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Clinicoepidemiological profile and outcome of pyogenic liver abscess in children 
up to 12 years age
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Liver abscess is a collection of purulent material or a 
pus-filled mass in the liver parenchyma which can be 
due to parasitic, fungal, bacterial, or mixed infection [1]. 

The liver has a dual blood supply which predisposes it to an 
increased risk of infection. It is mainly classified into amoebic 
and pyogenic. Khan et al., in their 10-year study, reported 68% 
amoebic, 21% pyogenic, 8% indeterminate, and 3% multiple 
liver abscesses, while other studies reported pyogenic as the most 
common cause [2-5].

Amoebic liver abscesses are more common in developing 
countries and tropical lands. Approximately one-tenth of the 
world population is believed to be infected with E. histolytica 
with 100,000 deaths worldwide each year due to invasive 
amoebiasis [6,7]. Pyogenic liver abscesses (PLAs) may originate 
from a broad spectrum of microorganisms with the underlying 
etiology and geographic location of these being often related to a 
specific pathogen. The PLA has biliary, arterial, portal, traumatic, 
or cryptogenic origin.

Liver abscess is common in the pediatric population in India. 
Children with liver abscesses constitute more than 79/100,000 
pediatric admissions (<12 years of age) in tertiary care centers 

in India. Liver abscesses cause significant morbidity and 
mortality in third world countries [8,9]. Although liver abscesses 
are more prevalent in developing countries than in developed 
countries, there are scant data about characteristics of pediatric 
liver abscess in these countries, especially the pyogenic type. 
Amoebic liver abscess is a less common entity in the pediatric 
population and very rarely found in neonates (<28 days), even in 
parts of the world, where amoebiasis is endemic. The prevalence 
of PLA in the pediatric population is an under-researched topic 
[10,11]. The male children, similar to male adults, are affected 
more by liver abscesses than female children, but the reasons are 
unknown [12].

The classic presenting symptoms of hepatic abscess are fever, 
jaundice, and right upper quadrant (RUQ) pain with tenderness 
to palpation. This presentation is present in <10% cases. Fever, 
chills, and abdominal pain are the most common symptoms, but 
a broad array of non-specific symptoms may be present [3,5,13]. 
The most common laboratory findings are leukocytosis, increased 
alkaline phosphatase (ALP), and raised erythrocyte sedimentation 
rate (ESR). Ultrasound (ultrasonography [USG]) is the preferable 
diagnostic test, with an accuracy of 90%. 

ABSTRACT
Background: Pyogenic liver abscess (PLA) is common in the Indian pediatric population and is an under-researched topic. It is 
a significant cause of morbidity and mortality. Objective: The objective of this study was to review the clinicoepidemiological 
profile of PLA in children and to evaluate the outcome in terms of mortality, prolonged hospital stay (>3 weeks), and complications 
during a 1-month follow-up period. Materials and Methods: This was a hospital-based prospective observational cohort study 
conducted in the pediatric department of a tertiary care hospital. A total of 59 children of either sex up to 12 years of age were 
enrolled in the study. Associations of outcomes and various clinical symptoms were assessed using Student’s t-test and Chi-square 
test. Results: The median age was 7 years (ranging from 3 to 12 years) with a male preponderance (64.41%). Fever (94.91%) was 
the most common presenting symptom. A majority (61%) of the abscesses were found in the right lobe. Ultrasonography (USG) 
was the mainstay of diagnosis. About 54.23% of children were managed only medically, while 23.73% and 22.03% of children 
underwent USG-guided pigtail insertion and percutaneous aspiration, respectively, in addition to intravenous antibiotics. Pus and 
blood culture obtained from the abscess site that was sterile in more than 50% of cases. The mean duration of hospital stay was 
15.34±4.71 days. There were 3 (5.08%) mortalities. The type of intervention done was shown to have a significant association with 
the length of hospital stay, mortality, complications, and findings on follow-up USG. Conclusions: The PLA is an important cause 
of morbidity in children below 12 years of age. If not managed appropriately, it may lead to rupture and mortality. 

Key words: Children, Liver abscess, Outcome, Pyogenic

mailto:drajayk70@yahoo.co.in


Pathania et al. Profile and outcome of pyogenic liver abscess in children

Vol 7 | Issue 4 | April 2020 Indian J Child Health 165

Staphylococcus aureus is the predominant 
microorganism [4,14,15]. The treatment includes a conservative 
approach in terms of medical management or USG-guided 
aspiration or drainage, depending on the size, location, and 
degree of liquefaction of the abscess [16]. This study reviews 
the epidemiology, clinical features, and outcome of PLA in 
children with an emphasis on clinical pertinent to Indian settings. 
Outcomes are measures in terms of mortality, prolonged hospital 
stay (>3 weeks), complications, and persistence/ resolution at 1 
month follow-up.

