
TWO CASES OF HEPATIC ABSCESS ; 
WITH CLINICAL REMARKS.* 

By k. Mcleod, m.d., ll.d., 
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Professor of Clinical and Military Medicine, Army 

Medical School, Netley. 

The following cases, which recently occurred 
in the Royal Victoria Hospital, Netley, illustrate 
several important points in the natural history, 

* Sent for publication from A. M. D. lteport for 1898. 
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diagnosis and treatment of abscess of the liver. 

Case No. 1.?Hepatic abscess evacuating through 
right lung ; repeated explorations ; signs of 
rupture into right pleura; drainage; second- 
ary haemorrhage; death. 

Sergeant-Farrier J. E. H., 11th Hussars, 
ctt. twenty-seven; service?home 3r82, Indian 

(Punjab) total 8i|; invalided 17th January, 
1808; left India 6th March, 1898; admitted 

Netley, 29th March, 1898. Character, regular 
and exemplary. 

His medical history sheet does not indicate 
any important illness until November, 1896, 
when, at Sialkot, he was admitted into hospital 
for a smart attack of ague which detained 
him for seventeen days. He suffered from 

diarrhoea in the same station and year, but 

the symptoms were not so severe as to compel 
him to report himself sick. On the 24th of 

July, 1897, he was admitted at Sialkot for 

pneumonia affecting the lower lobe of the 

right lung, and -was discharged to duty after 
nineteen clays' detention. His regiment being 
ordered to the front, he marched to Rawal Pindi, 
and there received orders to shoe the horses' 

hind feet. He received some blows on the 

right side while executing this duty, which were 
followed by pain, and a few days afterwards, 
whilst at work, he suddenly spat up about a 

quart of blood and pus. This eased his pain, 
and lie continued to work for a week, when, the 
spitting persisting, he sought admission into 

hospital on the 4th of October 1897. His case 
was diagnosed to be a hepatic abscess, evacuating 
through the lung. He admitted at this time 

having been in the habit of occasionally 
drinking hard. The symptoms subsided and 

expectoration ceased, and lie was discharged to 
duty on the 24th of October. In November he 

had^ a return of pain in the light side accom- 
panied by fever, and on the 20th of that month 
profuse expectoration of purulent matter took 
place. This has persisted since that time. 
On admission, at Netle}7, he was found to be 

very emaciated and anaemic. He spat up large 
quantities of foetid chocolate-coloured material 
and suffered from fever of a hectic type. On 
seven occasions his liver was explored by means 
of an aspiiator at different situations and levels; 
but no indications of pus were discovered. The 
last exploration, high up, drew 3ome clear serous 
fluid which was judged to have come from the 
cavity of the right pleura. 
On the 4th of October 1898, Mr. Curme made 

a careful physical examination with the fol- 

lowing results :?Heart displaced, somewhat 
downwards and outwards; lower two-thirds of 
right* lung absolutely dull in front and behind, 
with suppressed resonance and fremitus and 
respiratory sounds; left lung hyper-resonant 
with puerile respiration ; expectorating between 
three and four pints a day of chocolate-coloured 

viscid fluid containing pus and mucus, and very 
foetid; breathing shallow and hurried; pulse 
small, soft, and rapid; liver dulness extends 

about two inches below costal arch ; temper- 
ature from 100? to 101? F. During the oth, 6th, 
and 7th, his condition underwent no change. 
On the Sth there was a suppression of expec- 
toration up to 12 noon, and free emission of the 

usual material afterwards. On the 9th, the 

expectoration was scanty, clear, and muco- 

purulent; temperature higher; dyspnoea; pulse 
smaller and more rapid. 
On the 10th, expectoration still scanty and 

clear; dyspnoea and palpitation distressing; 
aching pain over right side. Heart greatly 
displaced to left; apex beat in Gth interspace, 
3| inches below nipple and 2 inches external 

