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ABSTRACT

Pyogenic liver abscess (PLA) is a condition in which there is pus accumulation in the liver. It usually develops in the
context of portal pyemia, through hematogenous seeding as well as via biliary disease. PLA is a rare, but important
complication following biliary instrumentation such as endoscopic retrograde cholangiopancreatography (ERCP). We
report a case of a 44-year-old man who initially presented with clinical features of ascending cholangitis. Laboratory
investigations revealed leukocytosis as well as hyperbilirubinemia. Diagnosis of choledocholithiasis was then
confirmed with an ultrasound examination, showing a 1x1 cm stone in the common bile duct. ERCP was performed
and achieved stone clearance. However, the patient returned 1 month later with similar symptoms of right upper
quadrant pain, fever and jaundice. Suspecting recurrent choledocholithiasis, an emergency ERCP was performed and
showed pooling of radio-opaque contrast in the extra-biliary space. There were also multiple CBD stones seen. An
urgent CT Abdomen was done and revealed multiple liver abscesses in bilateral liver lobes, with the largest
measuring 4.5x5.9x2.1cm. The patient was treated conservatively with Augmentin and repeat ultrasound at 4 weeks

interval showed no residual liver abscess.
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INTRODUCTION

Pyogenic liver abscess (PLA) is one of the most
important causes of visceral abscesses.! The incidence
rate of PLA is estimated to be 1.43 per 100,000 person-
years in Southeast Asia and has been showing a rising
trend over the past 20 years.? PLA is a rare, but important
complication following biliary instrumentation such as
ERCP. In this case report, we present a case of PLA that
resulted following an ERCP procedure in a patient with
choledocholithiasis.

CASE REPORT

A 44-year-old man came to the emergency complaining
of fever, right upper quadrant discomfort and jaundice.
Physical examination reveals a tender right upper
quadrant with positive Murphy’s sign. Initial laboratory

investigations revealed significant leukocytosis of 26.9
(x10%/L) with raised bilirubin (total bilirubin 103.2
umol/L with direct predominance) and transaminitis
(ALT 1162 U/L, AST 570 U/L, ALP 276 U/L). An
urgent ultrasound hepatobiliary system was performed
and demonstrated a common bile duct (CBD) stone
measuring 1x1cm with CBD wall thickening suggestive
of cholangitis.

The patient was started on empirical antibiotics of
ceftriaxone and metronidazole which was later changed
to Augmentin as cultures returned positive for Klebsiella
spp. ERCP procedure was performed 2 days later after
controlling his sepsis. During the ERCP, we noted a
dilated CBD of about 2cm with multiple filling defects
seen in the CBD largest measuring 1.1 cm. Endoscopic
sphincterotomy was done to facilitate stone removal. The
ERCP procedure was successful and the patient was

International Surgery Journal | February 2023 | Vol 10 | Issue 2  Page 285



Ooi JY etal. Int Surg J. 2023 Feb;10(2):285-288

discharged home while being planned for interval
laparoscopic cholecystectomy.

However, the patient presented 1 month later with similar
symptoms of fever, right upper quadrant discomfort and
jaundice. Clinical suspicion of recurrent

choledocholithiasis was made. A repeat ERCP was
performed and we noticed pooling of radio-opaque
contrast in the extra-biliary space. There were also
multiple CBD stones seen. A CT scan abdomen was done
and revealed multiple liver abscesses in bilateral liver
lobes, with the largest measuring 4.5x5.9x2.1 cm in
segment I1.

Figure 1: Arrows showing extra-biliary contrast
suggestive of hepatic abscesses. Biliary stent is seen in-
situ with presence of two common bile duct stones.

Figure 2: Arrow showing hepatic abscess in segment
V.

Figure 3: Arrow showing the largest hepatic abscess
at segment 11 with smaller abscess in bilateral liver
lobes.

Figure 4: Arrow showing biliary stent in common bile
duct with presence of pneumobilia.

The patient refused percutaneous drainage and was
treated conservatively with Augmentin as repeated blood
cultures grew Klebsiella spp. The patient improved in
ward and was discharged home to complete a total of 4
weeks of Augmentin. The liver abscess resolved after
antibiotic therapy as evidenced by reassessment
ultrasound, which showed no residual liver abscess.

