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Case Report

Abstract

Atypical clinical presentations pose a significant diagnostic challenge. We present a case that was
admitted with cardiac tamponade and later diagnosed to have ruptured amoebic liver abscess. Cardiac
tamponade resulted due to rupture of liver abscess into the pericardium. Our patient improved fully with
pericardial drainage and medical management. This case highlights that in cases of pyopericardium
coupled with fever and pain abdomen, liver abscess should strongly be suspected and ruled out.
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Introduction

Cardiac tamponade as atypical presentation or
complication of amoebic liver abscess is rare
especially in children. Such a different and rare
presentation may result in missed diagnosis leading
to a fatal outcome. This case teaches us that amebic
liver abscess (ALA) can present in emergency with
cardiac tamponade and is fully treatable with a
positive outcome.

Case report

A 6 year old boy was brought with difficulty in
breathing for a few hours. In addition, he complained
of fever for last 2 weeks and pain abdomen for 5 days.
Fever was high grade not associated with chills/
rigors. Pain was localized to upper abdomen. There
was no history of cough, chest pain, diarrhoea,
urinary complaints or bleeding from any site. On
examination child was pale and had tachycardia
with tachypnea (HR- 140/min, RR- 64/min). Pulses

were feeble and BP was 76/50 mmHg. JVP was raised
and heart sounds were muffled. On chest
examination, there was decreased air entry on left
side. Abdomen was soft with liver extending 6cm
below right costal margin (liver span-13 cm) and left
lobe palpable 5 cm below xiphisternum. A provisional
diagnosis of sepsis with pneumonia with
pneumothorax/pyothorax/cardiac tamponade/
pulmonary embolism was made. Supportive
management was given in the form of oxygen
therapy, fluid bolus and blood transfusion. Chest
X ray showed cardiomegaly (CT ratio of 0.6).
Echocardiography confirmed cardiac tamponade
(pericardial effusion 1.8 cm in anterior space and
collapse of right atrium and right ventricular free
wall) .  A left  lobe liver abscess measuring
6.2x5.8x5.0 cm close to the pericardial sac and a
hepato-pericardial fistula was also seen. A pig tail
catheter was inserted through percutaneous
approach and 50 ml of anchovy sauce pus was
aspirated. The child became hemodynamically
stable with HR-106/min, RR-42/min, BP-98/58
mmHg, pulses became good volume. We did not
find any other areas of pus collection like in muscle
planes or joints. Subsequent ultrasonography
showed a reduction in size of ALA. Total pus
removed in the first 24 hours was a 90 ml. We did
not have to drain the ALA separately. Blood culture
and pus culture were sterile. A CECT scan did not
show any extension of ALA and showed an
improving course. Serology was positive for
Entamoeba histolytica done by ELISA. Pigtail
catheter was removed on day 5 and the child was
discharged in good health.



72

Indian Journal of Trauma and Emergency Pediatrics / Volume 7 Number 2 / April - June 2015

Discussion

Amoebiasis is a disease of tropical countries
predominantly associated with lower socioeconomic
strata and unhygienic conditions. ALA occurs in
around 10% of all ameobiasis cases and mortality is
certain in the untreated cases [1,2]. It may present a
diagnostic challenge as it has diverse presentations
resulting in delayed or missed diagnosis. In a study,
the diagnosis of ALA was missed in 29% patients,
particularly in those with atypical presentations [3].
Uncommon manifestations are due to complications
resulting from the rupture of the abscess into the
contiguous cavities like pleura, pericardium,
peritoneum or compression of the tubular structures in
the hepatic hilum or distant embolic dissemination.
Reported atypical presentations of ALA are acute
abdomen, jaundice/obstructive jaundice, amoebic
pericarditis, PUO or silent abscess, hepatic coma and
hepatorenal syndrome. ALA may mimic acute
cholecystitis, perforated peptic ulcer, acute hepatitis,
cirrhosis, hydatid cysts, pancreatic pseudocysts,
pneumonia, and acute pleurisy with effusion,
empyema, chronic lung disease, malignancy,
tuberculosis and pyrexia of unknown origin [4]. In our
case we also made a diagnosis of pneumonia with
complications. ALA rupturing through the diaphragm
has been shown in 7-20% and into the pericardium in
less than 1% of cases [5, 6]. A study on emergency
presentations of ALA showed an incidence of 12.7% of
ruptured abscess (8% into the right pleura, 3.4% into
the peritoneum and rest in both places) [4]. Most such
cases of cardiac tamponade have been reported in

adults where rupture of the ALA occurred during
hospital stay. Our case is unique as cardiac tamponade
in cases of ALA is uncommon in children and rarely
reported at presentation. Fortunately we had
Echocardiography facility that can diagnose it speedily
than a chest X-ray. In the event of acute catastrophe, it
is better to do a diagnostic and subsequently a
therapeutic pleural or pericardial tap if the delay in
imaging is likely. Presence of fever and pain abdomen
in cases presenting with cardiac tamponade is a good
pointer towards diagnosis of ALA [3, 5]. Earlier case
reports have correlated this complication to left lobe
ALA similar to the present case. ALA can present with
unusual symptoms and signs but is completely treatable
if appropriate action is taken in time.

Conclusion

Infections like amebic liver abscess can present in
an emergency room. In cases of cardiac tamponade
with prolonged fever and pain abdomen, a left liver
lobe abscess should be ruled out.

References

1.     Ralston KS, Petri WA Jr. Tissue destruction and
invasion by Entamoeba histolytica. Trends
Parasitol. 2011; 27(6):254-63.

2.     WHO Meeting, Amoebiasis and its control, Bull
World Health Organ, 1985,63,417-426.

Fig. 1: Echocardiography showing pericardial effusion and hepato-pericardial fistula.
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