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Introduction

Liver abscess is the most common type of visceral
abscess, that accounts for an annual incidence of 2.3
cases per 100,000 population™.Fever and pain abdomen
are the common clinical features whereas the disease can
present with several other atypical manifestations that
can impede the diagnostic process. Such atypical
presentations of liver abscess are discussed below.

Case 1: A 23 years old female presented with complaints
of recurrent dull-aching epigastric and right upper
guadrant abdominal pain with vomiting and low grade
fever for last 2 years. She was evaluated and diagnosed to
be a case of pyogenic liver abscess and was treated with
oral antibiotics. But despite of completion of antibiotic
course she didn’t have any relief of symptoms. She had
to repeatedly take analgesics for her pain. 1 month back
she again presented with sudden onset severe abdominal
pain, for which she was admitted and CECT whole
abdomen was done.

CECT was suggestive of evolving liver abscess in left
lobe of liver segment Il (6x5cm) and right lobe of liver

segment 1V(1.2x1.3 cm). USG-CT correlation was done

which was suggestive of organized abscess. FNAC of the
liver lesion done and HPE findings showed extensive
necrotic background with epitheloid cell granulomas and
langhans type of giant cells suggestive of tuberculosis.
She was started on antitubercular therapy. Her symptoms
gradually improved and she was found to be doing well
on further follow-up.

Case 2: A 40 years old male with dull-aching pain over
right hypochondrium for last 2 months, presented at
emergency with sudden onset breathlessness for last 2
days. He was a known case of alcohol use disorder for
last 20 years. On examination, he had tachycardia,
tachypnoea, SpO, 84% in room air, tenderness present
over right hypochondrium. Chest X-ray showed right
sided pleural effusion. His Ultrasound abdomen revealed
multiple heterogenous hypoechoic area in both lobes of
measuring 5x3cmwith
Blood

showed total leucocyte count 44,000 cu/mm. Sputum sent

liver, largest one

subdiaphragmatic  collection. investigations
for culture and sensitivity and CBNAAT were negative.
PCD was inserted in subdiaphragmatic collection and

right lobe abscess in segment 8 of liver. Treatment was
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started in the form of broad spectrum antibiotics and no
response was observed after 2 weeks of treatment. In
view of large pleural effusion PCD was placed at right
subdiaphragmatic and right 5™ intercostals space. Pus
culture was sent for microbiological & biochemical
analysis. Gram stain showed trophozoites of Toxoplasma
gondii.
He was started on oral Trimethoprim and
Sulfamethoxazole. Clinical improvement observed on 4™
day of treatment. There was complete resolution of liver
abscess in ultrasonographic evaluation of the abdomen
performed after 4 weeks.

Case 3: A 26 years old male with alcohol use disorder
presented with shortness of breath for last 4 days.
Breathlessness was associated with retrosternal chest
pain with sweating. Breathlessness increases on supine
posture. On examination, patient was tachypneic, febrile,
hypotensive with SpO,88% in room air. Tenderness
present over right hypochondrium and bilateral basal
crepitations with decreased breath sound on left side.
Chest X-ray showed bilateral pleural effusion with
enlarged cardiac silhouette. Echocardiography showed
moderate pericardial effusion (largest pocket 11.7cm)
without any sign of cardiac tamponade. Ultrasound
abdomen showed well defined multiloculated SOL (12.5
X 7.6 cm) with irregular margin in segment 1l of left lobe
of liver.

CECT thorax revealed bilateral moderate pleural effusion
with atelactasis of lower lobes and massive pericardial
effusion. Further CECT whole abdomen was done which
revealed a well circumscribed 117.4 x 102.7mm, low
attenuated focal lesion with eccentric septae and
hypoattenuation rim around capsule was seen in antero-
superior left lobe of liver segment Il with shaggy
irregular inner wall and thin capsule, in compressed liver

parenchyma suggestive of abscess.
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Patient was treated with Percutaneous drainage of liver
abscess and intravenous antibiotics. Patient responded to
treatment and serial monitoring of echocardiography
showed minimal collection. PCD was removed after 2
weeks. He was discharged in hemodynamically stable

condition.

Figure 1

Discussion

Tuberculosis is still global health problem affecting 95%
of developing nations. Pulmonary tuberculosis is the
common presentation of tuberculosis. Involvement of
biliary system remains uncommon 3. Tubercular liver
abscess is a very rare presentation. Absence of acid-fast
bacilli doesn’t rule out the diagnosis. Polymerase chain
reaction showed better diagnostic yield over other
conventional test!.Our first case was initially managed
in the line of amoebic liver abscess owing to its
endemicity. Then after diagnosis the best management
was anti-tubercular drugs ®®. This case highlights the
need of investigating tuberculosis in a case of pyrexia of
unknown origin with abscess and anti-tubercular drugs
showed effective.

Our second case is an unusual presentation of liver
abscess presented with right hypochondriac pain with
breathlessness with lack of response to broad spectrum

antibiotics. Finally patient was diagnosed with rare
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treatment.

Last but not the least, an atypical presentation of ruptured

liver abscess in the form of breathlessness and

echocardiography suggestive of pericardial effusion.

CECT Chest with whole abdomen showed ruptured liver

abscess communicating with pericardium. Patient

responded to USG guided PCD drainage in the left lobe
abscess and i.v antibiotics.
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