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Original Article

A prospective study of one hundred cases of Amoebic liver
abscess in a secondary care hospital of Delhi
Yogesh Kushwaha, Rajiv Kapil, Sarbjeet Khurana

ABSTRACT:
Background: Amoebic liver abscess (ALA), which is caused by Entamoeba histolytica a protozoa is common and serious extra-intestinal manifestation of amoebiasis. ALA is prevalent
in areas of poor sanitation and hygiene. It has varied clinical presentations and complications. This study highlights the recent clinical trends of ALA.
Material and Methods: This study was a hospital based prospective observational study. All
patients admitted from March to December 2011 with the diagnosis of ALA were included.
Demographic and clinical history was recorded and the systematic examination was done
to understand disease pattern. Clinical diagnosis was supported and confirmed by ultrasound abdomen and positive amoebic serology. The outcome of the patient was recorded at
discharge. Data was analysed using SPSS 17.
Results: Out of total 100 ALA Patients, 72% were from urban slums, 88% were uneducated
and belonged to low socioeconomic status. 76% were alcoholic, 52% patients were in age
group of 21–40 yrs with male preponderance (89%). Commonest presenting symptom was
pain in right hypochondrium (94%)while jaundice was noticed in only 4%. Mean duration of
symptoms before hospitalization was 10 days. Personal & family history was not contributory. Hepatomeagly was present in 52%. Mean TLC – 13694, Bilirubin – 1.27 mg%. Serum
Alkaline Phosphatase – 698 IU. X ray showed raised right diaphragm in 50% cases. On
USG Examination 7% located in left lobe of liver and 84% were more than 5 cm in size.
Multiple abscesses in 21%. Amoebic Serology was positive in all patients. Mean duration
of hospitalization was 7 days. Management was done with metronidazole, antibiotics and/or
percutaneous aspiration. Rupture occurred in 10%. One patient died of DIC.
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Conclusion: ALA is a medically treatable common infection prevalent in developing countries due to lack of sanitation and hygiene .Health education and adequate sanitation are
imperative in preventing amoebic infections.
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INTRODUCTION

MATERIALS AND METHODS

Amoebic liver abscess (ALA), which is caused by
“Entamoeba Histolytica” a protozoa, is common and
serious extra-intestinal manifestation of amoebiasis.
Fedor Aleksandrovich suggested in 1875 that amoebic liver abscess is linked to amoeba.1 This disease is
a major cause of morbidity and mortality in developing countries. It has been reported to be a major
problem in India.2,3 ALA is known to be a disease
prevalent in areas of poor sanitation and hygiene.
According to WHO amoebiasis is prevalent in all
developing countries and at times its prevalence
reaches upto 50% of general population. It has varied
clinical presentations and complications. This study
was done to evaluate and investigate into the recent
clinical trends of ALA.

The present study was done at the Department of
medicine of a secondary care Delhi Government
hospital from March to December 2011. It was
a prospective observational study. Informed and
written consent was obtained from all the patients.
A total of 100 adult (age >12 yrs) patients with diagnosis of ALA were included in study. Diagnosis of
ALA was made by clinical symptoms supported by
ultrasonogrphy and confirmed by amoebic serology. All patients were treated with Metronidazole 2.4gm (40 mg/kg/d) for minimum 10 days ±
antibiotics ± percutaneous aspiration followed by
Diloxanate furoate 500 mg thrice a day for 10 days.
Demographic and clinical data was recorded in a pre
defined proforma. Clinical history, systemic examination and other data were analysed to understand
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the disease pattern. The outcome of the patients was recorded at discharge. Data was analysed using SPSS 17.

RESULTS
The demographic, clinical features and laboratory data of all 100 patients
admitted with diagnosis of ALA in our study were analysed and findings
are as follows:

Demographic Data
The age of the study subjects varied from minimum 12 yrs to maximum
76 yrs with an average of 37.42 yrs. Maximum (52%) subjects with ALA
were in the age group of 21–40 yrs (Table 1). males were affected much
more than females with male: female ratio of 9:1.
In the present study 72% patients were from urban slums, 19% from
urban and 9% from rural area of Delhi (Figure 1). 88% cases were uneducated and majority belonged to the low socioeconomic status.76% of
subjects had significant history of alcohol consumption.

