AMOEBIC LIVER ABSCESS

possible, intravenous metronidazole is given as a 500
mg. Infusion lasting 15 minutes every ¥ hours. Large
abscesses may not respond to medical treatment, and
a drainage procedure needs 1o be performed.
Repeated percutancous aspiration of large amocbic
abscesses is usually employed. Many authorities
consider open surgical drainage to be the procedure
of choice ', especially if there is secondary
infection®”. Ultrasound guided drainage is usually
only indicated if the patient is too ill for operation ",
We have found ultrasound guided drainage of large
liver abscess (>6cm) as a primary procedure 1o be
very useful, The number of cases in our siudy is
small, but shows some distinet features of the discase
in our community. This disease is common in young
adults (mean age 33 years) belonging o a low
sociocconomic stratum. About 42% patients had an
acule illness, whereas 58% presented with a chronic
history. This is similar 1o the findings of Ahmad and
colleagues ®. Jaundice as a presenting symptom in
our cases was seen in 8.3%, which {:nrmspmlds oa
0-14% incidence quoted in various series 2. A 58%
incidence of tender hepatomegaly is similar to the
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Only 75% of our paticnis had a positive indirect
hacmagglutination test. This is lower than the 96-
100% positive result scen on other studies '
Ultrasound scan was diagnostic in 100% cases,
confirming the presence of an abscess in the right
lobe of the liver in all cases. Three of our patients
(25%) had minor complications. This is similar to
n1ﬂl‘hldlt}’ t‘ igures of 7-20% reported in the western
literature ", There was no mortality associated with
this proc{:durc and all patients had complete
resolution of the abscess. Ullrasound — guided
percutaneous drainage of a large amoebic liver
abscess (=6cm) is a useful procedure, being well
tolerated by the patients. There is very litle
morbidity, and the hospital stay is reduced, the
patient going home with the drainage tube in situ.
Although the tube is removed afier 3 to 5 weeks,
ultrasound evidence of residual changes may remain
for up to 6 months''. We therefore recommend
percutancous drainage of large amocbic absceses as
the procedure of first choice,
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and fever with rigors. Mild jaundice was scen in only
one case (8.3%). The average duration of symptoms
ranged from 2 to 18 weeks.

Table | Age and Sex Disiribution of Study
FPopulation

Age n= Male Female Sape
{vears)

20-29 5 4 1 41.67
30-39 4 2 2 33133
4045 r 1 1 16.67
50-59 1 1 0 833
Total 12 B 4 100.0:0

Tender hepatomegaly was present in 7 paticnls
(38%). Moderale leucocytosis was found in 9
patients (75%). Liver function tests were aliered in 5
patienis (41.6%), showing elevated transaminase and
alkaline  phosphatase  levels. The indirect
hacmagglutination test for Entamocba histolytica
was positive in 9 patiems (73%). Three patients
(25%) had stools positive for  trophozoites.
Ultrasound was diagnostic in all 12 cases (100%).
Fluid drained in 11 cases (91.6%) was typically of an
anchovy sauce character, The cultures taken at the
time of drain insertion were negative for any
microorganism, including Entamocba histolyvtica,
Based on negative bacteriology, typical character of
the pus and a positive serology for Entamocba
histolytica in 75% cases, it was presumed that the
abscesses were of amoebic actiology. Eleven patienis
(91.6%) had a solitary abscess. Only 1 patient
(8.3%) had two abscesses. (Table II).

