
(3) Babies who are receiving intravenous glucose and
electrolyte solutions
(4) Babies who are being tube fed
(5) Babies who have had minor surgery in the previous 24

hours
(6) Babies with a tracheostomy
(7) Dying babies
(8) Babies who are being barrier nursed
(9) Babies who are receiving phototherapy

(10) Babies who are receiving special monitoring (for
example, frequent glucose or bilirubin estimations)
(11) Other babies receiving constant supervision (for
example, babies whose mothers are drug addicts)
(12) Babies receiving antibiotics
(13) Babies with conditions requiring radiological examina-
tion or other methods of imaging.
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Needle aspiration of amoebic liver abscess

M P Sharma, R R Rai, S K Acharya, J C Samant Ray, B N Tandon

Abstract
Objective-To determine the value of needle

aspiration in uncomplicated amoebic liver abscess.
Design-Randomised case-control study with a

minimum follow up of one year, comparing patients
treated with drugs alone with those treated with
additional needle aspiration.

Setting-Referral based gastroenterology clinic.
Patients-39 Consecutive patients with amoebic

liver abscess in the right lobe, ofwhom 37 completed
the study.

Intervention-Metronidazole 2-4 g/day was given
to all patients for 10 days. Needle aspiration of the
abscess was performed in 19 patients on the day of
admission to hospital.
Main outcome measures-Abdominal pain, fever,

anorexia, and hepatomegaly were measured.
Erythrocyte sedimentation rate, serum aspartate,
and alanine aminotransferase activities, and alkaline
phosphatase activity were also measured.
Results-Clinical improvement was similar in

both groups of patients. Improvement in haemato-
logical and biochemical variables and rates of heal-
ing of cavities were also similar.
Conclusions-Chemotherapy with potent tissue

amoebicidal drugs such as metronidazole is opti-
mally effective in treating amoebic liver abscess,
and in uncomplicated cases routine aspiration is not
required.

Introduction
Amoebic liver abscess is a serious problem in India.

Management of this disease includes antiamoebic
drugs, the most commonly used and effective being
metronidazole, and, occasionally, aspiration of the
abscess cavity.' Routinely using aspiration remains
debatable,'2 and most clinicians believe that chemo-
therapy alone effectively cures the disease. 2 In India,
however, most of the patients present with large
abscess cavities and toxic features needing frequent
aspirations of the abscess. Recently failure of metro-
nidazole treatment has also been reported, emphasis-
ing the importance of aspiration.' Only few control-
led trials of needle aspiration of amoebic liver abscess
have been carried out. We compared the immediate

and late effects of metronidazole treatment alone
with a regimen comprising needle aspiration and
metronidazole.

Patients and methods
Thirty nine patients with amoebic liver abscess

diagnosed by using the standard accepted criteria'
entered the study. All patients had positive serological
results for Entamoeba histolytica (1:400 or more by
enzyme linked immunosorbent assay (ELISA) and
indirect haemagglutination) and one or more lesions
occupying space in the right lobe of the liver with
characteristic features of amoebic liver abscess on
ultrasound examination.5 Patients with an abscess in
the left lobe, multiple liver abscesses, and impending
rupture were excluded from the study. The patients
were admitted to the Rajgarhia liver unit of this
institute during January 1985 to October 1987 and
were randomised to receive drug treatment alone
(non-aspiration group) (n=20) or drug treatment and
aspiration (n= 19). All patients were treated with
metronidazole 2 4 g/day in divided doses for 10 days.
Aspiration of the abscess was carried out under
aseptic conditions on the day of admission to hospital,
and a mean of 682 ml (range 210-1500 ml) pus was
drained.

All patients were subjected to a thorough clinical
examination. Four clinical variables -abdominal pain,
fever, anorexia, and hepatomegaly-were assessed on
the first, fourth, and 10th day. A reduction in pain by
75%, improvement in appetite by 50%, no fever for at
least 72 hours, and regression of hepatomegaly by 30%
or more were considered as definite criteria ofimprove-
ment and successful treatment. Subsequently the
patients were evaluated every three months for a
minimum of 12 months. Haematological (erythrocyte
sedimentation rate and total and differential counts)
and biochemical studies (serum aspartate and alanine
aminotransferase activities, and alkaline phosphatase
activity) were carried out in all patients on the first,
fourth, and 10th day. A raised erythrocyte sedimenta-
tion rate of >30 mm in the first hour, total leucocyte
count of 12 0x 109/1, serum alkaline phosphatase
activity of 13 King-Armstrong units and aspartate
aminotransferase activity >40 U/l were considered
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abnormal. Success of treatment was marked by
a normalisation of these variables. Ultrasound
examination of the liver abscess was carried out on the
first and 10th days. Subsequent examinations were
repeated every three months for one year.
The X2 test was used to compare quantitative

variables. A Kaplan-Meier analysis was performed for
the healing times, and the resulting curves were
compared by using the log rank test.

