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Abstract

Amebic liver abscess is a parasitic disease which is
often encountered in tropical countries. A hepatogastric
fistula secondary to an amebic liver abscess is a rare
complication of this disease and there are only a handful
of reported cases in literature. Here we present a case
of an amebic liver abscess which was complicated with
the development of a hepatogastric fistula. The patient
presented with the Jaundice, pain and distension of
abdomen. The Jaundice and pain improved partially after
he had an episode of brownish black colored increase
in frequency of stools for 5 to 6 d. Patient also had
ascites and anemia. He was a chronic alcohol drinker.
Esophagogastroduodenoscopy performed in view of
the above findings. It showed a fistulous opening with
bilious secretions along the lesser curvature of the
stomach. On imaging multiple liver abscesses seen
including one in sub capsular location. The patient was
managed conservatively with antiamebic medications
along with proton pump inhibitors. The pigtail drainage
of the sub capsular abscess was done. The patient
improved significantly. The repeat endoscopy performed
after about two months showed reduction in fistula
size. A review of the literature shows that hepatogastric
fistulas can be managed conservatively with medications
and drainage, endoscopically with biliary stenting or with
surgical excision.
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Core tip: Hepatogastric fistula is a rare complication
of the amebic liver abscess. High index of suspicion is
required for its diagnosis. The presenting complaints may
be brownish black vomitus or stool. It can be managed
conservatively, endoscopically or surgically depending on
case. Hence in cases of amebic liver abscess developing
brownish black stools or vomiting we should always rule
out hepatogastric fistula formation especially when it is
associated with improvement of symptomes.
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INTRODUCTION

Amebic liver abscess is a parasitic disease which is
commonly encountered in tropical countriest’!, A hepa-
togastric fistula secondary to an amebic liver abscess
is a rare complication and only a handful of cases have
been reported in literature™®, A patient presenting
with an anchovy sauce like vomitus or stool along with
a simultaneous decrease in a preexisting pain in the
abdomen should alert a clinician to the possibility of a
hepatogastric fistula due to an abscess. There are a few
other causes of this clinical entity. This condition can
be managed conservatively with antibiotics and proton
pump inhibitors, failing which surgery is the treatment
of choice. Surgery involves excision of the fistulous
tract with anastomosis. Here we report a case which
presented with an anchovy sauce like stool and was
successfully managed conservatively.
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more than alanine transaminase and increased total and
direct bilirubin. Ascitic routine microscopy revealed a high
serum ascites albumin gradient. Patient’s ultrasonography
showed hepatomegaly with multiple heterogeneous solid
cystic lesions with thickened walls, the largest measured
13.7 cm x 7.5 cm. In view of a history of daily alcohol
intake with recent onset of black stool and a physical
finding of ascites an esophagogastroduodenoscopy was
performed. The study revealed a 2 cm x 2 cm deep
ulcer with bilious discharge just above incisura on lesser
curvature of the stomach (Figure 1). There were no
varices. On further evaluation computed tomography
(CT) suggested multiple large hepatic abscesses in both
lobes of liver, the largest measuring 12.8 cm x 8.6 cm
x 3.4 cm in the right lobe of liver. One of the abscesses
in right lobe was sub capsular. The left lobe of liver had
a hepatic abscess in segment 3 which had an exophytic
extension and was indenting the lesser curvature of
stomach. Air pockets were seen in the abscess cavity
suggesting the probability of a fistulous opening within
the stomach (Figure 2). His blood antibodies [enzyme
linked immunosorbent assay (ELISA)] for entaamoeba
histolytica came positive. An ultrasonography guided
pigtail catheter was placed in right sub capsular abscess.
The abscess content was anchovy sauce like. Pus
culture was negative for bacteria. He was started on
metronidazole and other supporting medications. He was
also started on diloxanide furoate for luminal clearance
of cysts. The patient improved clinically and at 4 wk a
repeat endoscopy was performed. It showed a significant
decrease in the size of the fistulous tract. A surgical
option was explained to the patient and his relatives but
they opted for medical line of management in view of
risk associated Child Pugh C status. He was continued
with close monitoring with proton pump inhibitors. The
patient has been in regular follow up since the past 6 mo.
The patient had American society of anesthesiologists’
classification of physical status of 4 on presentation, 3 at
the time of discharge and 2 at 6 mo follow up.

