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ABSTRACT: OBJECTIVES: To analyses the clinical profile, diagnosis and management of liver 

abscesses. MATERIALS AND METHODS: A prospective study of 30 patients (28 male; 2 

females; Age range of: 10-80 years (with a mean age of 43 years) with liver abscesses were 

studied for their clinical profiles diagnosis and management. The study was carried out from Jan. 

2013 to May 2014. 7/30 (23.3%) patients were managed conservatively. 21/30 (70%) patients 

underwent percutaneous aspiration/pigtail catheter insertion. Laparotomy was done on 2/30 

(6.7%) cases. RESULTS: Liver abscess most commonly occurs between 40-60 years. Males were 

affected more than females. Fever was the most consistently occurring symptom (96.7% of 

cases). Alcohol consumption was the single most important etiological factor for causation of liver 

abscess. Alkaline-phosphatase is the most consistently elevated, abnormal liver function test 

(76.6% of cases). Most liver abscess present as solitary lesions (70%) and most of them occur in 

right lobe (90).Mortality rate was 3.3%. 

 

INTRODUCTION: Liver abscess is a common condition in India. India has 2nd highest incidence 

of liver abscess in the world. Liver abscesses are caused by bacterial, parasitic or fungi infection. 

Pyogenic abscesses account for three quarters of hepatic abscess in developed countries. While 

amoebic liver abscess cause two third of liver abscess in developing countries.1 The World Health 

Organization reported that Entamoeba Histolytica causes approximately 50 million cases and 

100,000 deaths annually.2
 

 In last few years there is a change in trend in etiology and treating these abscesses more 

conservatively and by less traumatic means compared to open surgical procedures. The primary 

mode of treatment of amoebic liver abscess is medical. However, as many as 15% of amoebic 

abscesses may be refractory to medical therapy. In such patients and in patients with pyogenic 

liver abscesses, surgical drainage has been the traditional mode of treatment. However operative 

drainage is associated with significant (10-47%) morbidity and mortality. In recent years imaging 

guided percutaneous drainage using catheters has been increasingly used to treat liver abscesses 

with reported success rates ranging from 70-100%. Also few studies have shown therapeutic 

needle aspiration to be a simpler and less costly mode of treatment, but needs repeated 

aspiration, with more failure rates. Though every abscesses should be treated on its individual 

merits, there is a need to define indications to adopt particular method of treatment so as to 

reduce morbidity, avoid mortality, make the treatment affordable and to achieve a highest cure 

rate. Through this study, it is aimed to develop management protocol for patients with liver 

abscess in our setting. 
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MATERIAL AND METHODS: A one year prospective time bond study from Jan 2013 to May 

2014 was done on patients admitted to VIMS Bellary. 30 patients were admitted, diagnosed and 

treated as cases of liver abscess. 

A detailed history was taken from each of these patients and all of them were subjected 

to a thorough clinical examination. These patients were then subjected to investigations available 

within the hospital such as Hb, Tc, RBS, urea, creatinine, liver function tests (SGOT, SGPT, Serum 

bilirubin, ALP, serum albumin, total proteins, A: G ratio PT). Ultrasonography of abdomen was 

done in all cases. Serological tests for amebic liver abscess were not performed as the facilities 

were not available in our hospital. Chest X-ray was done in all cases. Pus was sent for Gram’s 

stain and culture and sensitivity. Anaerobic cultures were not done as the facility was not 

available in our hospital. Blood culture was not routinely performed in all cases. CT scan was not 

routinely done as many of the patients were poor. 

 Following diagnosis of liver abscess, depending on volume of abscess, patients were 

treated by conservatively or precutaneous needle aspiration. Those abscess with <100 cc were 

treated conservatively, and with >100cc percutaneous needle aspiration was done with a 18G 

spinal needle using ultrasonography or under USG guidance 12f pigtail catheter was used 

depending on the volume of abscess. Intravenous antibiotics (fluoroquinolones or cephalosporins) 

along with metronidazole at a dose of 40 mgm/kg/day in divided doses were started for 14 days. 

If pus revealed growth of organism then appropriate antibioitics were given in full course, follow-

up was done as long as patient stayed in hospital and also during subsequent visits. Patients 

were examined daily for clinical improvement. Improvement of pain, fever, anorexia, 

hepatomegaly were considered as a criterion for successful treatment. Laparotomy was 

considered in cases of suspected rupture of liver abscess with peritonitis. 

