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Abstract
A hepatic abscess is a potentially life-threatening condition that can lead to major complications if left
untreated. One of the rarest complications of hepatic abscesses is rupture into adjacent organs like the
duodenum, stomach, and colon. We report a case of an elderly male patient with a hepatic abscess that
ruptured into the duodenum and colon, forming fistulous connections. To the best of our knowledge, this is
the only reported case of hepatic abscess with simultaneous hepatoduodenal and hepatotoxic fistulas,
confirmed radiologically and endoscopically. This report signifies the need for a high level of vigilance for
extremely rare complications in relatively common conditions.
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Introduction
A hepatic abscess, also known as a liver abscess, is a collection of pus in the liver as a result of infection.
Liver abscesses are the most common type of visceral abscess [1]. Overall, these conditions are rare, with
more cases reported in developing nations. India has the second-highest incidence of liver abscess in the
world [2]. This condition can lead to serious morbidity and even mortality in the absence of prompt
attention [3]. Due to the subtle and chronic presentation in the form of abdominal pain, intermittent fever,
nausea, vomiting, anorexia, and sometimes jaundice, such cases are often delayed in diagnosis and
management. Although extremely rare, enterohepatic fistulas may result from the rupture of an untreated
liver abscess. This is the first diagnostically confirmed report of a simultaneous incidence of hepatoduodenal
and hepatocolic fistulas in an untreated liver abscess. This report highlights the need for a high index of
suspicion for extremely rare complications in a condition that may be relatively common, especially in
countries with poor sanitation.

Case Presentation
A 69-year-old chronic alcoholic male presented with a history of dull, aching right upper abdominal pain
with mild to moderate intensity, which was insidious in onset, with no radiation, associated with a low-
grade fever for one month. The patient also had complaints of five episodes of vomiting of reddish-brown
material two days before admission, after which the pain was partially relieved. There was no history of
yellowish discoloration of the skin, dark-coloured stools, any drug use, or any previous
hospitalisation/instrumentation. He was a smoker and an alcoholic for 30 years. There were no other
associated comorbidities. On examination, the patient had stable vitals and was mildly febrile; pallor was
present with no jaundice. There was tenderness in the right upper quadrant, with the liver being palpable 5
cm below the subcostal margin. The spleen was not palpable, and no free fluid was noted.

Blood investigations revealed anaemia with haemoglobin 5.8 g/dl and a total leukocyte count of 18,400/cc
with 83.2% neutrophils. The erythrocyte sedimentation rate was 83 mm/hour. Serum bilirubin was 1.57
mg/dl, aspartate transaminase and alanine transaminase were 73 IU/L and 29 IU/L, and alkaline phosphatase
was 337 IU/L. Ultrasonography of the abdomen revealed hepatomegaly with cystic lesions of variable sizes in
both lobes of the liver, some containing air foci. Gastroduodenoscopy was performed in view of reddish-
brown vomiting, which demonstrated a fistulous opening of diameter 7 mm in the proximal part of the
duodenum (Figure 1A); colonoscopy could not demonstrate any abnormal findings due to inadequate
preparation. CT abdomen and fluoroscopy were performed to identify the origin of intrahepatic air foci.
Multiple heterogenous lesions were seen in both lobes of the liver with multiple air foci, the largest
collection being of size 49 mm × 46 mm × 42 mm in the right lobe (Figure 2A). The presence of an abnormal
fistulous connection between one of the cavities and the hepatic flexure was confirmed after the instillation
of contrast into the cavity percutaneously (Figure 1B). Two air containing abnormal communications with
oral contrast spillage were observed in the hepatic parenchyma near the proximal part of the duodenum and
hepatic flexure (Figure 2B-2F).
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FIGURE 1: Gastroduodenoscopy and fluoroscopy images
(A) Gastroduodenoscopy image showing a fistulous opening (arrow mark) of about 7 mm in the proximal part of
the duodenum. (B) Fluoroscopy image showing spillage of instilled dye, establishing the presence of an abnormal
connection (arrow mark) between one of the hepatic abscesses and the colon.
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FIGURE 2: CT abdomen and fluoroscopy images
(A) CT abdomen axial section showing multiple hepatic abscesses involving the right lobe of the liver with the
presence of multiple air foci (arrow marks). (B) CT abdomen axial section showing abnormal fistulous
communication (arrow mark) between the hepatic parenchyma and proximal part of the duodenum with contrast
spillage. (C) CT abdomen axial section showing abnormal fistulous communication (arrow mark) between hepatic
parenchyma and colon near hepatic flexure with contrast spillage. (D) CT abdomen coronal section showing the
presence of an air-filled hepatoduodenal fistula (arrow mark) near the inferior surface of the liver. (E) CT abdomen
coronal section showing the presence of a contrast-enhanced hepatocolic fistula (arrow mark) near the hepatic
flexure. (F) CT abdomen 3D MIP B/W inverse image showing spillage of instilled contrast (arrow mark) through
the hepatocolic fistula.