Table Il Clinical Characteristics of the Study
Population

Characteristics n= e
Hiztory

Prior history of amoebic dysentery 3 25.00
Chronie amoehiasis 9 75040
Spmproms

Pain upper abdomen 11 .60
Chronic il health 9 T5.00
Fever with rigers 5 41.60
Mass upper abdomen 5 41.60
Jaundice | .30
Signs

Tender hepatomegaly 7 SR.00
Maoderate leucocvtoss 9 75.00
Deranged LFTs 5 41.60
Indirect haemagglutination

for E. histolytica 9 75.00
Stowl positive [or trophogoites 3 25.00
Anchovy sauce pus 11 91.06
Numher of ahscesses

Saolitary ahscess 11 9106
Two abscesses 1 230

All abscesses were located in the right lobe of the

liver with 7 abscesses (58.3%) involving segment
VII. The size of the abscess cavity ranged from 6x3
cm 1o 12x%m (mean 7.5x6cm).The tube drain
placed under ultrasound guidance was retained for 3
to 5 weeks. All patients improved significantly in 48
to 72 hours. Intravenous metronidazole 500mg/8
hourly for two days was followed by oral
metronidazole 800mg/8 hourly to complete 2 weeks
of treatment. Oral chloroquine in appropriate doses
was continued for 30 days. One patient (8.3%) had
mild haecmorrhage (<200ml) in the first 24 hours
alter the procedure. Two patienis (16.6%) developed
secondary bacterial infection 12 and 17 days aller
placement of the tube drain. The diagnosis was
confirmed by culture of Ecoli in the purulent
drainage fluid. Both patients were managed by
appropriate antibiotics, All patients were followed up
for 8 1o 12 months, They were seen every week for
the first month, and then every month. A small
cavity (<3cm) persisied in 3 patients (25%) at 8
months. They were subscquently lost to further
review. No late complications were recorded..

Discussion

Amocbiasis is the infestation of the human colonic
mucosa  with the trophozooites of Entamocba
histolytica. Affected patients may be asymplomalic,
or may present with severe colitis and dysentery,
colonic perforation or amoebic liver abscess *. The
discase presents itsell in its severe form in tropical
and subtropical regions. It is especially common in
people of a low socioecconomic stratum, living in
conditions of poor sanitation, an unsafe water supply
and of poor general nutritional status. Entamoeba
histolytica primarily invades the colonic mucosa,
most comonly of the caccum and 1scc|1du!‘g colon
followed by the sigmoid colon and rectum . These
lesions range from the typical undermined ulceration
to sloughing of the colonic mucosa at the submucosal
plane. Transmural lesions are caused by invasion of
the arterial vasculature by the amoeba, causing an
inflammatory thrombosis, This leads 1o a paichy
necrosis and perforation™. Amocbic liver abscess
develops in 33 to 40% of patients with amocbic
colitis *. Rarcly an amocbic liver abscess develops
primarily after the amocba invade the colonic
mucosa withoul causing a local lesion *. The
amocbae reach the liver via tributaries of the poral
vein. Damage to the hepatocyies is caused by the
release of cytolysins by the amocbae. Paichy necrosis
coalesces to form an abscess, with active amoeba
feeding in the debris, Clinically, a patient with an
amochic liver abscess presents with upper abdominal
pain, which may be localised to an intercostal space,
the cplg.lslnmu or lo a lender mass which is an
cnlarged liver™. Serological testing for Entamocba
histolvtica may be positive. Diagnosis is confirmed
by liver ultrasonography. This is the investigation of
choice when an amocbic liver abscess is suspected,
especially in patients with an enlarged liver, a
pleural efTusion, a tender upper abdominal mass or
pericardial sign *. Treatment in adults is initiated
with metronidazole in a dose of 800 mg. three times
a day for two wecks. If oral medication is not
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in diameter.

This prospective study of 12 patients of amoebic liver abscess presenting to the department of|
Surgery, Shaikh Zaved Hospital, Lahore, over a one year period evaluates the resufis of
ultrasound-guided percutaneous drainage of large amochic liver abscesses. The results indicate
short hospital stay, no moriality and minimal morbidity. This procedure may be safely
recommended as the preferred primary method of managing ameobic abeesses larger than 6cm
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Hepatic abscess represents the most common non-
enteric complication  of amochic infection. Sir
Leonard Rogers in 1922 presented the Letisonian
Lecture on amoebic liver abscess. Dcbakey and
Oschner presented the first comprehensive review of
hepatic liver abscess in the American lietrature .