Cure was defined as improvement clinically with subsidence of fever, and local signs, 

symptoms, decrease in WBC count and ultrasonography showed reduction in size < 3 cm in 

diameter. 

 

DISCUSSION: In this study, 30 patients with liver abscess were selected who presented to 

VIMS hospital, Bellary between Jan 2013 to May 2014. Diagnosis of liver abscess was made 

based on clinical history examination and USG abdomen. Detailed history was collected and 

various symptoms were analyzed. The signs observed during clinical examination were noted and 

analyzed. Routine investigations, LFT CxR, USG abdomen was performed and reports were 

tabulated and analyzed. The treatment in the form of antimicrobial therapy or percutaneous 

aspirations was performed. 

 

Age and sex incidence: The age of the patients varied from 10-80years. The mean age was 43 

yrs. The lowest incidence was noted in the age group 61-70 yrs & 70-80 yrs (6.6%). The highest 

incidence was noted in the age group 41-50 yrs (30%). 28/80 patient were males (93.33%) and 

2/30 were females (6.67%). 

In this study, liver abscesses seen to affect most in the age group 40-60 yrs, being rare 

above 60 yrs. Males were more commonly affected when compared to females. 
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 According to Antonio Grorgio, Luciano Torontino, Nicola, Mariniello, age range was 16-78 

years and mean age was 45.3 years. 

 According to Walter D Gaisford, James B.D, Mark, the age of the patients ranged from one 

and half to eighty five year with the average age being forty six years (46 yrs). Liver 

abscess occurred in men more frequently than women. 

 According Khee Siang Chang, Chin Ming, mean age of liver abscess was 47.6  14.4 years. 

 

DURATION OF ONSET: The onset of the disease is subjected to great variations depending 

upon the type, location and quantity of liver abscess. It may be acute, insidious, clinically 

undetectable or fulminant form. In this present study acute onset <7 days was seen in 26.7%. 

Sub acute onset of 7 days-2 months was seen in 63.3% and chronic onset of >2 months was 

noticed in 10%. Thus most patients (63.3%) presented with a duration of onset between 7 days 

to 2 months (subacute). One patient presented with blunt trauma to abdomen and pain 

abdomen. 

 According to Sumit Kapadia, Dipesh Dattaroy, symptoms ranged from 7-30 days. 

 According to Maingot’s abdominal operation, liver abscess, most patients manifest 

symptoms for less than 2 weeks but a more indolent course occurs in 1/3rd of the patients. 

Alcoholism in cases of liver abscess:  

 

Alcoholism was found to be the most consistent etiological factor in this study of liver 

abscess, 25 (83.3%) of the cases of this study were found to be alcoholics. 23(76.7%) patients 

consumed > 500 ml/day. All 25 patients had history of consumption of alcohol for more than 1yr. 

Thus it can be inferred from this study that alcoholism is the single consistent 

predisposing risk factor in patient with liver abscess. Further the locally made neera, Arrack, may 

have a role in the causation of liver abscess. However it is possible that these locally made arrack 

may have been contaminated by entamoeba hystolytica through faeco-oral route and may 

contribute to high incidence of cases of liver abscesses in alcoholics. 

According to Shyam Mattur, Ashok Gehlot, Alok Mehta, alcoholism was found in 70% of 

their cases. 

 

ANALYSIS OF LABORATORY INVESTIGATIONS 

10/30 (33.3%) were found to be anemic (Hb <10 gm/dl) in this study. The mean Hb of 

the patients in this study was 10.4 gm/dl with a range of 8.1-13.5 gm%. 

 WBC count was found to be raised in 26/30 (86.66%) of the cases. 

 The occurrence of diabetes in the present study was 3/30(10%). Random blood sugars 

were done on all patients upon admission. RBS > 200 mg/dl were considered diabetic. 

 Increased urea (> 60 mg/dl) was found in 3/30 (10%) of cases. 

 

 According to Antonio Giorgio, Lucian, Torontino, mean Hb in their cases were 11.2 mg% 

and range 8-14 g%. 

 According to Bhagwan satiani and Eugene D. Davidson, anaemia was present in 39% of 

cases and leucocytosis in 86.5% of cases. 
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 According to A.J. Greenstein, D Lowenthal, BA, G.S. Hammer, F. Schaffner and A. H. Aufses, 

Diabetes was found in 10% of cases. 