The patient did not consent to surgical management. Hence, it was managed with percutaneous drainage of
large collections along with intravenous metronidazole and symptomatic management according to the
institute protocol. Around 1.5 L of yellowish-brown, foul-smelling pus was drained from the catheter over
five days, after which repeat ultrasonography was performed to demonstrate minimal fluid presence in the
cavity, and the catheter was removed. The pus culture grew two organisms, namely Escherichia coli and
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Klebsiella pneumonia, and the antibiotic therapy was modified as per the culture report. The patient was
discharged with no additional complaints and an improved general condition. Eight-week follow-up
gastroduodenoscopy showed a decreased diameter of the duodenal fistulous opening to 4 mm.

Discussion
Liver abscess is an endemic form of intra-abdominal infection in India. Its incidence is on the rise with
changing food and alcohol consumption habits. They are broadly divided into amoebic type (caused by
Entamoeba hystolitica) and pyogenic type, which is further classified on the basis of bacterial and fungal
aetiology. Hepatic abscesses present variably in terms of clinical symptoms and radiological imaging [4].
Patients usually complain of epigastric or right upper quadrant (RUQ) pain, low-grade intermittent fever,
anorexia with elicitable tenderness over RUQ, hepatomegaly, or palpable mass, along with jaundice and
ascites. They are common in men of older age with comorbidities such as diabetes, malignancy, previous
biliary surgery, or an immunosuppressive state [5]. These cases are also commonly found in areas with poor
sanitation, water logging, overcrowding, and malnourishment.

Ultrasonography, along with blood investigations, is the first step in establishing the diagnosis and extent of
this disease. Amoebic abscess commonly presents as an isolated lesion with a predisposition to the right
lobe of the liver. On the other hand, pyogenic varieties are seen as multiple collections that may be present
in any segment of the liver [6]. The presence of air foci on ultrasonography of a hepatic abscess should raise
the suspicion of a hepatobronchial fistula, a hepatoenteric fistula, or a secondary bacterial infection [7].
Rupture of a hepatic abscess into the peritoneal or pleural cavity is relatively common [8], while the
formation of enterohepatic fistulas is an extremely rare phenomenon seen in less than 1.5% of cases [9].
Instillation of contrast in the abscess cavity, a water-soluble barium swallow, or CT with oral contrast may
be used to confirm the diagnosis of a hepatoenteric fistula [10]. In cases of untreated liver abscess, common
sites of rupture and fistula formation include the stomach, colon, and duodenum [7,9,10]. The endoscopic
assessment also becomes of critical value in such cases due to the direct communication of the liver with the
gastrointestinal system, which may lead the patient into ascending infections, cholangitis, and other
complications [11].

Since it was first described in 1983, only 16 cases have been published reporting rupture of a liver abscess
with fistulisation into the gastrointestinal tract as sequelae [12]. This establishes enterohepatic fistulas as an
extremely rare complication of liver abscess. Without any clear consensus regarding the management of
such complications, surgery is considered to be the mainstay of treatment for the closure of the
enterohepatic fistula. However, reports advocating the use of a conservative approach and antibiotic therapy
have also been published [13]. A delay in the percutaneous drainage of a liver abscess has also been
implicated in favour of such complications [14]. In the literature to date, no case has been reported with the
simultaneous presence of both hepatoduodenal and hepatocolic fistulas in an untreated patient with a liver
abscess without any history of intervention.

Conclusions
The development of both hepatoduodenal and hepatocolic fistulas simultaneously is an extremely rare
finding. These complications may provide a serious increment in the morbidity of an otherwise manageable
disease. A high degree of suspicion is warranted for early diagnosis using all radiological and endoscopic
modalities at disposal. In the absence of any established treatment guidelines, focus should be given to stop
further worsening of the condition and steady recovery. High-quality imaging modalities and the availability
of image-guided percutaneous drainage have significantly lowered mortality and increased the standard of
patient care. Further research and technological advancements may refine the management protocol.
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