Laboratory and radiological profile

Clinical profile
Though the symptoms of ALA are non specific, but the main clinical manifestations were pain in right hypochondrium (94%), weakness (83%),
fever (82%), anorexia (73%), vomiting (25%), cough (24%) and weight
loss in in 22% of the study subjects. (Table 2).
Pain abdomen was dull aching to pleuritic in nature with radiation to
the back, epigastrium or right shoulder. Fever was reported in 82% cases.
Other symptoms reported were nausea, vomiting, cough, pedal oedema
etc. 9% cases had history of diarrhoea and 4% had jaundice (Table 2).
Mean duration of symptoms before admission was 10 days ranging from
2days to 45 days.
Table 1: Age & sex Distribution of the study subjects
Age Group (yrs)
<20
21–40
41–60
>60
Total

Sex(no.)
Male Female
09 03
48 04
25 03
07 01
89 11

Total (%)
12(12%)
52(52%)
28(28%)
8(8%)
100

Table 2: Clinical Symptoms and laboratory data on the day of admission
Symptoms
Abdominal pain
Weakness
Fever
Anorexia
Nausea
Vomiting
Cough
Weight loss
Breathlessness
Diarrhoea
Pedal edema
Jaundice
Laboratory Tests
Leukocyte Count
S. bilirubin
SGPT
SAP

Figure 1: Distribution of Habitat of the study subjects

% of subjects
94%
83%
82%
73 %
37%
25%
24%
22 %
16 %
9%
5%
4%
Mean (range)
13694.2(5900–35200 mm3)
1.2(0.5–9.5 mg %)
67.7(11–834 U/L)
697(82–2850 U/L)

Leukocytosis (mean TLC –13694) with maximum 35200/mm3 and
elevated Serum Alkaline Phosphatase (mean: 698 U/L ranging from 82
to 2850 U/L) were the commonest abnormal laboratory finding. The liver
function tests were deranged i.e. S. bilirubin >1.2 mg%, SGPT and SGOT
>60 IU/lt, (Table 2). There was no correlation among abscess size, serum
bilirubin and Serum Alkaline Phosphatase. Serology tests for amoeba:
Serology tests performed were IHA and IFA. All the cases had positive
amoebic serology. (One of the inclusion criteria of the study design was
to include only positive amoebic serology patients).

Imaging studies
X ray chest was abnormal in 55% cases. Most common finding in CXR
was raised right hemidiaphragm (51%). 3% of the cases had right pleural
effusion and 1% had a round right paratracheal opacity.
On ultrasonography in 94% of the subjects the abscess were single and
6% had bilateral abscess.Right lobe was affected predominantly in 86%
of cases and 8% had only left lobe involvement. In 16% of the cases the
abscess size was less than 5 cm, and 84% had abscess of size >5 cm .

Treatment
All the patients were treated with Metronidazole 2.4 g/d for a period
of 10 days and then another drug patients were given Metronidazole
2.4 gm/d for 10 days followed by Diloxanate furoate was given in a dose
of 500 mg thrice a day for another 10 days with or without the antibiotics and /or percutaneous aspiration. Mean hospital stay was 7.89 days
ranging from 3 days to 25 days. On aspiration pus colour varied from
red, brown, and white, green to grey. Many times pus colour changes
while aspirating from same patient from same cavity. Aspiration is a
safe procedure and only one patient had bleeding into cavity that was
managed conservatively. One patient died of sepsis and DIC.

Complications
Amoebic liver abscess is known to lead to various complications .55% of
the patients had elevated right hemidiaphragm. Pleural effusions, ascites
and subhepatic collection were encountered in 3% each. 2% had peritonitis and splenic abscess was also seen in 2% of the patients. One patient
died of sepsis.