 

ANALYSIS OF LIVER FUNCTION TESTS: Liver function tests were done for all patients in this 

study. Serum bilirubin levels > 2 mg/dl were seen in 11/40 (36.6%) of the cases of liver 

abscesses. 

 According to Stephen A. Barnes, Keith D. Lilkmore, Hyperbilirubinemia was seen in 10% of 

their cases. 

  

Alkaline phosphatase levels were raised in 23/30 (76.6%) of the cases in this study. 

Hence ALP is the single most consistent liver function test to be elevated in cases of liver abscess. 

 According to Shyam Mattur, RS Gehlot, Alok Mehta, high ALP was seen in 60-80% of cases 

of liver abscess. They concluded that ALP is the most reliable and consistent biochemical 

indicator of liver abscess. The rise is usually 2-4 times. 

 

Hypoalbuminemia (S.alb < 3.0 g/dl) was seen in 3/30 (10%) of the cases. 

 According to Chu KM, Fan ST, hypoalbuminemia was an adverse prognostic factor in cases 

of liver abscess. 

 

Increased prothrombin time > 20 sec was seen in 2/30(6.6%) of cases.7.5%. 

 

Pus culture analysis: Out of the 30 cases, 7 cases who had abscesses less than 100 cc. 23 

cases were subjected to invasive treatment and pus was sent for culture and sensitivity 

immediately. Due to lack of facility of anaerobic culture in our hospital and financial constraints of 

patients anaerobic cultures were not performed in this study. 

 Of the 23 cases, pus had anchovy sauce appearance & C/S revealed no growth in 

21cases(91.3%). While pus culture was positive in 2/23 (8.6%) of the cases. Klebsiella 

pneumoniae was isolated in 1/23 (4.3%) of cases and Staph aureus was isolated in 1/23 (4.3%) 

of cases. 

 According to Walter D. Gaisford, James B.D. Mark culture was positive in 19% of cases. 

The most common organism isolated was coliforms 

 

Chest X-ray finding: CxR PA views were done for all patients in this study and the x-ray 

findings were studied. Chest x-ray findings were normal in 15/30 (50%) of the cases. They were 

abnormal in 15/30 (50%) of the cases. Most cases had right sided pleural effusion with 

obliteration of costophrenic angle 13/30 (43.3%). Elevated right hemi diaphragm above 2 cm 

than the left was seen in 10/30 (33.3%) of cases. A few patients showed basal consolidation on 

the right side. According to A.J. Greenstein, D. Lowenthal, G.S. Hammer, F. Schaffner and A. H. 

Aufses, elevation of right hemi diaphragm was seen in 40% of cases and right pleural effusion in 

24% of cases. 
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USG Findings of liver Abscess: Ultrasound abdomen was done to all patients in this study and 

various findings were analyzed. Solitary abscess was seen in 21/30 (70%) of cases. Multiple 

abscesses were seen in 9/30 (30%) cases. Right lobe involvement exclusively was seen in 27/30 

(90%) and isolated left lobe involvement was seen in 2/30 (6.6%) of cases. Both lobe 

involvement was seen in 1/30 (3.3%) of cases 

 According to Chaturbhuj Lal Rajak, Sanjay Gupta, solitary abscesses were seen in 72% of 

cases and multiple abscesses were seen in 18%. Abscess were located in the right lobe 

in72% of cases and left lobe in 12% of cases. Both lobe involvements were seen in 20% of 

their cases. 

 According to Khee Siang, Chin Ming, solitary abscess was seen in 80.4% of cases and right 

lobe involvement was seen in 65.4% and 16% of these cases had isolated involvement of 

left lobe. 

 

Analysis of treatment: Surgical drainage of liver abscesses has been an accepted therapy for 

decades. The diagnosis and treatment of liver abscess has changed due to advances in imaging 

techniques. 

In the present study of 30 cases, patients who had solitary abscess with volume <100 ml 

were treated conservatively. The conservative management was done on 7/30 (23.33%) cases. 

All cases were started on metronidazole I.V. at a dose of 40 mgm/kg/wt (2.0 –2.5gm/day in 

divided doses X 8-10 days). When patients did not show improvement in 24-48 hrs of 

metronidazole therapy, broad spectrum 3rd generation cephalosporins were started as well. 

