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ABSTRACT
Aim: Clinical and Biochemical Profile in Patients of Liver Abscess: A Study from
Tertiary Care Centre in Bihar.
Methods: This cross-sectional research was conducted. Patients who met the inclusion
criteria and provided written informed consent were chosen for the research after
authorization from the institutional ethics committee was obtained. All consenting
people above the age of 18. This research comprised patients who presented with
consistent symptoms of liver abscess and patients who were confirmed with liver
abscess radiologically (Ultrasonography and CT Scan, if necessary). Patients who
refused to provide permission for the research were omitted from the trial.
Results: Alcohol use was the most prevalent risk factor in our research, accounting for
50(50%) of the cases. Diabetes mellitus (DM) was shown to be another substantial risk
factor, accounting for 22% of all cases in the current investigation. Both risk factors
were present in 14% of the cases. The most prevalent symptom was abdominal pain (97
percent), followed by fever (95 percent ). The most prevalent per abdominal
examination finding was hepatomegaly (81%), followed by abdominal pain (73 percent
). Anorexia was discovered in 51% of the patients. As a result of the problems, 13% of
patients had right sided pleural effusion and 7% developed ascitis. Based on
biochemical measures, 81 (81 percent) of 100 patients exhibited TLC counts more than
11000/mm3. ALP levels were elevated in 97 percent of patients. In 75 individuals (75
percent), the INR was raised.
Conclusion: If a patient has a protracted fever and discomfort in the upper abdomen, a
liver abscess should be considered, especially if the patient is an alcoholic or has
diabetes mellitus. Ultrasonography is a simple and inexpensive way to identify a liver
abscess. To avoid complications, morbidity, and death, early and urgent treatment is
essential.
Keywords: Liver Abscess, Clinical and Biochemical Profile
INTRODUCTION
Liver abscess is linked with up to 20% mortality 1 and is classified into many categories
depending on aetiology, the most common of which are amoebic (ALA) and pyogenic (PLA)
liver abscess. Surprisingly, ALA is more frequent in underdeveloped countries. In wealthy
countries, 1 PLA accounts for the majority of hepatic abscesses. PLA is caused by ascending
biliary tract infection, hematogenous spread through the portal venous system, septicemia
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with liver involvement via the hepatic artery circulation, and secondary dissemination by
intraperitoneal infection. PLA is most often caused by Escherichia coli, Klebsiella, and
Streptococcus.2
Although there are no clear clinical criteria for separating ALA from PLA, the following
factors may be used to make a differential diagnosis: younger age, residence in or recent
travel to locations with endemic amoebiasis, diarrhoea, and severe stomach discomfort
increase clinical suspicion of ALA. Ultrasonography (USG), serological tests such as indirect
hemagglutination test, reddish brown (anchovy paste like substance) aspirate from the
abscess, negative gramme stain, and quick clearance following metronidazole therapy are
used to confirm the diagnosis. The picket fence arrangement of the temperature chart, nausea,
vomiting, anorexia, haematological analysis of leukocytosis, anaemia, and positive blood or
aspirate culture for bacterial aetiology are used to make the diagnosis of PLA. The treatment
of liver abscesses has progressed significantly, with minimally invasive drainage taking
centre stage. Radiological imaging has increased diagnostic competence and revolutionised
therapy strategy by enabling percutaneous approaches employing needle aspiration or
catheter drainage. While open surgery should be reserved for the most difficult instances. 2,3
In the absence of considerable alcohol usage, NAFLD comprises a histological spectrum
ranging from steatosis through steatohepatitis, severe fibrosis, and cirrhosis. In the Western
world, NAFLD is the most frequent cause of liver disease. 4
In this paper, we report a research of clinical, lab parameters, and management of suspected
liver abscess patients in order to make an early diagnosis, initiate timely treatment, and avoid
sequelae.
METHODS AND MATERIALS
This cross-sectional research was conducted. Patients who met the inclusion criteria and
provided written informed consent were chosen for the research after authorization from the
institutional ethics committee was obtained. All consenting people above the age of 18. This
research comprised patients who presented with consistent symptoms of liver abscess and
patients who were confirmed with liver abscess radiologically (Ultrasonography and CT
Scan, if necessary). Patients who refused to provide permission for the research were omitted
from the trial.
METHODOLOGY
The investigation was done on 100 patients with liver abscess who came to medicine
OPD/Casualty during a one-year period. A full history was gathered, as well as a thorough
physical examination. All patients had a full hemogram, a liver function test, a kidney
function test, a coagulation profile (PT/INR), and an ultrasound of the abdomen. The hospital
laboratory's reference ranges were used to create the reference ranges for these examinations.
Urine and blood cultures were submitted. Serologies were also performed for Entamoeba
histolytica, HIV, hepatitis B, and hepatitis C viruses. Whenever pus was aspirated, cultures
were performed. When the abscess was liquefied, the pus was aspirated, and the patients were
put on antibiotics on an empirical basis.
RESULTS
The research included 100 patients, 85 (85%) of whom were men and 15 (15%) of whom
were girls. The male-female ratio was 5.67:1. The age range of 30-40 years had the greatest
number of instances. The patients' average age was 40.58 years. (See Table 1). The aetiology
of liver abscess (based on amoebic serology and pus culture) indicated that 80 percent were
amoebic (n=80) and 20 percent were pyogenic (n=20). Alcohol use was the most prevalent
risk factor in our research, accounting for 50(50%) of the cases. Diabetes mellitus (DM) was
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shown to be another substantial risk factor, accounting for 22% of all cases in the current
investigation. Both risk factors were present in 14% of the cases (Table 2).
The most prevalent symptom was abdominal pain (97 percent), followed by fever (95
percent). The most prevalent per abdominal examination finding was hepatomegaly (81%),
followed by abdominal pain (73 percent). Anorexia was discovered in 51% of the patients. As
a result of the problems, 13% of patients had right sided pleural effusion and 7% developed
ascitis (Table 3). On ultrasonography, the right lobe was affected in 77% of the patients, the
left lobe in 15%, and multiple abscesses (both lobes) in 11% of the cases.
Based on biochemical measures, 81 (81 percent) of 100 patients exhibited TLC counts more
than 11000/mm3. ALP levels were elevated in 97 percent of patients. In 75 individuals (75
percent), the INR was raised (Table 4). In the current investigation, we only aspirated the pus
once the abscess had been liquefied. As a result, pus cultures were negative in 98 of 100
patients, despite the fact that the patients had been put on empirical antibiotics prior to pus
aspiration. In the current series, there was no mortality.
Table 1: Demographic profile of liver abscess patients
Gender Number %
Male
85
85
Female
15
15
Age
Below 20
7
7
20-30
21
21
30-40
44
44
40-50
15
15
Above 50
13
13
Table 2: Risk factor profile of liver abscess patients
Risk factors Number
Alcoholic
50
DM
22
ALC+DM
14

