The present study did not find any correlation 

between the presence of either single or multiple lesions 

and underlying disease. 
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In our study microbial pathogen was most commonly 

found when pus was obtained and sent for culture with 

Entamoeba Histolytica in 24(48%) cases as 

highestorganism, where as Escherichia Coli in 18 (36%) 

cases, Klebsiella in 5(10%) and no organisms were found 

in 3(6%) cases of the total 50(100%) cases studied. In 

34(68%) cases out of 50(100%) cases of liver abscess 

were medically managed along with percutaneous 

aspiration and rest 16(32%) were managed with 

pigtailing and was than managed conservatively. 

In a study conducted by Shah Naveed et al, majority of 

patients had amoebic liver abscess whereas Escherichia 

Coli and Klebsiella were the most common organisms 

cultured from the pyogenic abscess And majority of 

amoebic liver abscess patients were treated with drug 

therapy alone whereas all pyogenic liver abscess required 

some form of drainage.27 These results match with those 

of McGarr et al, a prospective study were 150 of 178 

patients were managed successfully with drug therapy 

alone, with those demonstrating clinical deterioration or 

no improvement after 48 to 72 hours then receiving 

percutaneous ultrasound-guided aspiration.28 Thus we 

conclude that conservative medical management of 

uncomplicated liver abscesses is safe, with patients who 

fail to respond medical therapy should be considered for 

ultrasound guided percutaneous aspiration. 

In bacterial culture Escherichia coli and kliebsella were 

the most common organisms grown from the drained 

abscess. This is in accordance to the studies conducted by 

Rahimian et al and Johannsen et al who also reported 

Escherichia coli and Klebsiella to be the most common 

organism cultured.29 A study conducted by Giorgio et al, 

(1995) showed cure (normalization of clinical, laboratory, 

and imaging parameters) was achieved in 113 patients 

(98.3%) of pyogenic liver abscess with percutaneous 

ultrasound guided drainage of the abscess.30 Surgery still 

plays a vital role in the comprehensive treatment of 

hepatic abscesses. This is illustrated in a series from 

Bertel et al in which 61% of patients with hepatic 

abscesses required an additional procedure at time of 

operation to treat the causative condition.31 From all the 

above studies conducted our study had most similar 

findings but in our management with medical therapy 

along with percutaneous aspiration is more beneficial as 

our patients did not had any complications and were 

managed conservatively. 

CONCLUSION 

In India, amoebic liver abscess commonly presents to the 

casualty department, surgery and medicine outpatient 

department and inpatient department of surgery. We 

conclude that out of 50 cases of liver abscess age ranges 

from 16 to 65, with majority of patients being in young 

age group (14-34 years). The median age for our study of 

liver abscess is 31 years, where an upward shift in age 

range has been noted. It has also been noted that the 

incidence of liver abscess more in males 41 cases (82%). 

It was noted that drinking contaminated water 26 cases 

(52%) was the most common cause for liver abscess 

followed by poor hygiene 21 cases (42%) as the second 

most common cause for liver abscess and Alcohol as in 3 

cases (6%) of total liver abscess cases. We have managed 

34 cases (68%) with medical and percutaneous aspiration 

and in rest 18 cases (32%) ultrasonography guided 

pigtailing was done. Amoebic liver abscess is to be 

suspected in persons presenting with fever, pain in 

abdomen associated with vomiting and diarrhoea to the 

emergency department and hepatospleenomegaly as the 

presenting feature is not always present. Conservative 

management for uncomplicated liver abscess and 

ultrasonography guided insertion of per-cutaneous pigtail 

catheter drainage for complicated as well as 

uncomplicated liver abscess are both efficacious as 

treatment modalities. Percutaneous aspiration being the 

choice along with medical management yields far better 

results. According to our study ultrasonography is the 

most important recommended tool for the initial 

diagnosis for liver abscess cases with percutaneous 

aspiration and pigtailing as confirmatory diagnosis, with 

culture report being obtained after these procedures. 

Further followed up with medical treatment (antibiotics) 

as a line of management. Altough there is advancement in 

the trend in investigation modalities, the percentage of 

ameobic liver abscess cases remains the same. 

Hence the prognosis of liver abscess has been improved 

with different advanced modalities in the management of 

liver abscess with less or no mortality in liver abscess 

cases except in patients with malignant disease. 
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