Amoebic serology was not routinely performed as it was not available in our hospital and due to 

financial restraints. 

According to Hiroshi Okano, Katsuya Shraki, percutaneous aspiration is not required in all 

cases of liver abscess. A subset of cores with small liver abscess < 300 cc can be successfully 

managed conservatively. 

In 21/30 patients who had abscesses > 100 cc were chosen for USG guided percutaneous 

aspiration/ pigtail catheter insertion. The site, depth and direction of aspiration were marked 

under USG guidance. 18G spinal needle was usually used and under aseptic precautions the 

abscess cavity was entered. Local anesthetic was used and pus was aspirated and sent for culture 

sensitivity. No complications were noted due to this procedure apart from local pain which soon 

subsided after analgesics. Patients showed dramatic improvements in their symptoms and signs 

within 48 hrs-72 hrs of the aspiration. Percutaneous catheter drainage was also done depending 

on volume of abscess. 12F pigtail catheter was used under ultrasound guidance. 

 According to Antonio Giorgio, Luciano Torontino, percutaneous needle aspiration is an 

efficient effective and low cost technique that can even be performed on an outpatient 

basis. It is safe, free from complications. 

 According to Arshad Zafar, Sajjad Ahmed, “needle aspiration is safe, rapid, effective method 

of treating liver abscess. Routine aspiration is not indicated. It should be initial line of 

treatment in abscess >300 cc, impending rupture or abscess that do not respond to 

chemotherapy. 
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 Laparotomy as initial line of treatment was performed in 2/30 (6.6%) of cases of liver 

abscess. One case presented as acute abdomen with peritonitis and other case had multiple liver 

abscess with associated cholelithesis(laparotomy with abscess drainage with cholecystectomy was 

done). On laparotomy, thorough peritoneal lavage and drains were kept. 

 Thus in majority of cases percutaneous aspiration was the main form of surgical therapy. 

All patients were started on antibiotics which were continued for 10-14 days depending on 

improvement. Majority of patients responded excellently to percutaneous aspiration and 

antimicrobials. While patients who had smaller abscesses were successfully managed with 

antimicrobial therapy alone. 

 

DISCUSSION FOR RISK FACTORS: In this study, Age >65 years, alcohol (neera) 

consumption, Jaundice, anaemia, cough, diabetes mellitus, cholangitis, pleural effusion, 

hypoalbunemia were associated with protracted and longer duration of symptoms, longer time of 

resolution of symptoms and longer duration of stay. They were also associated with higher 

incidence of morbidity and mortality. Hence these factors are associated with worse prognosis. 

 

CONCLUSION: 

 Liver abscess is a very common condition in India. India has 2nd highest incidence of liver 

abscess in world. Hence the need for the present clinical study of liver abscess. 

 Liver abscesses occurred most commonly between 40-60 years. Males were affected more 

than females. 

 Fever was the most consistently occurring symptom. Pain abdomen was the next most 

frequent symptom. 

 Alcohol consumption was the single most important predisposing factor for causation of liver 

abscesses. 

 Alkaline phosphatase is the most consistently elevated, abnormal liver function test in cases 

of liver abscesses. 

 Liver abscess usually present as a solitary abscess most commonly in the right lobe of liver. 

 Not all cases of liver abscesses need invasive management.Solitary abscess <100 cc can be 

managed successfully on conservative antimicrobial therapy alone. 

 Liver abscess is still a disease associated with considerable mortality and morbidity. 

Intraperitoneal rupture, rupture into the pleural cavity, septicemia and death are the 

complications that can occur. 

 Mortality rate in this study was 3.3%. 

 

SUMMARY: The study was carried out at the Department of Surgery, Vijayanagar Institute of 

Medical sciences, Bellary from Jan. 2013 to May. 2014 during which 30 patients presented with 

symptoms suggestive of liver abscesses. 

 In the present study, the highest incidence occurred in the age group 41-60 yrs (55%), 

males were more commonly affected than females. 

 Subacute onset of symptoms (7 days – 2months) was the commonest presentation 

(63.3%). Fever was the most consistently occurring symptom occurring in 96.7% of cases. 
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Pain abdomen was the next most common symptom (83.3%).Diarrhoea occurred only in 

20% of cases. Hepatomegaly was present in 50% of cases. Jaundice was found in 36.7% 

of the cases. Respiratory findings in the form of pleural effusion were present in 33.3% of 

cases. In all patients of liver abscess included under present study, 83.3% of cases 

consumed alcohol. All these cases mostly consumed locally made arrack neera and toddy. 

