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CASE REPORT

A 29-year-old asian female with no significant past
medical history experienced a two week history
of flu-like symptoms initially responsive to a

course of clarithromycin as an outpatient. The patient
then developed progressively worsening sharp con-
stant RUQ abdominal pain, post-prandial nausea, non-
bloody, non-purulent diarrhea, fevers, and chills. Vital
signs revealed a temperature of 103.9°F, pulse of 115
beats/min, and a blood pressure of 100/59. On exami-
nation the patient appeared ill and pale with a nondis-

tended abdomen, normoactive bowel sounds and RUQ
tenderness. Laboratory data were significant for an
elevated WBC at 13,400/mm3, an elevated alkaline
phosphatase at 101 U/L, and normal amylase and
lipase. CT scan of the abdomen and pelvis is shown. 

Questions
1. What is the differential diagnosis of this mass

lesion?
2. What is the pathogenesis of this condition?
3. What is the usual treatment?
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ANSWERS
1. Differential for this mass lesion includes pyo-

genic liver abscess, amebic liver abscess, malignancy
and liver cyst.

2. Pyogenic liver abscesses are caused by the fail-
ure of inflammation to completely eradicate an infec-
tion. Infection may enter the liver via the portal vein,
hepatic artery, biliary tree, penetrating trauma, or via
direct extension from a contiguous infection. Before
the advent of antibiotics, liver abscesses resulted from
untreated appendicitis via drainage through the portal
venous system. Now the most common identifiable
cause is suppurative cholangitis (1). Cryptogenic liver
abscesses are common and are often the majority in
case series (1,2). The most common isolates from pyo-
genic liver abscesses are gram negative rods (3).
Although E. coli was the most common bacterium dur-
ing the previous decades, recent series have shown that
K. pneumoniae is the number one etiologic agent (2,3).
Furthermore, K. pneumoniae abscesses are often
monomicrobial and present as an isolated cryptogenic
abscess (3). Gram positive organisms are less frequent
with enterococci and S. viridans predominantly found
in polymicrobial abscesses. In contrast, S. aureus liver
abscess is usually monomicrobial (1). Isolation of
anaerobic bacteria is underestimated secondary to
technical difficulty with bacterial culture. Anaerobic
bacteria are demonstrated in approximately 17% of
liver abscesses and with careful culture technique have
been shown to approach 45% (1,2). Bacteroides
species are the most common (1) 

3. The treatment of pyogenic liver abscess
includes antibiotics and drainage. With CT scanning
and improved imaging techniques, percutaneous
drainage has surpassed surgical drainage. Recently,
much attention has focused on imaging guided needle
aspiration of pyogenic liver abscesses as an alternative
to percutaneous drainage. A recent prospective ran-
domized trial composed of 64 subjects (32 in each
group) compared intermittent needle aspiration to con-

tinuous catheter drainage in the treatment of pyogenic
liver abscess (4). Although not statistically significant,
the needle group was associated with a higher treat-
ment success rate, shorter hospital stay, and lower
mortality rate (4). A large series of subjects is needed
to accurately document differences, if any, in the out-
comes of these two treatment modalities. 

Antibiotic therapy should be initiated as soon as
possible in the case of pyogenic liver abscess.
Although the ideal duration of antibiotics has not been
confirmed, most series cite a 2–3 week course of intra-
venous antibiotics followed by oral antibiotics for 4-6
weeks. 

This patient was initially started on intravenous
unasyn and gentamicin and underwent ultrasound
guided insertion of a percutaneous drain. Blood cul-
tures were negative but fluid drained from the abscess
demonstrated the anaerobe Fusobacterium. The gen-
tamicin was discontinued and the patient stayed on
unasyn. Her temperatures decreased as did her RUQ
pain. However, her hospital course was complicated by
LLQ pain, and MRI demonstrated a correspondent
fluid collection. This area was aspirated and found to be
hemorrhagic, likely a complication of the initial inser-
tion of the liver catheter. Her symptoms improved and
imaging showed the abscess to be decreased in size.
Unasyn caused the patient to develop a rash and she
was converted to ciprofloxacin and clindamycin. She
underwent approximately four weeks of intravenous
antibiotics and two weeks of oral antibiotic therapy. ■
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