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is common in tropical countries and is due to overcrowding 
and poor sanitation.4 The colon is the initial site of  
infection. The protozoa reach the liver through the portal 
vein.5,6 Amebiasis may involve any other site, but liver is the 
most common site for extraintestinal infection.2,3,7 ALA has 
a highly variable presentation causing diagnostic difficulties. 
As described by Berne,8 ALA may mimic acute cholecystitis, 
perforated peptic ulcer, acute hepatitis, malignancy of  
biliary tree, liver, colon, or stomach, cirrhosis, hydatid cysts, 
pancreatic pseudocysts, pneumonia, acute pleurisy with 
effusion, empyema, chronic lung disease, tuberculosis, and 
pyrexia of  unknown origin. Early and correct diagnosis 
of  ALA is imperative because delayed diagnosis and 
treatment leads to complications.9,10 Despite tremendous 
improvements in the diagnostic accuracy, delayed diagnosis 
continues to occur.

INTRODUCTION

Amebic liver abscess (ALA) is the most common 
inflammatory space-occupying extraintestinal manifestation 
of  protozoa Entamoeba histolytica. 10% of  the world 
population harbors E. histolytica in their colon, 10% of  
them may develop invasive amoebiasis,1 and 1-10% of  
these patients develop amebic abscess in their liver.2,3 ALA 
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Abstract
Introduction: Amebic liver abscess (ALA) is the most common extraintestinal manifestation of Entamoeba histolytica. Because 
of highly varied presentations, accurate diagnosis of ALA is difficult. Hence, early and correct diagnosis of ALA is essential to 
avoid serious complications.

Materials and Methods: The study was carried out in 64 cases of ALA admitted to the Surgery Department of MGM Medical 
College and Hospital, Jamshedpur, between March 2012 and April 2016. All the cases with confirmed diagnosis of ALA were 
included in this study.

Results: Sixty-four cases of ALA were studied over a 4-year period with a male to female ratio of 9.6:1. The age ranged from 
15 to 65 years (mean age 35 years). There were 58 males (90.63%) and 6 females (09.37%). Age group of 31 to 40 years 
showed the highest incidence of ALA consisting of 43.75% cases. Pain was located most commonly in the right hypochondrium 
in 44 (68.75%) patients, fever observed in 50 cases (90.63%), and coincident diarrhea in 40.62% patients. Solitary abscess 
cavity was found in 59 (92.18%) cases. The right lobe of the liver was involved in 55 (85.93%) patients. In this study, 40 patients 
(62.5%) were chronic alcoholics. Pleuropulmonary complications such as right atelectasis and pleural effusion due to ALA 
were the most common complications found in 22 patients (34.37%). This was followed by intraperitoneal rupture of abscess 
in 15 patients (23.43%). Other complications were jaundice in 12 cases, ascites in 10 cases, subphrenic abscess in 3, and 
intrapleural rupture in 2 patients.

Conclusion: ALA has highly varied clinical presentation. The typical features of ALA which include pain, fever, and tender 
hepatomegaly are non-specific. A high index of clinical suspicion in patients from an endemic area and low socioeconomic class 
combined with ultrasonography, ultrasound-guided aspiration, and computerized tomography scan will improve the diagnostic 
accuracy to reduce catastrophic complication as a result of delayed diagnosis.
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The aim of  this study is to find out varied clinical 
presentation and accurate management of  this disease to 
treat this case early to avoid complications.

MATERIALS AND METHODS

The study was carried out in 64 cases of  ALA admitted 
to the Surgery Department of  MGM Medical College 
and Hospital, Jamshedpur between March 2012 and April 
2016. All the cases with confirmed diagnosis of  ALA were 
included in this study. The diagnosis of  ALA was based 
on clinical symptoms and signs such as weight loss, fever, 
abdominal pain, tenderness, ultrasound results, radiology, 
aspiration of  characteristic anchovy sauce pus on needle 
aspiration, and absence of  bacteria and neutrophil on 
microscopy, by serological tests and a good response to 
therapy with specific amebicidal drugs as shown by the 
disappearance of  clinical symptoms.

Data of  patients such as age, sex, and clinical features 
including duration, vital signs, physical findings and 
laboratory data, ultrasound, chest x-rays, aspiration 
study of  the lesion if  greater than 5 cm, computerized 
tomography (CT) scan, and outcomes of  treatment 
and complications were recorded in a pre-prepared 
questionnaire.