to it, action tumultuous, impulse and sounds 
diffused, pulse 126. Liver dulness extends to 

near level of umbilicus; spleen enlarged. 
Tympanitic resonance from second to sixth rib 

arteriorly, extending to mid axillary line later- 
ally ; absolute dulness over rest of lung 
posteriorly ; level of dulness altered b}^ chang- 
ing position. Resonance and vocal fremitus 

exaggerated superiorly, suppressed inferiorly; 
respiration harsh at apex, faint and distant or 

absent else- 
where. Left 

lung the same 
as before, re- 

spirations S8, 
shallow. The 

accomp any- 
ing diagram o o 

indicates 

roughly the 
c o n d i t i ons 
observed 011 

the 10th of 

October, from 
which,in con- 
junction with 
the general 
S3'm ptom s, 

the inference was drawn that the abscess had 
broken into the light pleura, the lower two- 
thirds of the cavity being filled with pus 
and air, and the upper third shut off b}' 
adhesions. Direct drainage through the chest 
wall was, therefore, deemed advisable to relieve 
symptoms and permit of free discharge of pus 
and obliteration of the abscess cavity. Accord- 

ingl}'', the patient was transferred to the surgical 
divison, and 011 the 11th, Major Dick, after the 
man had been anaesthetised with chloroform, 
introduced an aspirator needle for the purpose 
of exploration, through the 7th inter-space in 
the mid axillary lino. After the instrument 
had entered about an inch and a half, a free 

discharge of grumous fetid pus took place. A 

free incision was made and an inch of the 

HYPERRESONANCE, 
HARSH TUBULAR BREATHING, 
INCREASED FREMITUS. 

HEART. 

'APEX. 

?MEa!C SPLEEN. 

LIVER 
DULNESS. 



May 1900.] HEPATIC ABSCESS. 167 

seventh rib removed. Large quantities of dark 
brown material flowed forth. The finger entered 
a spacious cavity, with smooth irregular walls; 
but no aperture in the diaphragm could be 

detected. The later discharge was thicker and 
more like liver pus. Two large drainage tubes 
were inserted, and a voluminous antiseptic 
dressing applied. It was observed after the 

operation that both heart and liver had resumed 
their natural positions. 
The operation was followed by decided relief. 

The temperature fell, the breathing became 
easier and heart's action steadier. The patient 
was able to sleep, and felt altogether much more 
comfortable. The discharge continued for a few 
days to be very copious and putrid, but became 
on the 14th less grumous and foetid. He had a 

slight attack of diarrhoea on the 17th and 18th 
which was checked by opium and astringents. 
On the 18lh he had a subnormal temperature, 
and on the 19th there was pain in the right side, 
and no discharge on the dressings. The tubes 

O O . * 

were withdrawn and found to be blocked with 

slough. They were cleared and reintroduced 
without trouble. Shortly after haemorrhage set 
in, which proved quickly fatal. 
A post-mortem examination was performed 

on the 21st by Captain Lamb, I.M.S., who 
kindly supplied the following notes:?Rigor 
mortis well marked ; body fairly well nourished; 
a wound H inches long on right side of chest in 
mid axilliary line, corresponding to 7th inter- 
space. On opening the thorax, right lung found 
to be adherent to the pericardium to a slight 
extent, and for a considerable distance around 
the above-mentioned wound there are strong 
fibrinous adhesions; on breaking these down a 
large cavity is opened involving the lower lobe 
of the lung; this is full of blood-stained pus, 
with a considerable amount of clot and broken- 

down lung; the cavity involves the whole of 

the lower lobe of the lung; the upper part of 
the pleural cavity completely shut off by strong 
fibrinous adhesions. 

