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Hepatic abscess, an unusual complication in a post-
operative cholecystectomy patient: Case report

Abstract

The hepatic abscess is a rare complication related to multiple causes, mostly of biliary
origin. Its etiology can be classified on amoebic or pyogenic origin, being more frequent
with the bacterial etiology. The development of a hepatic abscess is related in 4.8% to 15%
of patients with acute cholecystitis and 21.9% of patients having a biliary disease. The
clinical presentation is usually non-specific; it needs to be complemented with an imaging
study to make the timely diagnosis. Its management varies according to its evolution and
size; both percutaneous drainage and surgical drainage provide adequate management for
medium and large abscess with a favorable prognosis. We presented the case of a patient
with hepatic abscess formation after a laparoscopic cholecystectomy for acute Lithia sic

cholecystitis.
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Introduction

Hepatic abscess today is considered an uncommon complication of
acute Lithia sic cholecystitis, according to literature, these are divided
into amoebic and pyogenic, the last one being more frequent.! One of
the things that must be taken into consideration for this complication
are the risk factors of the patient such as cirrhosis, diabetes mellitus
(DM), liver transplantation and malignancy.!? Early diagnosis and
treatment are a crucial steps in the management of these patients
as presentation can be subtle and nonspecific (abdominal pain,
fever, nausea and vomiting).!? In recent decades, antibiotic therapy
combined with percutaneous drainage has become the first-line
treatment in most cases, and has greatly improved the prognosis of
patients. The mortality rate has dropped from 70% to 6.31%.? There is
scarce literature that describes this complication, and the objective of
this work is to communicate the results obtained from our experience.

Case history

A 44-year-old female patient, without significant medical history,
who arrived to the Emergency Department presenting a five days
with right upper quadrant pain colic abdominal pain, aggravated to
the intake of fat meals, accompanied by nausea and two 2 episodes
of vomiting of gastric-food content, unchanged liver function tests.
On physical examination there was no fever, normal vital signs but a
positive Murphy’s sign. Blood exams showed leukocytosis of 12,120
(4-10,000) with left shift, neutrophils of 42% (50-70%) and normal
liver function tests. An upper abdomen ultrasound was performed,
reporting a gallbladder of 5 x 10 cm, with a thin wall (2.13 mm)
but the presence of a 15 mm gallstone impacted in the neck of the
gallbladder (Figure 1). Presenting positive ultrasound Murphy’s sign,

with these findings, it was classified according to the Tokyo criteria
as suspected/probable acute Lithia sic cholecystitis. It was decided
to perform a laparoscopic cholecystectomy; an approach of 4 ports
was carried out. Intraoperative findings demonstrated a gallbladder
with edema and the presence of local adhesions, the dissection of
Calot’s triangle was performed correctly, achieving the critical vision
of Strasberg, then we placed two proximal and one distal clip in the
cystic artery and the same for the cystic conduct, sectioned them
individually, after this, the liver bed was dissected with monopolar
energy until its total resection, without any sings of hepatic abscess
during the procedure. Then the surgical piece was extracted by sterile
bag, and sent to pathology, reporting (acute Lithia sic cholecystitis
(Figure 2). The patient had an adequate postoperative evolution and
was discharged on the second postoperative day. A week later, she
came back to the hospital referring a 12 hours acute onset of stabbing
right upper quadrant abdominal pain, fever of 38.5° and oral intake
intolerance. Blood test demonstrated a normal leukocyte value of
8,640 (4-10,000) with neutrophils of 58% (50-70%), unaltered liver
function tests and C - reactive protein of 145.6 (0-30) are shown.
Abdominal CT scan showed a hyper-dense lesion (4.8 x 4.2 cm)
delimited in the right hepatic lobe is visualized on segments IVb
and V, with characteristics of liver abscess in the right lobe and right
sub diaphragmatic collection (Figure 3). Infectiology department
recommended to start antibiotherapy with IV Piperacillin-Tazobactam
and a laparoscopic hepatic abscess drainage was performed, during
OR multiple adhesions were visualized on the surgical bed and were
released, the hepatic abscess was located at the right lobe, a sample
is taken for culture and the drainage of 65 ml purulent collection
was completed and closed type drainage was placed (Figure 4). A
positive culture report for Enterococcus faecium was obtained, the
postoperative evolution of was favorable with a 3" postoperative day
discharge. At review two months after surgery she had recovered well.
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Figure | Vesicular ultrasound with presence of hyper echogenic image, with
acoustic shadow, non-mobile, in the neck of the gallbladder; with a diameter of

. ¢ )
Figure 2 Gallbladder with multiple adhesions is pulled to perform critical
vision of Strasberg and subsequent dissection of the liver bed.