RESULTS

Sixty-four cases of  ALA were included in this study. All 
the patients were from low socioeconomic group. The 
age ranged from 15 to 65  years (mean age 35  years). 
The 31-40 years age group showed the highest incidence 
constituting to 28  (43.75%) of  the cases. Age and sex 
distribution is shown in Table 1.

There were 58  males and 6  females (male to female 
ratio = 9.6:1).

The duration of  symptoms ranged from 10 to 110 days. 
Seventeen patients (26.56%) presented within 15  days, 
41 patients (64.06%) within 30 days, and 6 patients (9.37%) 
after 6 weeks of  onset of  symptoms.

Most of  the patients presented with abdominal pain 
and tenderness (Tables 2 and 3). The pain was located 
most commonly in right hypochondrium in 44 (68.75%) 
patients, in the whole abdomen in 7  (10.93%), lower 
chest in 4  (6.25%), and in the left hypochondrium in 
4 (6.25%) patients. Intercostal tenderness was seen in 
48  patients (75%). Fever was present in 58  (90.63%) 
cases. New onset of  diarrhea noticed in 26  (40.62%) 
patients.

Solitary abscess cavity was found in 59 (92.18%) cases. The 
right lobe of  the liver was involved in 55 (85.93%) patients.

Pleuropulmonary complications such as right atelectasis 
and pleural effusion due to ALA were the most common 
complications found in 22  patients (34.37%). This 
was followed by intraperitoneal rupture of  abscess in 
15 patients (23.43%). Other complications were jaundice 
in 12 cases, ascites in 10 cases, subphrenic abscess in 3, and 
intrapleural rupture in 2 patients.

In our study, 4.68% (3 patients) mortality was observed 
due to intraperitoneal rupture of  abscess leading to delayed 
diagnosis.

Ultrasonography (Figure 1) was performed in all the cases, 
but ALA was diagnostic in 46 patients (71.87%) only. All 
the patients underwent routine blood examination, stool 
examination, liver function test, renal function test, and 
X-ray Chest. CT-scan was required in some difficult cases 
and in those patients who had intraperitoneal rupture of  
ALA leading to difficulty in ultrasonographic diagnosis. 
Laparotomy was done in 16 (25%) cases for ruptured ALA 

Table 1: Age and sex distribution of patients with 
ALA
Age (in years) n (%)

Males Females Total
<20 1 (1.56) 1 (1.56) 02 (03.13)
21‑30 4 (6.25) 1 (1.56) 05 (07.81)
31‑40 25 (39.06) 03 (4.68) 28 (43.75)
41‑50 16 (25.00) 01 (1.56) 17 (26.56)
51‑60 10 (15.62) 00 (0.00) 10 (15.62)
>60 02 (03.13) 00 (0.00) 02 (03.13)
Total 58 (90.63) 06 (9.37) 64 (100)
ALA: Amebic liver abscess

Table 2: Presenting symptoms with ALA
Symptoms Number of patients (%)
Abdominal pain 59 (92.18)

Fever 58 (90.63)
Anorexia 59 (92.18)

Nausea 58 (90.63)
Diarrhea 26 (40.62)
Jaundice 10 (15.62)
Cough 06 (09.37)
ALA: Amebic liver abscess

Table 3: Signs of patients at the time of admission
Signs Number of patients (%)
Right hypochondrium tenderness 44 (68.75)
Acute abdomen 06 (09.37)
Icterus 10 (15.62)
Ascites 02 (03.13)
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and failed aspiration. Patients with smaller ALA (<5 cm) 
responded pretty well with a higher dose (800 mg thrice 
daily) of  metronidazole for ten days. Those who had ALA 
more than 6 cm size were treated with ultrasound-guided 
aspiration and metronidazole course. Intrapleural rupture of  
ALA was treated with water-sealed intercostal drainage. Most 
of  the patients were followed up for more than 6 months, 
but in 14 (21.87%) cases, residual ALA cavity was seen on 
ultrasonography. There were 3 (4.68%) deaths in this group.

DISCUSSION

ALA is widely prevalent in the Indian subcontinent.11-13 
As ALA has varied presentations, it complicates the 
asymptomatic colonic infection more often than its 
symptomatic counterpart and this is the main reason why 
the disease may be overlooked or misdiagnosed.14 This 
study has shown the patterns of  ALA similar with other 
studies in terms of  age, sex, number, size, location, and 
ultrasonographic pattern.15 Although the disease occurs in 
any age group, in this study, the most common age group 
was 31-40 year. Male to female ratio was 9.6:1. Pain and 
fever were the most prevailing features in this study. Hence, 

pain and fever in an adult patient from low socio-economic 
status should raise the suspicion of  ALA.16 In this study, 
right lobe of  the liver was involved most frequently in 
85.93% of  cases which is consistent with the other studies.17 
Diarrhea was present in 40.62% of  patients; however, it is 
reported in other studies in 12-33% of  cases.18-20

In this study, 40 patients (62.5%) were chronic alcoholics. 
Ocshner and De Bakey21 attribute higher incidence in 
males to alcoholism, which predisposes to hepatitis and 
trauma. It is observed that alcoholics had larger abscesses, 
greater frequency of  complications, and poor response to 
treatment.