Left lung and pleura healthy. 
Pericardium contains about 2^ ozs. of clear 

fluid ; the heart is somewhat flabby, but other- 
wise healthy. The upper surface of the right 
lobe of the liver, the diaphragm over this, and 
the inferior surface of the lower lobe of the 

right lung is firmly adherent together. On cut- 

ting into the liver towards the upper and back 

surface of the right lobe, an abscess cavity about 
the size of a tangerine orange is opened into; it 

is full of inspissated thick pus which is neither 

bile nor blood-stained ; the cavity is limited all 

round by a very thick membrane, honeycombed 
on its inner surface. Between this cavity and 
the thickened layer which binds the lung and 
liver so firmly together, a thin layer of liver 

tissue can be dissected off, and no communica- 
tion of an}' kind is detected between this cavity 

and the cavity of the lung. The lung cavity, as 
previously mentioned, involves the whole of the 
lower lobe; its walls are rugged and numerous ; 
bronchioles open into it; no opening into any 
artery can be detected. Liver generally is 

slightly enlarged, pale and mottled. 
Spleen is very dark and considerably en- 

larged. 
Kidneys healthy. 

_ 

Intestines. No ulcer or cicatrix is found in 
either small or lar^e cnit. o O 

Case No. 2.?Enteric fever ; right pleuro-pneu- 
monia ; evacuation of 24 ozs. of serum from 
right chest; rupture of hepatic abscess into 

right pleura; death. 
Private 0. R., R. I. Fusiliers, cut. 22; service? 

home 2/tt ; foreign (Egypt) ; total, three years. 
Invalided from Alexandria, 189S. Admitted 
20th September, into Netley Hospital 3rd Octo- 
ber, 1898. 
He was admitted into hospital from the 

Mustapha Barracks on the loth of July, 1898. 
His case was diagnosed as enteric fever, which 
is reported to have run a prolonged course 
" with the usual symptoms." He was greatly 
debilitated. He improved slightly on the 

voyage home, but complained of pain in the 

rifjht side. 
On admission, he suffered from cough, pain 

in upper part of right chest and tenderness in 
right groin. He was very weak and emaciated. 
On examination the right chest was found to 

be dull to percussion below the level of the 

nipple in front and behind. Left lung hyper- 
resonant. Heart displaced downwards and out- 
wards. Liver dulness extended about two inches 
below costal margin. Sputum copious of a 

chocolate-brown colour, viscid and almost 
odourless. Temperature of a hectic type. 
Diarrhoea troublesome. On the 9th of October, 
the signs pointing to pleuritic effusion, the right 
chest was aspirated by Major Dick in consulta- 
tion with Lieutenant-Colonel Webb, and 24 ozs. 
of clear, straw-coloured fluid were removed. 

The operation was followed by considerable 
relief, but the tenderness of lower chest and 

right groin persisted. On the 13th of October, 
it was noticed that the cough was not so trouble- 
some and that the character of the expectoration 
had altered?had become clearer and lost its 

brown tinge. On the 17th, pain in the hepatic 
region was acute, and some blood was passed 
with the stool, the diarrhoea continuing. On 

the 21st, a decided change for the worse occurred. 
The hepatic tenderness was more marked, and 
the liver dulness had descended. There was also 

some oedema of the hepatic area, and the sputum ? 

had resumed its previous character. Abscess of 

the liver was now suspected, and exploration 
proposed; but the patient firmly resisted any 

operative interference. His condition grew 
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rapidly worse, and he sank of exhaustion on the 

morning of the 23rd of October. 
A post mortem examination was performed on 

the forenoon of the 2Gth by Captain Lamb, from 
whose notes the following facts are abstracted :? 

External appearances.?Rigor mortis gone; 

body fairly well nourished; considerable bulging 
of right side of chest which is absolutely dull on 
percussion from the clavicle to below the costal 
margin. 