All these patients had history of alcohol consumption more than 1 year. 

 Thus it may seem likely that alcoholism may predispose to formation of liver abscesses. 

Further although not investigated in this present study, it may be hypothesized that these 

locally made drinks may be contaminated with entamoeba hystolytica. 

 Laboratory investigations were analysed. Leucocytosis was found in 86.6% of cases. 

Anaemia in 33.3% cases, 10% of cases were found to be diabetic. Raised urea levels 

were seen in 10% of cases. Alkaline phosphatase was the single most consistent liver 

functioin test to be abnormal in cases of liver abscesses. It was raised in 76.6% of cases. 

Hypoalbuminemia was noted in 10% of cases. 

 Chest X-ray was abnormal in 20 patients, right pleural effusion was noted i.e. 43.3% of 

cases. Ultrasonograhy revealed solitary abscesses in 70% of cases and multiple abscesses 

in 30%. Isolated right lobe abscess was seen in 90% and left lobe abscess in 6.6%. Both 

lobe involvements were seen in 3.3% of cases. 

 Solitary abscesses <100cc were managed conservatively. 7/30(23.3%) were managed 

conservatively.All these patients responded well to conservative management. While 

21/30 (70%) were subjected to percutaneous aspiration and pigtail catheter insertion, 

2/30 (6.6%) required laparotomy. 

 1/30 (3.33%) of cases died due to liver abscesses in this study giving a mortality rate of 

3.33%. 
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RESULTS: 

  

Age group 
Males Female Total 

No. % No. % No. % 

0-30 8 26.66 0 0 8 26.66 

31-40 3 10 1 3.33 4 13.33 

41-50 9 30 0 0 9 30 

51-60 5 16.66 0 0 5 16.66 

61-70 2 6.66 0 0 2 6.66 

71-80 1 3.33 1 3.33 2 6.66 

Total 28  2    

Table 1: Age and sex incidence 

 

Liver abscess in this study was more common in males (93.34%) than females (6.66%). 

The commonest age group for liver abscess was 41-50 yrs (30%). The youngest patient was 11 

yrs and oldest was 80 yrs. 

 

Onset Number of cases Percentage 

Acute < 7 days 8 26.7 

Subacute > 7 days 19 63.3 

Chronic > 2 months 3 10 

Table 2: Duration of onset 

 

 In this study patients presented acutely with onset of symptoms < 7 days in 8/30 (26.7%) 

of cases. Subacute, presentation between 7 days – 2months was noted in 19/30 (63.3%) and 

those with chronic duration of onset > 2 months was seen in 3/30 (10%) of cases. 

 

Symptoms No. of patient % 

Fever 29 96.7 

Pain abdomen 25 83.3 

Jaundice 11 36.7 

Cough 10 33.3 

Diarrhoea 6 20 

Altered sensorium 1 3.3 

Table 3: Incidence of symptoms 

 

 Fever was the most consistent symptom in this study (29/30) 96.7%. Pain abdomen was 

the next commonest symptom occurring in 25/30 (83.3%). Diarrhoea occurring in 6/30 (20%), 

history of jaundice was present in 11/30(36.7%) of patients. 10 patients(33.3%) presented with 

respiratory symptoms like cough. While 2 patients (6.6%) presented with features of shock like 

altered sensorium. 
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Signs 
Number of cases  

(Out of 30) 
Percentage 

Fever > 38.5oC 29 96.7 

Abdomen tenderness 25 83.3 

Hepatomegaly 15 50 

Icterus 11 36.7 

Pallor 10 33.3 

Shock 3 10 

Respiratory findings 10 33.3 

Table 4 : Analysis of Signs 

 

 Fever defined as temperature >38.5oC (101oF) was present in 96.7% (29/30) of the 

cases. Abdominal tenderness was elicited in right hypochondrium and some cases in epigastrium 

in 25/30 (83.3%) of the cases. Hepatomegaly defined as liver span > 11 cm was seen in 15/30 

(50%) of cases. Hepatomegaly was usually tender, smooth, soft to firm. Icterus was observed in 

10/30 (33.3%) of cases clinically. 10/30 (33.3%) had pallor on general examination while 3/30 

(10%) presented with shock and features of shock. Respiratory findings included right pleural 

effusion, basal consolidation, basal crepitations. In the present study, respiratory findings were 

present in 10/30 (33.3%) of the cases. 