Pleuropulmonary complication consisted of  atelectasis 
and right pleural effusion accounted for highest incidence 
of  complication (34.37%). This is in confirmation with 
the reported 25-42%.19,22 Intraperitoneal rupture of  ALA 
is considered the second most common complication 
amounting to 23.43%. This may be due to lower 
socioeconomic condition and their delayed reporting to 
the hospital. Icterus developed in 12 cases (18.75%) and 
ascites in 10 cases (15.62%). In this study as well as those of  
others suggests that both jaundice and ascites tend to occur 
most commonly in the presence of  multifocal abscesses, 
especially when these are associated with impingement of  
hepatic hilar tubular structures.23-26

Like the clinical features, investigations too are neither 
sensitive nor specific. According to some literature, indirect 
hemagglutination test is positive in >90% of  cases,19 but 
may be of  limited value in endemic areas.21,27 Isolation of  
ameba is specific but very difficult. These investigations 
are neither helpful in the early diagnosis nor available at 
the time of  making decision.16,28 Thus, ALA is difficult to 
diagnose and may be missed on initial clinical examination.

Ultrasonography, cheap and safe observer-dependent, is 
widely accepted as a first-line investigation for imaging 
focal hepatic lesions as well as liver abscesses.14,29 This 
is attributable to its low cost, greater availability, and 
high accuracy. It is useful not only in diagnosis and 
intervention but also in the follow-up of  the condition 
and to assess resolution. The sensitivity of  ultrasound is 
nearly 92-97%.7,19 However, ultrasonographic features of  
ALA and other space-occupying lesions of  the liver, for 
example, hepatoma, pyogenic liver abscess may overlap.30 
The combination of  ultrasonographic findings with clinical 
features and aspirate analysis increases the sensitivity.7,19,30 
Nowadays, availability of  CT scan (Figure 2a and b) also 
has a pivotal role but may not be available in the remote 
area where clinical suspicion, laboratory investigations 
have only use. Hence, in these settings, other differential 
diagnoses also have to be kept in mind.

Figure 1: Amebic liver abscess as shown by ultrasound

Figure 2: (a and b) Amebic liver abscess as shown in 
computerized tomography scan

a b
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CONCLUSION

ALA has highly varied clinical presentation. The typical 
features of  ALA which include pain, fever, and tender 
hepatomegaly are non-specific. A high index of  clinical 
suspicion in patients from an endemic area and low 
socioeconomic class combined with ultrasonography, 
ultrasound-guided aspiration, and CT-scan will improve the 
diagnostic accuracy to reduce catastrophic complication as 
a result of  delayed diagnosis. High dose of  metronidazole 
(800 mg) thrice daily for 10 days with frequent ultrasound-
guided aspiration is found most curative.

REFERENCES

1.	 Walsh JA. Problems in recognition and diagnosis of amebiasis: Estimation 
of the global magnitude of morbidity and mortality. Rev Infect Dis 
1986;8:228-38.

2.	 A WHO Meeting. Amoebiasis and its control. Bull World Health Organ 
1985;63:417-26.

3.	 Frey CF, Zhu Y, Suzuki M, Isaji S. Liver abscesses. Surg Clin North Am 
1989;67:259-72.

4.	 Gills HM, Cuschieri A. Parasitic infection of surgical importance. In: 
Cuschieri A, Giles GR, Moossa AR, editors. Essential Surgical Practice. 
3rd ed. Oxford: Butterworth Heinemann Ltd.; 1995. p. 243-61.