%
50
22
14

Table 3: Clinical features of liver abscess patients
Signs and symptoms ALA=80 PLA=20
Fever
75
20
Pain abdomen
77
20
Vomiting
15
6
Nausea
43
6
Jaundice
19
0
Cough
17
6
Abdominal tenderness
59
14
Hepatomegaly
69
12
Anorexia
45
6
Pleural effusion
10
3
Ascitis
4
3

Total
95
97
21
49
19
23
73
81
51
13
7

%
95
97
21
49
19
23
73
81
51
13
7

Table 4: Biochemical parameters of liver abscess patients
ALA=80 PLA=20 Total=100
TLC >11000/µL
67
14
81
S. Bil >1.2mg/Dl
30
3
33

%
81
33
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SGOT >35
SGPT >35
SAP (IU/L) >100
S. albumin <3.5
INR >1

53
57
77
70
56

14
12
20
19
19

67
69
97
89
75

67
69
97
89
75

DISCUSSION
Tropical nations have a higher prevalence of liver abscess. 5,6 E. histolytica (amoebic) and
bacteria are the most prevalent etiological agents causing liver abscess (pyogenic). The
majority of liver abscess cases in underdeveloped countries are caused by amoebic bacteria.
In the current research, ALA accounted for more than three-fourths of the cases, with the
majority of them being isolated right lobe abscesses. This pattern of participation has been
observed before in earlier ALA series by Sharma et al, Mukhopadhyay et al, and Ghosh et al.
7-9