Thorax.?On opening right thorax, a large 
quantity of dark purulent matter escapes; the 
right pleural cavity is distended with this 

material. Right lung completely collapsed and 
pushed to the back of the cavity which com- 
municates by an opening in the diaphragm, 
about the size of a crown piece, with a large 
cavity in the right lobe of the liver. The wall 

of the pleural cavity is irregular and ragged, and 
is partly constituted by the middle lobe of the 

lung, which is deepl}*" excavated, several 

bronchioles opening into the cavity; pleural 
membrane thickened. Upper and lower lobes 

collapsed and flattened and sink in water. 
Left pleura free from adhesion ; lung slightly 

oedematous. Pericardium contains fluid ; heart 

pale and flabby, otherwise healthy. 
Abdomen. ? Liver considerably displaced 

downwards; right lobe excavated by a large 
abscess cavity about the size of a child's head 
at birth, and full of dark grumous pus. Liver 
tissue fatty and congested (nutmeg liver). A 
small abscess in left lobe near the upper surface, 
about the size of a pea. Spleeu and kindtieys 
normal. 
A considerable number of ulcers are found 

in the caecum and ascending colon; they vary in 
size from a pea to a florin, are raised and floored 
for the most part with irregular sloughs. They 
vary, in shape, some being circular and others 
oval. Some solitary glands in their neighbour- 
hood are observed to be swollen. Peritoneal 
surface opposite ulcers, dull and thickened. No 
ulcers or cicatrices in small intestine or other 
portions of large intestine. 

Remarks. 
These two cases occurring, as often happens 

in hospital experience, at the same time, illus- 
trate some interesting points and raise' some 
useful practical questions in relation to the 
spontaneous evacuation of hepatic abscesses 

through the lung, and the proper management 
of such cases under various contingencies, which 
may be dealt with under the following heads:? 

1. The situation of the abscesses.?In both 
cases the cavities occupied the upper and back 
part of the right lobe adjoining the fissure for 
the vena cava. This is the usual site in such 

cases, and offers less resistance upwards than in 
any other direction. This position also accounts 
for the difficulty experienced in finding the 

abscess with an exploring instrument, either 
from the front or side; also for the absence of 

signs, such as fulness, fluctuation, circumscribed 
tenderness, intercostal bulging, or oedema, which 
exist in liver abscesses which lie closer to the 
surface. 

2. The preliminary processes.?These are 

phrenic and pleuritic to start with?first in- 

flammatory and then destructive. The circum- 
ferential adhesions are the protective outer zone 
of a process whose centre is necrotic. During 
this stage, the symptoms are thoracic rather 
than hepatic and pleuritic rather than pul- 
monary. In both cases an extension of pleurisy 
in milder form affected that portion of the 
membrane which had been shut off from the 
abscess cavity by adhesions, resulting in serous 
effusion into the pleura?slight in case No. 1, 
and copious in case No. 2; so copious, indeed, in 
the latter case, as to mask the real and more 

important disease. This possibility of occurrence 
of serous effusion into the general cavity is a 
clinical fact of importance to be held in view. 
The signs and symptoms indicating the existence 
of these preliminary processes are pain in the 

region of the diaphragm, sometimes of a very 
acute character, extension of liver dulness 

upwards, painful catching on deep inspiration, 
dry cough, fixation of right chest and friction 
over the base of the right lung. 

3. The Secondary Abscess.?Whenever a liver 
abscess seeks a distant point of discharge, it is 
by means of formation of secondary abscess 
that the object is sought to be accomplished. 
Such abscesses occur in the epigastrium, hypo- 
chondrium, chest wall or loins, and they simulate 
parietal abscess, and are perhaps opened as such. 
The peculiar character of the pus reveals their 
true character, and on exploration with the 

finger, a more or less contracted aperture is 

found, admitting entrance into the liver cavity, 
unless, as may happen, this has been shut off. 
In evacuation into stomach, duodenum, colon, 
peritoneum, pleura or pericardium, such second- 
ary abscesses are not formed. In cases of evacua- 

tion through the lung, cavities are excavated in 
that organ, either by irruption as in case No. 1, 
or erosion as in case No. 2. The lower lobe is 