DISCUSSION

In this case report, we describe a patient with a rare
complication after a therapeutic ERCP. Upon literature
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review, we have found one other case report that
presented a similar clinical scenario. Merei et al reported
69-year-old man with ascending cholangitis who
underwent ERCP and developed PLA. Unfortunately, the
patient’s condition was further complicated with a right
psoas abscess that extended to form an epidural abscess
at the L4-L5 level requiring multiple surgeries for abscess
drainage and decompressive laminectomy. Post-surgery,
the patient improved on antibiotics and follow up
imaging showed almost complete regression of the liver
and psoas abscess.

PLA is an increasingly common clinical condition
worldwide.? 2 Causes of PLA are mainly cryptogenic
(44.7%) and biliary in origin (38.3%).2° Commonest
bacteria associated with PLA is Klebsiella spp., which is
the case in our patient. Abscesses smaller than 5cm are
recommended to be managed conservatively, however,
for abscesses larger than 5 cm, drainage (either
percutaneously or surgical) is generally recommended.*®

In the context of our patient, it is important to note that
PLA is a rare but important clinical complication of
ERCP. PLA has been recognized as a potential
complication of ERCP as early as the 1990s. In a study
done in Hong Kong, Lam et al found a correlation
between liver abscess and ERCP. He reported that 21 out
of 63 patients (33%) with liver abscess had a history of
biliary surgery or ERCP. This included 2 patients who
had done prior endoscopic sphincterotomy (ES).6 This
correlation was later proven significant by Peng et al who
found that patients who received ES during ERCP are at a
significantly higher risk of PLA. This recent excellent
study included two groups of 8174 patients, one group
with ES and another without. The two groups were
compared for the incidence of PLA and found that the
group who received ES had a significantly higher
incidence of PLA (4.2 vs 0.94 per 1000 person-years).’

Ultrasound is the preferred first-line imaging modality of
choice to detect liver abscess. However, unique to this
case report, we opted for an urgent CT scan because the
cholangiogram revealed extra-hepatic contrast pooling.
Based on this finding, our clinical suspicions included a
disrupted biliary tree (perforated CBD) or a choledocho-
colonic fistula. Both of these complications are rare.
Perforated CBD were only reported in 30 out of 6620
ERCP procedures (0.45%) in the United States.® On the
other hand, to the best of the author’s knowledge, there
was only one case report describing choledocho-colonic
fistula as a complication of choledocholithiasis. This
condition was treated conservatively by Parikh and
colleagues with ERCP and stenting as the patient had
cardiac comorbidity.®

Drainage and antibiotic therapy are the mainstay
components for treatment of PLA. Traditionally, PLA
was managed with open drainage. With the advances of
antimicrobial therapy and the availability of
interventional radiology, PLA has rarely required

operative  management.  Conventionally, abscesses
smaller than 5cm may be treated with antibiotic therapy
alone, but additional imaging-guided percutaneous
drainage (aspiration or catheter placement) is required for
lesions larger than 5 cm.* Open or laparoscopic drainage
is only considered in the event percutaneous drainage has
failed or is not feasible. For “difficult-to-access”
abscesses such as the caudate lobe and the left lobe of
liver, endoscopic ultrasound-guided drainage has been
described to be successful, with similar rates of
resolution, relapse and complication when compared to
percutaneous drainage.*°

To our knowledge, there are no RCTs or meta-analyses
that investigated the role of antibiotic prophylaxis prior to
ERCP for the prevention of PLA. However, a systematic
review that included 1573 patients in 9 RCTs concluded
that prophylactic antibiotics resulted in less bacteremia,
septicemia and cholangitis.'* The study, however, lacked
data on the choice of antibiotic recommended as
prophylaxis. In the context of our clinical setting and
patient, we routinely administer a third-generation
cephalosporin prior to procedure.

CONCLUSION

PLA is increasingly common in clinical practice. Our
case underlines the importance of recognizing PLA as a
potential complication of ERCP, particularly in patients
who received endoscopic sphincterotomy.
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