MATERIALS AND METHODS 

This was a hospital-based prospective observational study 
conducted for 18 months from November 2018 to March 2019 
conducted in the pediatric ward of a tertiary care hospital. 
The study was conducted after obtaining Institutional Ethical 
Committee’s approval and patients were enrolled after receiving 
the written consent of the parents/guardians.

All pediatric patients of PLA admitted over the stipulated 
period were included in the study, whereas patients not willing to 
participate in the study or were found to have positive serology 
for amoebic abscess or presence of stool cysts were excluded 
from the study. Suspected PLA patients were subjected to USG 
on admission. Laboratory investigations include leukocyte count, 
ESR, ALP, blood and pus cultures, amoebic serology, and stool 
sample for cysts. 

A pre-designed proforma was used to record 
clinicoepidemiological profile of the enrolled patients. When 
multiple abscesses were small (<2 cm), the patients were 
managed either conservatively with intravenous (IV) antibiotics 
(ampicillin, gentamicin, and cloxacillin) for 2 weeks followed 
by 4 weeks oral administration of amoxycillin with clavulanic 
acid or cefpodoxime. When the abscess was large or there 
was an imminent rupture or the abscess was unresponsive to 
antibiotic therapy after 72 h, the abscess was drained either 
with percutaneous aspiration (PCA) or pigtail drainage. Open 
laparotomy was done when the abscess was unresponsive to 
percutaneous drainage and antibiotic therapy or when the pus 
was thick, in a multiloculated abscess. 

A repeat USG was done at 2 weeks and the patient was 
discharged with prescribed oral antibiotics to complete a course 
of 4–6 weeks. The discharge criteria were to have clinical 
remission from symptoms and were planned on the clinician’s 
judgment alone. A follow-up USG at 1-month post-discharge was 
done to look for persistence/resolution or possible complications. 
Outcomes were measures in terms of mortality, prolonged hospital 
stay (>3 weeks), complications, and persistence/resolution at 1 
month follow-up.

Statistical analysis was done using SPSS software. 
Associations of outcomes and various clinical symptoms were 
assessed using Student’s t-test and Chi-square test and p<0.05 
was statistically significant. 

RESULTS

A total of 59 patients were enrolled in the study, of which 38 
were males (64.41%). The median age was 7 years. Fever was 
the most common symptom, present in 56 patients (94.91%), 
while hepatomegaly, RUQ pain, and malaise were present in 39 
(66.10%), 37 (62.71%), and 36 patients (61.01%), respectively. 
Jaundice was the most uncommon symptom, present only in 17 
children (28.81%). The majority of children (42.37%) came from 
suburban areas, while 38.89% belonged to rural areas.

According to Modified Kuppuswamy classification, 
the majority of the children (35.59%) came from lower-
middle class families. When the education of the parents was 
considered, 19 children had fathers who had studied up to high 
school (32.20%), 20 (33.89%) were graduates, 11 (18.64%) 
were illiterate, 5 (8.47%) were educated till middle school, and 
4 (6.77%) till primary school. However, 27 mothers (47.45%) 
were illiterate, 16 mothers (27.11%) had studied up to high 
school, 8 mothers (13.55%) were graduates, 5 mothers (8.47%) 
were educated up to middle school, and 3 (5.08%) till primary 
school. 

Radiologically, on USG, Segment VI of the liver was seen to 
be the most common site for liver abscess (28.81%), followed 
by Segments III and VII (18.64% each), Segment IV (16.94%), 
Segment II (11.86%), and Segment VIII (10.16%). Thus, the right 
lobe of the liver was involved in 61% of cases. Multiple liver 
abscesses were seen in 5 out of 59 children (8.47%). The median 
volume of the liver abscess, as detected by radiodiagnosis, 
was 70 cc. and the median total lymphocyte count (TLC) was 
14,000/mm3.

A total of 32 children (54.23%) were managed only 
medically, whereas 14 (23.72%) underwent USG-guided 
pigtail insertion, and the rest 13 (22.03%) underwent USG 
guided PCA in addition to IV antibiotics. In two of these cases, 
ICD insertion was also done in addition to pigtail insertion 
due to the rupture of the abscess in the pleural cavity. USG 
done at 2 weeks showed complete resolution of the abscess 
in 15 cases (25.42%). PLA ruptured into the pleural cavity 
in three cases (5.08%). The remaining 41 (69.49%) showed 
a reduction in the volume of PLA. The average duration of 
hospital stay was 15.34 days. The median duration of stay was 
14 days. There were three mortalities among the 59 children 
(5.08%) (Table 1).

