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Abstract 

Hepatic abscess was studied in 21 established cases in Basrah hospitals (Southern Iraq) during 1985 to

1988. Age of patients varied from 19 to 60 years. There were 7 females and 14 males and most of them

from urban areas. All patients had a single abscess and the common site affected was the right lobe.

Microorganisms isolated from 19 patients included a variety of aerobic and anaerobic bacteria and a

protozoan Entamoeba histo/ytica. Escherichia co/i was the most common etiologic agent for the

pyogenic abscesses. Therapy was a combination of an open surgical drainage and antimicrobial agents.

Usually the drug regimen included metronidazole in combination with either tetracycline, ampicillin or

gentamicin. No mortality was recorded on a long-term sequelae (JPMA 39: 259, 1989).

INTRODUCTION 

Hepatic abscesses have an invariably fatal outcome in untreated cases1-3. They figure prominently in

the diagnosis of upper abdominal illness. Therefore, surgeons have maintained an active interest in

differential diagnosis, principles of treatment and indications for surgical intervention. Open surgical

drainage and antimicrobial agents4 have improved the prognosis, but are still associated with high

mortality. After the introduction of ultrasound along with modern surgical and antimicrobial treatments,

the operative mortality dropped to 5-9% for solitary hepatic abscess5,6due to its significant impact on

both diagnosis and treatment. There has also been an increased recognition that anaerobes play an

important role in this condition1,4,7,8. Metronidazole, an agent that is amoebicidal and bactericidal is

now being recommended for the treatment5,9. Accordingly, we present an analysis of a recent series of

Iraqi patients with hepatic abscess for the first time. It is an attempt to delineate the clinical setting, the

most useful diagnostic clues and the current 4pproach to therapy.

PATIENTS AND METHODS 

From 1985 to 1988, 21 cases of hepatic abscess were diagnosed, operated and treated by chemotherapy

in Basrah hospitals (Southern Iraq). Informed consent was obtained in all patients. The clinical details

were recorded. The admitting diagnosis was based on the clinical presentation, mostly fever, abdominal

pain and enlarged tender liver. The diagnosis was confirmed by x-ray, ultrasonography and laparotomy.

In order to facilitate the isolation of the microorganisms, gram-stain, aerobic and anaerobic cultures of

the aspirate were carried out. Open surgical drainage was performed for all patients and adjuvant

antimicrobial agents were given.

RESULTS 

Twenty one patients were diagnosed, operated and treated for hepatic abscess. There were 7 females

and 14 males; 8 from rural and 13 from urban localities (Table 1).



The mean ± SD age was 41.6 ± 10.1 years, with a range of 19 to 60 years. All patients had a single

focus of infection. Symptoms and signs included fever and right upper abdominal pain (Table II).



Fever was noticed in 100% of patients. Left lobe abscess presents as a painful epigastric swelling.

Tender hepatomegaly was an almost constant feature. Microbiological data are presented in Table I. All

patients underwent an open surgical drainage in combination with antimicrobial administration. A

variety of antimicrobial agents were given, the choice depending on the sensitivity of the isolated

microorganism. Metronidazole was administered in combination with either tetracycline, ampicillin or

gentamicin (Table III).



There were no deaths or long-term sequelae.

DISCUSSION 

Twenty one patients, seen in this study, underscore the key features of epidemiology, clinical

presentation, causative agents and treatment. Hepatic abscess presented as an acute abdominal illness.