Figure 3 Abdominal CT with presence of liver abscess in right lobe and right
sub diaphragmatic collection.

Figure 4 Liver abscess in the right lobe and right sub diaphragmatic collection,
a sample is taken for culture and drained with suction.

Copyright:
©2022 Flores-Uribe et al.

Discussion

Cholecystectomy is the main treatment for acute cholecystitis.>”
Post-cholecystectomy syndrome includes symptoms such as
abdominal pain, fever and jaundice after surgery, which may have
a biliary origin (e.g. recurrent retained calculus, injury and/or
scarring of the biliary tree) and non-biliary (e.g. psychosomatic or
gastrointestinal).® This syndrome has an incidence as high as 40% of
patients undergoing cholecystectomy, with an onset range from 2 days
to 25 years.’

Intra-abdominal abscess is the most common complication
following cholecystectomy.® However, hepatic pyogenic abscess
(HPA) is a rare entity, with a mortality rate of 5.6% to 10% and
a concurrence ranging from 1.1/100,000 to 3.6/100,000 in the
population, even mortality can rise to 22% in patients with multiple
HPAs." Very few cases have been reported in the literature that
speaks of HPA associated with cholecystitis."®!7 These cases are
usually polymicrobial infections, usually with pathogens such as E.
coli and Klebsiella.'®!” Most patients present with the Charcot triad:
fever, jaundice and pain in the right upper quadrant, making the
diagnosis with the support of ultrasound and/ or CT, with sensitivities
of 85% and 97%, respectively.”® In ultrasound, recent HPAs have
poor demarcation and variable echogenicity, and can be confused by
neoplasms.?! The CT scan, on the other hand, demonstrates a density
related to maturity in the contrasted modality, although in general,
they appear as hypo-attenuated lesions with peripheral intensity,
occasionally containing gas in the form of bubbles or hydro-aerial
levels, as well as the sign of the double white (hypo-attenuated
lesions filled with fluid surrounded by an inner ring that represents the
membrane of the abscess and an outer ring consisting of parenchymal
edema) and the sign of the cluster (multiple separate lobes forming a
larger cavity).??

The recommended approach for HPA is mostly non-surgical
(e.g., antibiotics for small and multiple HPAs; needle aspiration or
intrahepatic catheter placement for larger HPAs; and surgery for
abscesses >5 cm or unstable patients, or in case of conservative
treatment failure).! With very few reports of HPA complicating
cholecystectomy, there is no consensus regarding the standard treatment
of such conditions. Some authors manage such conditions with an
open approach with a block resection of the abscess, gallbladder, and
vesicular bed, such as an atypical resection of the hepatic V segment.?
Others used an open or laparoscopic approach, depending on local
conditions (intrahepatic gallbladder, ill-defined anatomy, high risk of
damage to hilar structures), with cholecystectomy and deroofing of
the abscess cavity.?*

Conclusion

The present case demonstrates a hepatic abscess as a complication
after a laparoscopic cholecystectomy, emphasizing the importance
of including this entity in our differential diagnoses, to subsequently
perform a correct therapeutic method depending on the clinical and
economic condition of the patient, the expertise of the surgeon and the
site where the operation will be performed.

Acknowledgments
None.
Funding

This study did not receive any specific support from funding
agencies, in the public, commercial or non-profit sector.

Citation: Flores-Uribe A, Pérez-Macias JP, Gonzalez-Arévalo JA, et al. Hepatic abscess, an unusual complication in a post-operative cholecystectomy patient:
Case report. | Liver Res Disord Ther. 2022;6(1):1-3. DOI: 10.15406/jIrdt.2022.06.00 129


https://doi.org/10.15406/jlrdt.2022.06.00129

Hepatic abscess, an unusual complication in a post-operative cholecystectomy patient: Case report

Conflicts of interest

The authors declare that they have no conflict of interest in the
writing of this manuscript.

References

1.

Costi R, Le Bian A, Cauchy F, et al. Synchronous pyogenic liver abscess
and acute cholecystitis: how to recognize it and what to do (emergency
cholecystostomy followed by delayed laparoscopic cholecystectomy).
Surg Endosc. 2012;26(1):205-213.

Serraino C, Elia C, Bracco C, et al. Characteristics and management of
pyogenic liver abscess: An European experience. Medicine (Baltimore).
2018;97(19):¢0628.

Ansaloni L, Pisano M, Coccolini F, et al. WSES guidelines on acute
calculous cholecystitis. World J Emerg Surg. 2016;25:1.

EASL clinical practice guidelines on the prevention, diagnosis and
treatment of gallstones. J Hepatol. 2016;65(1):146—-181.

Okamoto K, Suzuki K, Takada T, et al. Tokyo Guidelines 2018:
flowchart for the management of acute cholecystitis. J Hepatobiliary
Sci. 2018;25(1):55-72.