5.	 Reed SL. Amebiasis: An update. Clin Infect Dis 1992;14:385-93.
6.	 Sherlock S, Dooley J. Liver infections. In: Diseases of the Liver and Biliary 

System. 9th ed. London: Blackwell Scientific Publications; 1993. p. 471-7.
7.	 Juimo AG, Gervez F, Angwafo FF. Extraintestinal amebiasis. Radiology 

1992;182:181-3.
8.	 Berne CJ. Diagnosis and treatment of amebic liver abscess. Surg Gynaecol 

Obstet 1942;75:235-7.
9.	 Adams EB, MacLeod IN. Invasive amebiasis. II. Amebic liver abscess and 

its complications. Medicine (Baltimore) 1977;56:325-34.
10.	 Meng XY, Wu JX. Perforated amebic liver abscess: Clinical analysis of 

110 cases. South Med J 1994;87:985-90.
11.	 Mehta AJ, Vakil BJ. A clinical study of 158 cases of amebic liver abscess. 

Indian J Med Sci 1970;24:478-83.
12.	 Kini PM, Mammi MK. Hepatic amoebiasis in Kerala. J Indian Med Assoc 

1970;55:7-10.

13.	 Ganesan TK, Palani PM. Amoebic liver abscess. J  Indian Med Assoc 
1971;548:108-10.

14.	 Palmer P, Reader M. The Radiology of Tropical Diseases. Baltimore: 
Williams and Wilkins; 1981. p. 1-4.

15.	 Mgbor SO, Eke CL, Onuh AC. Amoebic liver abscess: Sonographic 
patterns and complications in Enugu, Nigeria. West Afr J Radiol 
2003;10:8-14.

16.	 Hoffner RJ, Kilaghbian T, Esekogwu VI, Henderson SO. Common 
presentations of amebic liver abscess. Ann Emerg Med 1999;34:351-5.

17.	 Kebede A, Kassa E, Ashenafi S, Woldemichael T, Polderman AM, Petros B. 
Amoebic liver abscess: A 20-year retrospective analysis at Tikur Anbessa 
hospital, Ethopia. Ethiop J Health Dev 2004;18:199-202.

18.	 Othman NH, Ismail AN. Endometrial amoebiasis. European Journal of 
Obstetrics & Gynecology and Reproductive Biology 1993;52(2):135-7.

19.	 Maltz G, Knauer CM. Amebic liver abscess: A 15-year experience. Am J 
Gastroenterol 1991;86:704-10.

20.	 Chuah SK, Chang-Chien CS, Sheen IS, Lin HH, Chiou SS, Chiu CT, et al. 
The prognostic factors of severe amebic liver abscess: A retrospective study 
of 125 cases. Am J Trop Med Hyg 1992;46:398-402.

21.	 Oschsner A, De Bakey ME. Pleuropulmonary complications of amoebiasis 
an analysis of 153 collected and 15 personal cases. J  Thorac Surg 
1936;5:225-7.

22.	 Barnes PF, De Cock KM, Reynolds TN, Ralls PW. A  comparison 
of amebic and pyogenic abscess of the liver. Medicine (Baltimore) 
1987;66:472-83.

23.	 Gupta RK, Pant CS, Prakash R, Behl P, Swaroop K. Sonography in 
complicated hepatic amoebic abscess. Clin Radiol 1987;38:123-6.

24.	 Léonetti P, Moncany G, Soubeyrand J. Amebic abscess of the liver. 
Contribution of ultrasonics to developmental diagnosis apropos of 
983 cases. J Radiol 1987;68:259-64.

25.	 Stoopen M, Kimura K. Amebiasis. The technology of the 80’s. I. 
Ultrasound, computerized tomography and magnetic resonance: Have they 
helped improve the diagnosis of hepatic abscess? Rev Gastroenterol Mex 
1989;54:167-75.

26.	 Joshi VR, Kapoor DP, Purohit AN, Nathwani AN, Lele RD. Joundice in 
amoebic abscess of the liver. J Assoc Phys India 1972;20:761-2.

27.	 Herrera-Llerandi R. Thoracic repercussions of amebiasis. J  Thorac 
Cardiovasc Surg 1966;52:361-75.

28.	 Nigam P, Gupta AK, Kapoor KK, Sharan GR, Goyal BM, Joshi LD. 
Cholestasis in amoebic liver abscess. Gut 1985;26:140-5.

29.	 Zafar A, Ahmad S. Amoebic liver abscess: A comparative study of needle 
aspiration versus conservative treatment. J  Ayub Med Coll Abbottabad 
2002;14:10-2.

30.	 Wee A, Nilsson B, Yap I, Chong SM. Aspiration cytology of liver abscesses. 
With an emphasis on diagnostic pitfalls. Acta Cytol 1995;39:453-62.

How to cite this article: Sinha MK. Amebic Liver Abscess: Varied Presentation and Management Update. Int J Sci Stud 2016;4(9):100-103.

Source of Support: Nil, Conflict of Interest: None declared.