DISCUSSION
Amoebiasis is one of the common infections in the developing countries
like India, tropical regions of Africa, Mexico, Brazil; as well as it is a
rising infection in developed countries such as USA or European
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countries as a result of infected people visiting these countries or
citizens of these countries visiting the endemic countries.(4,5,6)
The mean age of the study subjects in our present study was 37.4 yrs and
most of the patients were in the age group 20–40 yrs. This is comparable
to various studies.3,7,9,10
Males were predominantly affected, and the Male: Female ratio was 9:1.
Globally it has been observed that males are affected much more than
females.3,7,8,10
A review of 8800 cases of ALA was conducted by Wells and Arguedas
and they reported that males were predominantly affected and accounted
for 86% of the cases.8
Various theories have been postulated to explain this gender difference but the exact reason is still not known. Researchers have tried to
explain the alcohol consumption in men,11 hormonal influences in premenopausal women,12 protective effect of iron deficiency anaemia among
menstruating women,13 as some of the reasons for males being affected
more than females.
Majority of the study subjects were from urban slums, low socioeconomic status and were illiterate. Similar findings have been reported
by Ramani et al.7 various studies worldwide have emphasized the role
of lack of sanitation and poor hygienic conditions leading to oro-fecal
transmission of amoebic infection.
In our study, 76% of the study subjects had history of alcoholism. Alcohol
has been identified as a major predisposing factor in the pathogenesis of
ALA. Hai et al. in his study reported that 85% of his study subjects had
history of alcoholism and also concluded that there is a fivefold incidence of ALA among alcoholics.2 Ramani et al. had reported alcoholism
in 64% of their study subjects,similar findings have been reported by various other researchers.7,14,15 The literature points towards an association
between alcohol intake and ALA which could possibly be due to hepatic
damage by alcohol which predisposes the amoebic invasion, compromised nutrition and decreased resistance of the body and thereby suppressed liver function or it could be contaminated liquor with amoeba.2
Clinically majority of patients presented with pain abdomen (94%) and
fever (82%). 67–87% of patients with amoebic liver abscess had fever
and 62–94% had pain abdomen.16 Wells and Arguedas reported that the
most common clinical manifestations in the ALA patients are abdominal pain, reported in 92% of patients and fever in 90% of the patients.8
Ramani et al. and Viroj Wiwanitkit also reported similar results.7,17 In
a study by Sharma et al, 94% of patients had fever and 90% had pain
abdomen.18
Various studies have reported jaundice in 45–50% of the cases of amoebic liver abscess,1,19,20 whereas in our study the only 4% of the cases had
jaundice . Sharma et al. reported in his study on ALA that only 12.7% of
cases were suffering with jaundice. He concluded that probably because
of the effective anti-amoebic therapy coupled with the invasive catheter
drainage, jaundice is now less frequently seen in cases of ALA.18
Distinct findings on laboratory investigation in our study were leukocytosis, raised SAP, and a positive amoebic serology. Similar results have
been reported in various other studies.7,8,18
Raised right hemidiaphragm or pulmonary complications can be of
diagnostic value on CXR. 51% of the patients had raised right hemidiaphragm and 3% had pleural effusion. Similar results have been observed
by Wells and Arguedas.8
ALA can be well documented with USG which is readily available, non
invasive, safe and affordable. On USG Examination of ALA cases in our
study majority (86%) abscess were located in right lobe of liver and were
single. Similar findings have been reported by Nari et al, Sharma and
Ahuja 2003 reported that right lobe of the liver is usually affected and is
predominantly a solitary lesion in 30–70% of cases.21
86

55% of the patients had pulmonary complications. Yoo HM and
co-workers had reported that 56% of their study subjects of amoebic
liver abscess had pulmonary complications.9 In our study out of those
who had pulmonary complications the most common was elevated right
hemidiaphragm (51%). Ribaudo & Ochsner from the USA reported
diaphragmatic elevation in 71% of their series of 21 cases, while Nwafo
& Egbue from Nigeria reported a 31.8% incidence of the high right
hemidiaphragm.21,22 Lyche et al. reported that 27% of his study subjects
elevated right hemidiaphragm.23
Pleural effusion is also a common complication of ALA and usually
occurs in the right lobe .3% of our patients had pleural effusion.
Sharma et al. has reported that 8.1% of the his patients had developed pleural effusion whereas it was observed to be 30% in a study by
Lyche et al.24 In a study by Adebayo 0 Adeyemo and Adebimpe derounmu
(20.5%) of the patients of ALA had serous pleural effusion.25 Ascites was
encountered in 3% of our patients. Tony and Martin reported that 1% of
the patients developed ascites.26
Subhepatic collection was encountered in 3% of the patients in our
study which is comparable with the results of the study by Yoo HM and
co-workers.9
2% of our study subjects had developed peritonitis. Sharma et al. in
his study had reported that 4% of his patients of ALA had peritonitis.
Wells et al. reported that in ALA, peritonitis is seen in 2 to 7% and often
with left-sided abscesses.8 Similar results have been reported by other
researchers.27-29
Splenic abscess in our study was observed in 2% of the patients.
Occurrence of a splenic abscess is usually reported either after a rupture
or due to the metastasis.30
In our study one patient (1%) died of sepsis. Sharma et al. reported that
the mortality rate in their study was 5.8% and further suggested that
this was linked to an increased number of pigtails catheters that were
inserted in the ALA cavity. Yoo HM and co-workers reported mortality
in 3% of the study subjects of ALA and concluded that the mortality is
much less in ALA as compared to the pyogenic abscesses which was as
high as 17% in his study.9 In several studies of ALA, the overall mortality rate ranges from 2–15%.1 ALA responds well to Metronidazole and
mortality is low if treated early.

CONCLUSION
ALA is a medically treatable common infection prevalent in developing countries due to lack of sanitation and hygiene which are inherently
linked with the disease causation. Hence the health policy should be
directed towards improving the factors of health education and adequate
sanitation which are imperative in preventing the amoebic infections.
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