R Girometti, G Brondani, L Cereser, et al. Post-cholecystectomy
syndrome: spectrum of biliary findings at magnetic resonance
cholangiopancreatography. Br J Radiol. 2010;83(988):351-361.

P Chowbey, A Sharma, A Goswami, et al. Residual gallbladder stones
after cholecystectomy: a literature review. J Minim Access Surg.
2015;11(4):223-230.

Memon MA, Deeik RK, Maffi TR, et al. The outcome of unretrieved
gallstones in the peritoneal cavity during laparoscopic cholecystectomy:
a prospective analysis. Surg Endosc. 1999;13(9):848-857.

Chou FF, Sheen-Chen SM, Chen Y, et al. Single and Multiple Pyogenic
Liver Abscesses: Clinical Course, Etiology, and Results of Treatment.
World J Surg. 1997;21(4):384-389.

. Gabriel DS, Eduardo V, Eduardo OP. Cholecystitis and Synchronous

Liver Abscess: Percutaneous Treatment Results. Acta Scientific
Gastrointestinal Disorders. 2019;2(9):16-21.

. Kochar K, Vallance K, Mathew G, et al. Intrahepatic perforation of

the gall bladder presenting as liver abscess: Case report, review of
literature and Niemeier’s classification. Eur J Gastroenterol Hepatol.
2008;20(3):240-244.

12

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Copyright:
©2022 Flores-Uribe etal. 3

. Niemeier OW. Acute free perforation of the gall bladder. Ann Surg.
1934;99(6):922-924.

Masood MR, Ali M, Burgaul R, et al. Hepatic abscess secondary to
gallbladder perforation: Case report and literature review. Scott Med J.
2008;53(1):1-6.

Izadi K, Moser FG, Haker K, et al. Gallstone Liver Abscess Secondary
to Gallbladder Perforation. Radiol Case Rep. 2009;4(2):280.

Paramythiotis D, Karakatsanis A, Karlafti E, et al. Pyogenic Liver
Abscess Complicating Acute Cholecystitis: Different Management
Options. Medicina (Kaunas). 2022;58(6):782.

Varathan N, Hess G, Nocera F, et al. Intraabdominal abscess after
Cholecystectomy: Do not forget the stones. Int Clin Med. 2019;3:1-2.

Sivanesan U, Varma V, Lee SY. Pyogenic hepatic abscesses secondary
to choledocholithiasis eight years post-cholecystectomy: A case report.
Eur J Radiol Open. 2020;7:100292.

JJ Ruiz-Hern"andez, M Le on-Mazorra, A Conde-Martel, et al. Pyogenic
liver abscesses: mortality- related factors. Eur J Gastroenterol Hepatol.
2007;19(10):853-858.

GG Kaplan, DB Gregson, KB Laupland. Population-based study of the
epidemiology of and the risk factors for pyogenic liver abscess. Clin
Gastroenterol Hepatol. 2004;2(11):1032-1038.

H Qandeel, H Abudeeb, A Hammad, et al. Clostridium perfringens
sepsis and liver abscess following laparoscopic cholecystectomy. J Surg
Case Rep. 2012;2012(1):5.

P Bachler, MJ Baladron, C Menias, et al. Multimodality imaging of liver
infections: differential diagnosis and potential pitfalls. Radiographics.
2016;36(4):1001-1023.

JYH Hui, MKW Yang, DHY Cho, et al. Pyogenic liver abscesses caused
by Klebsiella pneumoniae: US appearance and aspiration findings.
Radiology. 2007;242(3):769-776.

Donati M, Biondi A, Basile F, et al. An atypical presentation of
intrahepatic perforated cholecystitis: A modern indication to open
cholecystectomy. Report of a case. BMC Surg. 2014;14:6.

Cristian D, Grama F, Burcos T. Laparoscopic Treatment of a Hepatic
Subcapsular Abscess Secondary to Gallbladder Perforation: Case
Report. Chirurgia. 2014;109(1):132-135.

Citation: Flores-Uribe A, Pérez-Macias JP, Gonzalez-Arévalo JA, et al. Hepatic abscess, an unusual complication in a post-operative cholecystectomy patient:
Case report. | Liver Res Disord Ther. 2022;6(1):1-3. DOI: 10.15406/jIrdt.2022.06.00 129