For the follow-up USG after 1 month of discharge, 7 
children (12.5%) were lost to follow-up. Out of 49 patients who 
came for follow-up, 39 patients (79.59%) showed complete 
radiological resolution and 10 children (20.41%) showed 
persistence of PLA. Pus culture obtained from the abscess site 
that was sterile in 55.93% cases. The most common organism 
isolated was S. aureus (20.34%) followed by Escherichia coli 
(8.47%), methicillin- resistant S. aureus (6.78%), Klebsiella 
spp. (3.39%), coagulase-negative staphylococci (3.39%), and 
methicillin- susceptible S. aureus (1.69%).

There was no significant association found between the age, 
sex, presenting complaints, and socioeconomic status on the 



Pathania et al. Profile and outcome of pyogenic liver abscess in children

Vol 7 | Issue 4 | April 2020 Indian J Child Health 166

outcome of PLA in children. There was a significant association 
found (p<0.05) between paternal education and prolonged 
hospital stay. The type of intervention, i.e., whether the child 
underwent medical management, PCA, or pigtail drainage, was 
shown to have a significant association with the length of hospital 
stay, mortality, complications, and findings on follow-up USG. 
The initial TLC at presentation, findings of the initial USG, and 
the length of stay was detected to have a significant effect on the 
outcome of the hospitalization. In the present study, pus cultures 
obtained from the site of the abscess and blood cultures also had 
a significant association with a prolonged hospital stay, mortality, 
and complications.

DISCUSSION

In the present study, the median age was 7 years (range 
3–12 years), which is comparable to other studies done by 
Waghmare et al., Srivastava et al., Mehnaz and Ali, Roy et al., 
and Salahi et al., where the median age was 6.3, 7.2, 5.7, 6.76, and 
8 years [3,5,17-19]. There was a male preponderance (64.41%) in 
our study, the exact cause of which was unknown, but might have 
a correlation with more attention given to male children in India, 
which was in accordance with the results obtained by Roy et al. 
and Salahi et al. [18,19]. Fever was the most common presenting 
symptom in our study, present in 56 patients (94.91%), which was 
also found in other studies done by Waghmare et al. (97.06%), 
Kumar et al. (100%), and Salahi et al. (94.4%) [3,8,19]. 

The majority (61%) of abscesses were found in the right lobe 
and USG was the mainstay of diagnosis. The results were positive in 
all cases which were consistent with the findings of the other studies 
[3-5]. A total of 32 children (54.23%) were managed medically, 
whereas 14 (23.73%) and 13 (22.03%) children underwent USG-
guided pigtail insertion and PCA, respectively, in addition to 
IV antibiotics, while a study done by Kumar et al. concluded 
medical management alone to be successful in most of the cases 
[8]. However, Roy et al., in their study, concluded that 24.6% of 
cases were managed by medicines alone [18]. Pus and blood culture 
obtained from the abscess site was sterile in more than 50% of cases 
and the most common organism isolated was S. aureus which is in 
accordance with the findings by other studies [4,8,15]. 

In our study, the mean duration of hospital stay was 15.34±4.71 
days, while in the study by Roy et al., it was found to be 20.67±9.52 
days [18]. There were 5.08% mortalities in our study, while other 
studies reported a mortality rate of 3.8-15% [3,4,8,18]. Pleural 
complications developed in 5.08% cases, while it was developed 

in 27.9% cases in a study done by Roy et al. [18]. Follow-up 
USG done at 1 month of discharge showed a complete resolution 
in 79% of the cases who turned up for the USG, while in the 
study done by Kumar et al., it ranged from 10 to 40 days [8]. The 
strength of the study was its prospective design and follow-up 
USG for 1 month after discharge. The study was limited by its 
small sample size.

CONCLUSIONS

PLA is an important cause of morbidity in children <12 years 
of age. If not taken care of, it may lead to rupture and mortality. 
Hence, a high index of suspicion, early screening, and appropriate 
intervention in the form of tailored management may fetch good 
results.

REFERENCES

1. Ghosh S, Sharma S, Gadpayle AK. Clinical, laboratory, and management 
profile in patients of liver abscess from Northern India. J Trop Med 
2014;2014:142382.

2. Khan R, Hamid S, Abid S. Predictive factors for early aspiration in liver 
abscess. World J Gastroenterol 2008;14:2089-93.

3. Waghmare M, Shah H, Tiwari C, Khedkar K, Gandhi S. Management of 
liver abscess in children: Our experience. Euroasian J Hepatogastroenterol 
2017;7:23-6.