 

Alcoholism No. of patient % 

Neera / Toddy/ Arrack 25 83.3 

Amount > 500 ml/day 23 76.7 

Duratioin > 1 yrs 25 83.3 

Table 5: Alcoholism 

 

Out of 28 male patients, 25 patients were alcoholics. All these patients had history of 

consuming neera/toddy or locally made arrack. All these patients had history of consuming 

alcohol for more than 1 yr. 

 

ANALYSIS OF LABORATORY INVESTIGATIONS: 

 

Investigation 
Number of cases  

(out of 30) 
Percentage % 

Anemia (Hb < 10 gm) 10 33.33 

Leucocytosis > 12000 c/ cumm 26 86.66 

Diabetic (RBS > 200 mg/dl) 3 10 

Raised urea (>60 mg/dl) 3 10 

Table 6: Percentage of abnormal laboratory investigations 
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 Hemoglobin less than 10gm% was found in 10 cases (33.3%) and lowest hemoglobin 

noted in this series was 8.1 gm%. Leucocytosis of more than 12000 cells/cumm was present in 

26 patients (86.6%). The highest count noted in this study was 30, 580 cells/cumm, polymorphs 

were predominant. 3/30 (10%) were found to be diabetic with RBS > 200mgm/dl and raised urea 

(>60 mgm/dl) was found in 3/40 (10%) of the cases. 

 

Serum Bilirubin No. of patient % 

<1 4 13.3 

1.1-2 15 50 

2.1-4 7 23.3 

4.1-6 2 6.6 

6.1-8 2 6.6 

Table 7: Analysis of LFT 

 

Clinically jaundice was detected in 11 cases (36.7%) and all of them had the bilirubin 

>2mgm / dl. 

 

Investigation 
Number of cases  

(out of 30) 
Percentage 

Serum bilirubin > 2.0 g/dl 11 36.6 

ALP (>300 IU/L) 23 76.6 

Hypoalbunimia (< 3 gm/dl) 3 10 

Increased PT (> 20 sec) 2 6.6 

Increased SGOT (> 40 IU/L) 10 33.3 

Increased SGPT (> 40 IU/L) 11 36.6 

 

 Liver function tests were done in all 30 patients included in this study. Hyperbilirubinemia 

with serum bilirubin >2.0 gm/dl was found in 11/30 (36.6%) of the cases in this study. The liver 

function test which was most consistently raised was alkaline phosphatase. Alkaline phosphatase 

was found to be raised in 23/30 (76.6%) of cases in this study. Hypoalbunemia (<3 gm/dl) was 

observed in 3/30 (10%) of the cases. Increased prothrombin time >20 sec was seen in 2/30 

(6.6%) of cases. Increased SGOT was seen in 10/40 (33.3%) and SGPT was seen in 

11//30(33.6%) of the cases in this study. 

 

Organism 
Number of cases  

(out of 23) 
Percentage 

No growth / anchory sauce 21 91.3 

Klebsiella pneumoniae 1 4.3 

Staph aureus 1 4.3 

Table 8: Pus Culture Analysis 
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 Out of the total 30 cases included in this study, 7 cases were treated conservatively and 

23 cases were subjected to invasive treatment. 

 Out of these 23 cases, in 21/23 cases the pus had anchovy sauce appearance & revealed 

no growth giving this a percentage of 91.3% where no growth was obtained. While growths were 

obtained in 2/23(8.6%) of these cases. Klebsiella pneumoniae was isolated in 1/23 (4.3%) of 

cases and Staph aureus was isolated in 1/23 (4.3%) of the cases. 

 

Investigation 
Number of cases  

(out of 30) 
Percentage 

Normal 15 50 

Abnormal 15 50 

Pleural effusion 13 43.3 

Elevated right dome of diaphragm 10 33.3 

Table 9: Analysis of CxR Findings 

 

 CxR findings were analysed in all patients. They were normal in 15/30 (50%) of the cases. 