https://doi.org/10.15406/jlrdt.2022.06.00129
https://pubmed.ncbi.nlm.nih.gov/21858576/
https://pubmed.ncbi.nlm.nih.gov/21858576/
https://pubmed.ncbi.nlm.nih.gov/21858576/
https://pubmed.ncbi.nlm.nih.gov/21858576/
https://pubmed.ncbi.nlm.nih.gov/29742700/
https://pubmed.ncbi.nlm.nih.gov/29742700/
https://pubmed.ncbi.nlm.nih.gov/29742700/
https://wjes.biomedcentral.com/articles/10.1186/s13017-016-0082-5
https://wjes.biomedcentral.com/articles/10.1186/s13017-016-0082-5
https://pubmed.ncbi.nlm.nih.gov/27085810/
https://pubmed.ncbi.nlm.nih.gov/27085810/
https://pubmed.ncbi.nlm.nih.gov/29045062/
https://pubmed.ncbi.nlm.nih.gov/29045062/
https://pubmed.ncbi.nlm.nih.gov/29045062/
https://pubmed.ncbi.nlm.nih.gov/20335441/
https://pubmed.ncbi.nlm.nih.gov/20335441/
https://pubmed.ncbi.nlm.nih.gov/20335441/
https://pubmed.ncbi.nlm.nih.gov/26622110/
https://pubmed.ncbi.nlm.nih.gov/26622110/
https://pubmed.ncbi.nlm.nih.gov/26622110/
https://pubmed.ncbi.nlm.nih.gov/10449837/
https://pubmed.ncbi.nlm.nih.gov/10449837/
https://pubmed.ncbi.nlm.nih.gov/10449837/
https://pubmed.ncbi.nlm.nih.gov/9143569/
https://pubmed.ncbi.nlm.nih.gov/9143569/
https://pubmed.ncbi.nlm.nih.gov/9143569/
https://www.actascientific.com/ASGIS/pdf/ASGIS-02-0089.pdf
https://www.actascientific.com/ASGIS/pdf/ASGIS-02-0089.pdf
https://www.actascientific.com/ASGIS/pdf/ASGIS-02-0089.pdf
https://pubmed.ncbi.nlm.nih.gov/18301308/
https://pubmed.ncbi.nlm.nih.gov/18301308/
https://pubmed.ncbi.nlm.nih.gov/18301308/
https://pubmed.ncbi.nlm.nih.gov/18301308/
https://pubmed.ncbi.nlm.nih.gov/17867204/
https://pubmed.ncbi.nlm.nih.gov/17867204/
https://journals.sagepub.com/doi/abs/10.1258/RSMSMJ.53.1.60H
https://journals.sagepub.com/doi/abs/10.1258/RSMSMJ.53.1.60H
https://journals.sagepub.com/doi/abs/10.1258/RSMSMJ.53.1.60H
https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.634.7296&rep=rep1&type=pdf
https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.634.7296&rep=rep1&type=pdf
https://www.mdpi.com/1648-9144/58/6/782
https://www.mdpi.com/1648-9144/58/6/782
https://www.mdpi.com/1648-9144/58/6/782
https://www.oatext.com/pdf/ICM-3-156.pdf
https://www.oatext.com/pdf/ICM-3-156.pdf
https://www.sciencedirect.com/science/article/pii/S2352047720300812
https://www.sciencedirect.com/science/article/pii/S2352047720300812
https://www.sciencedirect.com/science/article/pii/S2352047720300812
https://pubmed.ncbi.nlm.nih.gov/17873608/
https://pubmed.ncbi.nlm.nih.gov/17873608/
https://pubmed.ncbi.nlm.nih.gov/17873608/
https://pubmed.ncbi.nlm.nih.gov/15551257/
https://pubmed.ncbi.nlm.nih.gov/15551257/
https://pubmed.ncbi.nlm.nih.gov/15551257/
https://pubmed.ncbi.nlm.nih.gov/24960720/
https://pubmed.ncbi.nlm.nih.gov/24960720/
https://pubmed.ncbi.nlm.nih.gov/24960720/
https://pubmed.ncbi.nlm.nih.gov/27232504/
https://pubmed.ncbi.nlm.nih.gov/27232504/
https://pubmed.ncbi.nlm.nih.gov/27232504/
https://pubmed.ncbi.nlm.nih.gov/17325065/
https://pubmed.ncbi.nlm.nih.gov/17325065/
https://pubmed.ncbi.nlm.nih.gov/17325065/
https://pubmed.ncbi.nlm.nih.gov/24468118/
https://pubmed.ncbi.nlm.nih.gov/24468118/
https://pubmed.ncbi.nlm.nih.gov/24468118/
https://pubmed.ncbi.nlm.nih.gov/24524484/
https://pubmed.ncbi.nlm.nih.gov/24524484/
https://pubmed.ncbi.nlm.nih.gov/24524484/

	Title
	Abstract
	Keywords
	Abbreviations
	Introduction
	Case history 
	Discussion
	Conclusion
	Acknowledgments
	Funding
	Conflicts of interest 
	References
	Figure 1
	Figure 2
	Figure 3 
	Figure 4