4. Mishra K, Basu S, Roychoudhury S, Kumar P. Liver abscess in children: An 
overview. World J Pediatr 2010;6:210-6.

5. Srivastava A, Yachha SK, Arora V, Poddar U, Lal R, Baijal SS. Identification 
of high-risk group and therapeutic options in children with liver abscess. 
Eur J Pediatr 2012;171:33-41.

6. Haque R, Huston CD, Hughes M, Houpt E, Petri WA Jr. Amoebiasis. N Eng 
J Med 2003;348:1565-73.

7. World Health Organisation. WHO/PAHO/UNESCO report of a consultation 
of experts on amoebiasis. Wkly Epidemiol Rec 1997b;72:97-100.

8. Kumar A, Srinivasan S, Sharma AK. Pyogenic liver abscess in children-
South Indian experiences. J Pediatr Surg 1998;33:417-21.

9. Tsai FC, Huang YT, Chang LY, Wang JT. Pyogenic Liver Abscess as 
Endemic disease, Taiwan. Emerg Infect Dis 2008;14:1592-600.

10. Hughes AM, Petri AW. Amebic liver abscess. Infect Dis Clin North Am 
2000;14:565-82.

11. Nazir Z, Qazi HS. Amebic liver abscesses among neonates can mimic 
bacterial sepsis. Pediatr Infect Dis J 2005;24:464-6.

12. Tsai CC, Chung JH, Ko SF, Liu PM, Su CT. Liver abscess in children: A 
single institutional experience in southern Taiwan. Acta Paediatr Taiwan 
2003;44:282-6.

13. Seeto RK, Rockey DC. Pyogenic liver abscess. Changes in etiology, 
management, and outcome. Medicine (Baltimore) 1996;75:99-113.

14. Ferreira MA, Pereira FE, Musso C, Dettogni RV. Pyogenic liver abscess 
in children: Some observations in the Espírito Santo State, Brazil. Arq 
Gastroenterol 1997;34:49-54.

15. Moore SW, Millar AJ, Cywes S. Conservative initial treatment for liver 
abscesses in children. Br J Surg 1994;81:872-4.

16. Meddings L, Myers RP, Hubbard J. A population-based study of pyogenic 

Table 1: Initial parameters of the study population (n=59)
Parameters Mean±SD Median Min–max Interquartile range
Age 7.3±2.22 7 3–12 5.250–9
Alk. phosphatase 144.76±72.18 140 44–320 80–207.500
Initial USG 91.3±74.59 70 20–340 45.750–111.500
Initial leukocyte 15256.9±6238.66 14000 4300–32670 11635–16950
Hospital stay 15.34±4.71 14 10–32 12–16

https://www.ncbi.nlm.nih.gov/pubmed/?term=Mishra%20K%5BAuthor%5D&cauthor=true&cauthor_uid=20706820
https://www.ncbi.nlm.nih.gov/pubmed/?term=Basu%20S%5BAuthor%5D&cauthor=true&cauthor_uid=20706820
https://www.ncbi.nlm.nih.gov/pubmed/?term=Roychoudhury%20S%5BAuthor%5D&cauthor=true&cauthor_uid=20706820
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kumar%20P%5BAuthor%5D&cauthor=true&cauthor_uid=20706820
https://www.ncbi.nlm.nih.gov/pubmed/20706820
https://www.ncbi.nlm.nih.gov/pubmed/21537924


Pathania et al. Profile and outcome of pyogenic liver abscess in children

Vol 7 | Issue 4 | April 2020 Indian J Child Health 167

liver abscesses in the United States: Incidence, mortality, and temporal 
trends. Am J Gastroenterol 2010;105:117-24.

17. Mehnaz A, Ali SM. Liver abscess in children--not an uncommon problem. J 
Pak Med Assoc 1991;41:273-5.

18. Roy CS, Khan NA, Saxena R, Jigar PS. Protocol-based management of 154 
cases of pediatric liver abscess. Pediatr Surg Int 2017;33:165-72.

19. Salahi R, Dehghani SM, Salahi H, Ali B, Hamid R, Salahi F. Liver abscess 
in children: A 10-year single centre experience. Saudi J Gastroenterol 
2011;17:199-202.

Funding: None; Conflicts of Interest: None Stated.

How to cite this article: Pathania G, Kumar A, Salhan M, Jain S. 
Clinicoepidemiological profile and outcome of pyogenic liver abscess in children 
up to 12 years age. Indian J Child Health. 2020; 7(4):164-167.

Doi: 10.32677/IJCH.2020.v07.i04.007

https://doi.org/10.32677/IJCH.2020.v07.i04.007