CASE REPORT

DISCUSSION

A 47-year-old male, with a history of regular alcohol
intake presented with a history of pain and swelling
in right upper abdomen which was mild to moderate
in intensity, dull aching in character with occasional
throbbing sensation with no radiation to any other site.
The pain lasted a month and a half and was followed
by generalized distension of the abdomen. This was
accompanied with high color urine and jaundice. There
was no fever. The patient then developed an increased
frequency of stool which was liquid brownish-black and
went on for 6 d. This was associated with a marked
improvement in the abdominal pain and a decrease in
the swelling over right upper abdomen. On examination
there was tender hepatomegaly with ascites. The
patient’s hemoglobin was 9.3 g/dL and leucocyte count
was 16700/mcl. There was reversal of albumin and
globulin ratio, increase in aspartate transaminase was
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The prevalence of E. histolytica infections in India has
been shown to range from 3.6% to 47.4% in different
areas'’. Amebic liver abscess occurs in less than 1% of
entaameba histolytica infested patients™. Liver abscess
rupturing into the pleural and peritoneal cavities is a
relatively common phenomenon®. Only a handful of
case reports of hepatogastric fistula have been published
till now as it is a rare complication®. Hepatogastric
fistulas have also been reported in cases of hepatocellular
carcinoma intruding into stomach and presenting as
an upper gastrointestinal bleed™, post embolization for
hepatocellular carcinoma leading to the formation of an
abscess, as a complication of placing a pig tail in a liver
abscess and also in cases of post hepatic surgeries. An
iatrogenic hepatogastric fistula can be done for biliary
drainage in infants with congenital obstructive jaundice.
The presentations of hepatogastric fistula secondary
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Figure 2 Multiple liver abscess with air pocket seen in the abscess in left
lobe. (White arrows).

to amebic liver abscess can be as an anchovy sauce
color vomitus or stool, hematemesis or malena™. In our
patient decompression of the abscess into the stomach
probably lead to the anchovy sauce color of stool and
subsequent improvement of pain. Diagnosis was made
based on the imaging and endoscopic findings. ELISA
test for detecting antibodies was done for confirming
entaameba histolytica as the causative agent. On the
CT scan images the abscess seen with air pocket in
continuation with the stomach was also a clue to the
presence of the fistula (if it was performed before the
endoscopy). On esophagogastroduodenoscopy the
fistulous opening was seen as deep ulcer with (as in
our case) or without bilious discharge™. In our case
the diagnosis was confirmed taking into account the
serology, CT finding and endoscopic findings. Rupture
of an amebic liver abscess into an adjacent structure
such as pleural and peritoneal cavity is a life threatening
condition but rupture into stomach is not a dreaded
complication.

Definitive management is surgical but if the pati-
ent’s general condition does not permit surgery (as in
our case) conservative management has also showed
improvement!”). Conservative treatment includes
metronidazole for clearance in extraintestinal site and
diloxanide furoate or paromomycin for luminal clearance.
In certain cases of impending rupture of sub capsular
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abscess, pigtail drainage of the liver abscess has to be
done to avoid complications. Biliary stenting has been
found to hasten the recovery due to selective drainage
of bile through common bile duct®. Nutrition can be
given through per oral, nasojejunal tube, or feeding
jejunostomy. Spontaneous closure of fistula can be seen
within 5 wk of conservative management which was
observed in our case™. If no improvement is observed
on conservative management or if there is clinical
worsening then surgical excision of the fistulous tract
with gastric anastomosis is an option. Complications of
hepatogastric fistulas include sepsis, debilitation and
electrolyte imbalance!”,

In conclusion, hepatogastric fistula is a very
unusual complication of liver abscess. One has to have
a high index of suspicion for it to be diagnosed early.
Management can either be conservative, endoscopic or
surgical. We have managed this patient conservatively as
patient was Child Pugh C status and high risk for surgery.
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Case characteristics
A 47-year-old male, chronic alcoholic presented with pain and distention of
abdomen along with jaundice followed by brownish black diarrhea for 5 to 6 d.

Clinical diagnosis
Patient was having symptoms of chronic liver disease along with hepatomegaly
and pain specifically in right upper quadrant.

Differential diagnosis

This is a case of chronic liver disease with either hepatocellular carcinoma or
liver abscess or spontaneous bacterial peritonitis causing decompensation of
liver disease.

Laboratory diagnosis

Patient had anemia and high leucocyte count along with inversion of albumin
and globulin ratio and presence of antibodies to entaameba suggestive of
chronic liver disease along with infection.

Imaging diagnosis

Ultrasonography and computed tomography suggestive of liver abscess
with air in left lobe abscess probably fistulous opening which is confirmed on
esophagogastroduodenoscopy.

Treatment
Patient was managed conservatively with metronidazole, diloxanide furoate.

Related reports
Very few case reports were published related to hepatogastric fistula due to
hepatocellular carcinoma, iatrogenic and abscess.

Term explanation
Hepatogastric fistula is communication of liver with stomach due to various
etiologies.
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Experiences and lessons

High index of suspicion is required for diagnosis of hepatogastric fistula.
Patient had marked improvement in pain and upper right quadrant swelling
once he had brownish black stools for 5 to 6 d. Though rare, knowledge of this
complication leads to early diagnosis and prompt treatment.

Peer-review

This is a well prepared and detailed case report referring to a rare complication
of amebic liver abscess, a hepatogastric fistula. The manuscript is well
organized with a comprehensive discussion section.
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