The mean age of the patients in our research was 40.58 years, which was consistent with
Indian studies, Ghosh et al, Sharma et al, and Mukhopadhyay et al, which reported 41, 40.5,
and 43.64 years, respectively.
7-9
The most common age group for liver abscess was 40-50 years of age, with comparable
findings in ALA patients, although PLA was found in all age groups with equal frequency.
However, research from the west, where PLA are more numerous, show that the average age
is beyond 60 years. 10-12
In terms of gender predilection, just 15 patients were female after recruiting 100 consecutive
patients. Male participation is more prevalent in Indian data; Sharma et al, Mukhopadhyay et
al, and Ghosh et al observed male to female ratios of 14.4:1, 7:1, and 11:1, respectively. 7-9
Pang et al and Heneghan et al, on the other hand, reported it to be 2:1 and 1.22:1,
respectively. 10,11
Alcohol intake was identified as a key risk factor in the current investigation, with 60 percent
of ALA patients exposed to it, whereas only 15 percent of PLA cases confirmed to be
alcoholic. It contradicts the findings of Islam QT et al, who discovered a relationship between
indigenous alcohol and the development of pyogenic liver abscess. 13 Ghosh et al's research
included 72 percent alcoholic patients. 9 Alcohol inhibits the action of Kupffer cells
(specialised macrophages) in the liver, which play a vital role in amoeba clearance.
Furthermore, it seems that invasive amoebiasis is reliant on the availability of free iron. A
high iron level in the diet, commonly gained from country liquor in chronic drinkers,
predisposes to invasive amoebiasis, as does a carbohydrate-rich diet. 14
Diabetes mellitus was another risk factor noted in 22% of instances, with drunkenness being
a risk factor in 14% of patients. Ghosh et al reported diabetes in 9% of patients, whereas Das
et al recorded diabetes in 70% of patients. When compared to control participants, diabetic
patients had a 3.6-fold greater chance of acquiring PLA, according to Thomsen et al. 15
The most prevalent symptoms in the current research are abdominal discomfort and fever,
with a frequency of 97 percent and 95 percent, respectively. Ghosh et al found it to be
prevalent in 99 percent and 94 percent, respectively, although other studies find it to be
present in 62-94 percent and 67-87 percent, respectively. 7-9
Other major effects were nausea and anorexia, which were seen with 49 percent and 51
percent of patients, respectively, with a higher prevalence in ALA. In their research, Ghosh et
al found that 93% of patients had anorexia and 54% had nausea and vomiting. 9 Cough was
another rare symptom that occurred in 23% of individuals.
Jaundice was seen in only 19% of patients, which is consistent with the trend. Ghosh et al.
discovered it in 26% of patients. 9 It was observed in 45-50 percent of patients in previous
Indian investigations. 16 However, with the development of effective antibiotic treatment, it
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has becoming less prevalent. Sharma et al found it in just 12.7% of cases. 7 Yoo et al.
examined data from patients during the 1970s and 1980s and found that the incidence of
jaundice decreased from 25% to 7% throughout this time period. 17 Diarrhoea was seen in
25% of patients in the current research, which was previously described by Ghosh et al in
23% and varying from 4% to 33% in prior investigations. 9–10, 18–20
We found hepatomegaly in 81% of the patients. Ghosh et al found it in 89 percent of
instances, which agrees with the current research, however Das et al found it in only 40
percent of cases, which contradicts the current study. 9,21
In the current research, leukocytosis was identified in 81 percent of patients, with 83.75
percent and 70 percent frequency in ALA and PLA, respectively. As a result, leucocytosis is
not an absolute sign of PLA and cannot be used to distinguish ALA from PLA. Ghosh et al.
found similar results with leucocytosis in 82 percent of patients. 9 In a research conducted by
Malik and his colleagues, leucocytosis was found in 68 percent of PLA patients. 22 Khan and
colleagues discovered 26.7 percent polymorphonuclearleucocytosis. 23
Serum alkaline phosphatase was raised in 97 percent of patients in the current research, with
96.25 percent and 100 percent frequency from ALA and PLA, respectively, which is
consistent with prior investigations.
SGOT and SGPT levels were elevated in 64% and 66% of patients, respectively. 89 percent
of patients had albumin levels of <3.5g/dL or above. Ghosh et al. observed a similar result. In
85.7 percent of PLA patients and 74% of overall liver abscess cases, the PT >INR was more
than one.
In terms of radiological findings, 67 percent of patients had solitary abscesses, whereas 35
percent had numerous abscesses. Similarly, Ghosh et al. discovered 65 percent of single
abscesses. 9 In accordance with prior investigations, the right lobe was mostly affected.
8,921,24,26
The average volume of the abscess was 210cc, with involvement of either the right,
left, or both sides.
The three problems seen in this research were pleural effusion, ascites, and ascites. Pleural
effusion was reported in 13% of the patients, whereas ascites was seen in 7% of the cases.
Siddiqui et al. observed a similar result. 6 Other problems such as sepsis, multi-organ failure,
and mortality were not seen in this research, which might be due to the disease's early
detection and rapid and vigorous treatment. Another factor is that the current study's sample
size is tiny.
CONCLUSION
If a patient has a protracted fever and discomfort in the upper abdomen, a liver abscess
should be considered, especially if the patient is an alcoholic or has diabetes mellitus.
Ultrasonography is a simple and inexpensive way to identify a liver abscess. To avoid
complications, morbidity, and death, early and urgent treatment is essential.
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