Right sided pleural effusion was noted in 13/30 (43.3%) of the cases. Right dome of diaphragm 

was elevated in 10/30 (33.3%) of cases. Many of the patients had both the features in their CxR 

 

Location No. of patient % 

Right lobe 27 90 

Left lobe 2 6.6 

Both lobe 1 3.3 

Table 10: USG Location of Liver Abscess 

 

Ultrasound examination was done in all cases. It showed evidence of abscess in liver in all 

the cases. 

 

Right lobe of the liver was more often involved than left lobe of liver. Right lobe 

involvement was present in 27 cases (90%), left lobe in 2 cases (6.6%) and both lobes in 1 case 

(3.3%). 

 

Number No. of patient % 

Solitary 21 70 

Multiple 9 30 

Table 11: Solitary and multiple abscesses. 

 

 21 cases, (70%) of liver abscess showed solitary abscess in ultrasound examination and 9 

cases (30%) showed multiple abscesses. 
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Treatment Number of cases (out of 30) Percentage(%) 

Conservative 7 23.33 

Percutaneous aspiration /  

Pigtail Catheter insertion. 
21 70 

Laparotomy 2 6.6 

Table 12: Analysis of Treatment 

 

 Out of 30 cases, those whose volume is < 100 cc were treated conservatively and those 

whose volume >100cc were treated by USG guided- needle aspiration/pigtail catheter insertion. 7 

cases (23.33%) were managed conservatively and 21 cases (70%) were treated by USG guided 

aspiration/pigtail catheter insertion. The site, depth and direction of needle aspiration was 

determined and marked with ultrasound and aspirations were carried out under aseptic 

precautions using 18G spinal needle. All patients were hemodynamically monitored during the 

procedure. Laparotomy was done in 2 cases (6.6%). 

 

Symptoms 
Present series  Greenstein-105 et al Rubin et al106. 

No. of cases % % % 

Fever 29 96.7 95 87 

Pain abdomen 25 83.3 84 47 

Jaundice 11 36.7 24 20 

Cough 10 33.3 37 24 

Signs 

Fever 29 96.7 95 87 

Icterus 11 36.7 24 20 

Abdominal 25 83.3 42 47 

Hepatomegaly 15 50 39 51 

Respiratory finding 20 33.3 37 24 

Table 13: Comparison of symptoms and signs in present study with other studies 

 

 In this study, the commonest symptom was fever 96.7%, followed by pain abdomen 

83.3%, jaundice 36.7%, cough 33.3%, diarrhoea 20%. 

The commonest symptom at presentation in the study conducted by Greenstein et al and 

Rubin et al was fever (95%) and 87%) followed by pain abdomen, jaundice cough. 

Altered sensorium as a manifestation of shock was seen in 1/30 cases (3.3%), and thepatient 

did not survive. Hence shock carries a grave prognosis in patient with liver abscess. 

According to Khee Siang, Chin ming, shock and altered sensorium occurred in 5% of cases 

of liver abscess in their study. 

Diarrhoea was present in 6/30 (20%) cases, According to Shyam Mathur107, diarrhoea 

were seen in 7% of patients. 
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The commonest sign at presentation was fever 29(96.7%) followed by abdominal 

tenderness 25(83.3%), 15 patients had hepatomegaly (50%) 11 patients had icterus (36.7%), 

respiratory findings in 10 patients (33.7%). 

 The commonest sign at presentation in the study conducted by Greenstein et al and Rubin 

et al was fever (95% and 87%), followed by hepatomegaly (51%) abdominal tenderness (47%), 

respiratory findings 24% icterus 20% in Rubin et al, and in Greentein et al, second most common 

sign was Abdominal tenderness 42% hepatomegaly 39% respiratory findings 37%, icterus 24%. 

 

 
 

 

 

 
 

 

Fig. 1: Ultrasound showing liver abscess 

Fig. 2: USG guided aspiration of liver abscess 
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Fig. 3: Typical ‘Anchovy sauce’ pus 

 

Fig. 4: CXR demonstrating elevation  

of the right hemidiaphragm 

 

Graph-1: Age and sex incidence 

 

Graph-2: Incidence of symptoms 
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Graph-3: Incidence of Signs 

Graph-4: Alcoholism 

Graph-5: USG Distribution of liver abscess 
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Graph-6: Solitary and multiple liver abscess 

Graph 7: Treatment of Liver abscess 