Most of the patients were Iraqi males in the age group of 41-50 years, confirming the findings of

others5,6,10-12. Interestingly, there was no case in the age group of 21-30 years which is difficult to

explain. However, other workers have pointed out that there is no predilection of either sex and the

highest percentage of progenic abscesses occurs in the age over 55 years. 8,11 The admitting diagnosis,

based on clinical presentation, most often was intra-abdominal inflammatory disease. The chief

complaints in our series were fever (100%) and right upper abdominal pain (66.7%). Hepatomegaly

and jaundice were noticed in 57.1% and 19% respectively. Schwartz et al11 however have reported that

fever accompanied by chills and sweating is present in over 75% of the patients. Hepatomegaly is

observed in 30-60% of cases and jaundice is an uncommon finding. While the predominant symptoms

and signs recorded by Rubin et al8 are fever (87%), hepatomegaly(51%) and right upper quadrant pain

(47%). Clinically, apparent jaundice was noticed only in patients with abscess secondary to biliary tract

infection or with adjacent sites of localized. suppuration. 4,8 The diagnosis was then confirmed by

ultrasound test, laparotomy and aspiration of abscess content. However, pyogenic hepatic abscess has,

in many instances, produced sterile cultures which probably reflects inadequate culture techniques for

anaerobic microorganisms9. Pyogenic cultures were obtained from pyogenic abscesses in 82%8 and

50A%11 of cases. Further more, amoebic trophozoites are occasionally found in the pus of amoebic

hepatic abscess9,11. Since Iraq is endemic for hydatidosis13 differential diagnosis must be done.

Hydatid cyst should always be excluded due to the potential risk of spreading if material from the cyst

leaks out into the peritoneal cavity12,14. In our series, Entarnoeba histolytica Escherichia coil and

mixed bacteria were detected in 47.6%, 28.6% and 14.3% of the cases respectively. Sterile abscess was

found in only 9.5% of the cases. The high amoebic abscesses observed in this study are related to the

high prevalence of intestinal amoebiasis in the area15 . In contrast, amoebic abscesses are relatively

uncommon in the unendemic countries5,8,1. The present study and others4,8,10,11 have found that E.coli

is the prime bacterial invader of the liver. Staphylococcus aureus and streptococcal species being

reported either of lesser importance4,10,1,5 or equally important8. Nevertheless, Proteus, Klebsiella-



Enterobacter and Pseudomonas also play a major role4,8,1. Due to the high reported percentage (38-

60%) of sterile hepatic abscesses in the past, the concern of anaerobic bacteria have been realized1,4,8.

Thereafter, the percentage of sterile hegatic abscesses have dropped to a less than 15%4,7.  Nineteen

hepatic abscesses were located in the right lobe probably due to its relative bulk confirming the

findings of others5,6,11,12. The observed 2 left lobe abscesses in this work were amoebic in nature. A

solitary amoebic abscess of the left lobe is rare but has a particular propensity to cause perforation8.

Due to a wide diversity of microorganisms that have been associated with hepatic abscess, definitive

chemotherapy depends on the results of properly obtained cultures and antimicrobial sensitivity. In

other words, the choice of chemotherapy be determined according to the source of the abscess. But,

today, it is not clear that these microorganisms will remain sensitive to the chosen antibiotics.

Metronidazole is effective against intestinal and hepatic amoebiasis, anaerobic and a number of gram-

negative microorganisms likely to be encountered in hepatie abscess5,9 . Thus, metronidazole was

given to all patients in our series in combination with either tetracycline, ampicillin or gentamicin

because it has a potential advantage in its rapid and consistent bactericidal and amoebicidal activities.

However, open surgical drainage still has a significant role in the treatment of hepatic abscess. Survival

rate recorded in this study was 100%. Others reported a rate of 95%5, 93%11, 91%6, 81% and 70%4 in

uncomplicated cases. But Rubin et al8 had documented that only 21% patients over 50 years of age and

47% patients under 50 years of age were survived. The present results reflect a better understanding of

the epidemiology, diagnosis and treatment of hepatic abscess in Iraq. With availability of the ultrasound

test and modern surgery, mortality was not recorded. Metronidazole shows great promise as an

effective bactericidal and amoebicidal agent. Until assessing the efficiency of antibiotics treatment

alone, open surgical drainage in combination with chemotherapy remains the treatment of choice.
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