Amocbic abscess of the liver is a disease of adults. in
their  third to  fifth  decades. This  disease
predominates in males, with a 9:1 reported ratio®.
The advent of ultrasound imaging has helped in the
diagnosis and treatment of this disease, thus
improving the prognosis in clinical practice.
Invasive hepatic amocbiasis usnally responds well to
medical treatment. Repeated percutancous needle
aspiration may be employed if there is no response lo
medical treatment. Surgical drainage is necessary if
there 1s a risk of abscess ruplure. We decided to
cmploy the placement of a percutancous tube drain
to reduce the problems involved in repeated
aspirations, and the morbidily associated with a
major surgical procedure,

A prospective  study was conducted at  the
Department of Surgery, Sheikh Zayed Hospital,
Lahore, from July 1993 to July 1994, The study
comprised 12 patients presenting with liver abscess,
Percutancous drainage of the abscess was carried
out. and the drain was retained in situ. Our resulis
are encouraging with minimal morbidity and no
mortality.

Patients and Methods

A total of 17 patients with amoebic liver abscess
presented to the Department of Surgery during the
one year period from July 1993 to July 1994, Three
patients (17.6%) had small solitary  abscesses
measuring less than Scm in the nght lobe of the liver
and were managed  successfully  with  medical
treatment, Two patients (11.7%) presented with
peritonitis due to ruptured amocbic abscess in the
right lobe of the liver. These were subjected to
exploratory laparotomy. Twelve patients (70.5%)
presenting with liver abscess measuring more than
Gem were included in the study. Patients of all ages
and both sexes were included. Diagnosis was
established on the basis of history and clinical
examination, laboratory parameters and abdominal

ultrasound. All patients had a complete blood count,
liver function tests, clotting profile, an indirect
hacmagglutination test for Entamocba Histolytica,
plain x-ray of the chest and abdomen and abdominal
ultrasound.  Prophylactic  antibiotics comprised
intravenous celuroxime and metromidazole for the
first 24 hours. Metronidazole was continued in the
postoperative  period in @ therapeutic dose of
B00mg/R hourly for 14 days. All paticnts were given
oral chloroquine phiosphate 300 mg/Ehourly for 10
days, followed by 300 mg/12 hourly for another 20
days.

Placement of a transcutancous drain (14 Fr. Malecot
catheter, cook surgical R, 10 Fr pigtail catheter,
Argvll R, or a 14 Fr Nelaton drain) was achieved
under ultrasound guidance and attached o a closed
drainage sysiem. Bacterial cultures were obtained at
the time of drain placement, and later on when
necessary. The tube drain remained in situ for 3 1o 5
wecks (mean 26 davs). The drainage was recorded
and a weekly abdominal nlirasound was oblained 10
monitor the size of the abscess cavily, Any
complications occurring in the postoperative period
were recorded and managed  accordingly. The
patients were discharged aller 3 1o 8 days. Follow up
was weekly for the first month and then every month
for the next 8 10 12 months, The patients were
monilored by serial liver function tests and
abdominal ultrasound. along with fresh bacterial
cultures from the drain. The drain was removed once
the drainage was minimal (less than 10ml/24 hours)
and the cavity had shrunken lo a size less than 3-
Jcm,

Results

There were 8 males and 4 females. with a ratio of
2:1 (Table 1. The mean age at presentation was 33
vears (range 22-536 years). Most of the patients
belonged 1o a low socioccononic group.

Only 3 patients (25%) gave a history suggestive of
amocbic dyseniery 2 1o 4 months prior 10
presentation, Mine patients (75%) gave a history of
chronic amocbiasis. Eleven patients  {91.6%)
presented with vague ill health, pain in the right
upper abdomen and fever off and on. Five paticnis
(+1.6%) presented with a mass in the upper abdomen
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