Results
The two treatment groups were similar in the age,

sex, and clinical distribution of patients on entry into
the trial (table I). Thirty seven of the 39 patients were
followed up for a year. Two patients in the group
allocated to receive aspiration were lost to follow up
seven days after entry into the trial and hence were
not included in the final analysis. The mean size
of the abscess cavity, however, was larger in the
non-aspirated group than in the aspirated group
(table I).
Ten days after starting treatment clinical improxe-

ment in abdominal pain, fever, and anorexia were
similar in both groups, but there was no noticeable
reduction in size of livers in either group, and the mean
size remained the same as at the time of admission
(table II). None of the patients required an operation,
and all were free of symptoms three weeks after
starting treatment.
Improvement in laboratory variables was also

similar in both groups. On ultrasound examination at
the end of 10 days of treatment the mean diameter of
the abscess cavity remained almost the same as before
treatment in both groups. Kaplan-Meier analysis of the

TABLE I- Clinical and biochemical variables ofpatients with amoebic
liver abscess at admission

Patients allocated to
aspiration and drug Patients allocated to

treatment drug treatment alone
(n= 17) (n=20)

Mean (SD) age (years) 39 5 (10-2) 41 (9 8)
Men 16 18
Women 1 2
Abdominal pain 17 18
Fever 17 19
Anorexia 16 18
Hepatomegaly 17 20
Tenderness 17 20
Mean (SD) span of liver (cm) 16 (3-2) 17 (2-8)
Mean (SD) size of liver abscess
on ultrasonography (mm)* 54 (22) 72 (20)

*Difference between groups significant p<005.

TABLE II-Comparison ofclinicalfeatures considered to be evidence of
improvement in patients with amoebic liver abscess. Figures are
numbers ofpatients

Patients allocated to
aspiration and drug Patients allocated to

treatment drug treatment alone
Clinical criteria (n= 17) (n=20)

Pain:
On admission 17 18
On 10thday 7 6

Fever:
On admission 17 19
On 10thday 1 3

Anorexia:
On admission 16 18
On 10th day 6 8

Hepatomegaly:
On admission 17 20
On 10th day 17 20

median healing time and median time for partial
healing were similar in the two groups. There was also
no difference in the rate of decrease of the size of the
abscess at the end of one year (table III). No symptoms
recurred in any patient during the one year of follow
up.

TABLE iII-Resolution ofabscess cavity at one year

Patients allocated to
aspiration and drug Patients allocated to

treatment drug treatment alone
(n= 17) (n=20)

Complete resolution 5 6
More than 50% resolution 10 10
Less than 50% resolution 2 4
Mean (SD) diameter of abscess

cavity (mm) at end of year 25 (23) 21 (17)

Discussion
Our study showed that chemotherapy alone is as

effective as routine needle aspiration combined with
chemotherapy in the treatment of patients with
amoebic liver abscess. The relief of symptoms and the
improvement in biochemical variables in both groups
at the end of 10 days of treatment were similar. No
difference was found in the resolution of the abscess
cavity at the end of 10 days and during the follow up of
one year. There are few reports on the role of routine
aspiration in patients with amoebic liver abscess.1 67
Our results agree with those of other studies. In the
previous studies the patients were not followed up and
the size of the abscess cavity was not assessed while the
efficacy of the therapeutic methods was evaluated.
The lack ofany difference in healing or recurrence of

the abscess between the two groups in our study
further strengthens the argument that routine aspira-
tion is not needed in patients with amoebic liver
abscess except in certain special cases such as patients
with abscesses of the left lobe and impending rupture
of the cavity.'89Even though the patients who received
only chemotherapy had considerably larger cavities
than the patients in the aspiration group, healing of the
cavity in both groups remained the same at the end of
one year. The number of patients with complete
healing and more than 50% healing were also similar in
the two groups at the end of one year. In the remaining
patients the mean diameter of the residual cavity was
similar in the two groups, implying that the size of the
cavity does not influence the therapeutic response of
the patients or the selection of the method of treat-
ment.
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