the usual seat of the destructive process which 

opens the bronchioles and gives exit to the 

discharge. In case No. 2 the middle lobe was 

the portion implicated. The abscess had 
climbed up along the right side of the pericar- 
dium, and the eroded lobe formed its outer wall. 
Indications of gangrenous destruction of the 

lung substance were evident in both cases, and 
what remained of the lobe in both was compres- 
sed and consolidated. Why it is that in some 
instances complete and rapid evacuation is 

accomplished, and in others the process is delayed 
or faib to be completed until death by exhaus- 
tion occurs, it is not easy to conjecture. The 
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first case is an illustration of apparently complete 
evacuation in a short time, and then, after a 
period of apparent convalescence, recurrence of 
the symptoms. This is not an uncommon 

history, and the period of intermission may be a 
prolonged one. Sometimes it looks as if a 
second abscess of the liver had formed, and was 
seeking exit by the old route; but probably in 
most cases the event is due to fresli accumulation 
in the old cavity. In either event the original 
symptoms ot lever, pain and weight in the side, 
&c., are reproduced. 

4. Irruption into the pleural cavity.?In 
some instances this event is primary, in others 
secondary. In case No. 2 it was undoubtedly 
the latter?must have occurred between the 
period of aspiration and death. Perhaps the 
removal of the pleuritic effusion, by altering the 
balance of pressure, caused or conduced to the 
rupture of the membrane separating the pleural 
from the abscess cavity. There was no indica- 
tion of the accident, and in case No. 1, there 
were indications which appeared to be very 
positive and convincing; but the\T were due to 
acute distension of the lung cavity with pus and 
air, owing probably to failing expulsive power. 
Whether the filling of the pleural cavity with 
the products of hepatic and pulmonary destruc- 
tive suppuration be primary or secondary, there 
can be no hesitation regarding the immediate 
necessity of making a free opening in the 
parietes (including resection of a rib or ribs) 
and establishing free and direct drainage. I 
have seen recovery take place in very desperate 
eases of this nature. 

5. The reparative process in the liver.?In 
case No. 1, this was advanced; the communi- 
cation between lung and liver had been 
obliterated ; the abscess cavity had been encysted; 
its wall thickened ; its contents degenerated and 
converted into a fatty emulsion which would 
in time have become caseated and then cretified. 
The pathological struggle had been transferred 
to the chest. In case No. 2, indications of 

reparative change also existed ; the abscess wall 
was thick and globular, shutting out the cavity 
from the liver substance, which was no longer 
being broken up: the walls were lined with 

lymph, and progressive organisation and con- 

traction of the cicatricial material would, no 
doubt, had the man lived, have accomplished 
the shrinking, and more or less complete obli- 
teration of the liver abscess. There also the 
burden of morbid activity had been translated 
to the cavity of the right chest. 

G. The diagnosis.?The histoiy in both cases 
"was obscure. In No. 1 the abscess of the liver 
must have been in existence?latent or concealed 
?until the events of October 1807 disclosed its 
existence. The diagnosis of rupture into the 
pleural cavity was wrong, but the physical signs 
ai.d general symptoms pointed to that accident. 

The treatment adopted was, however, correct. 
In No. 2 it is more than doubtful that the man 
ever suffered from enteric fever. The conditions 
found after death must have taken a consider- 
able time for their development, and the pyrexia, 
combined with the crecal lesions, must have 

closely simulated enteric. The acute pleurisy 
further masked the abscess, until shortly before 
death, when the true nature of the case was 

recognised. An exploratory puncture through 
the chest wall would then, if permitted, have 
fully confirmed suspicions and led to the only 
practice which offered any hope or possibility 
of cure. The existence of an incipient abscess 
in the left lobe of the liver might, and probably 
would, have thwarted recovery even if removal 
of the morbid material had been procured by 
a free drainage opening. 

7. Caical dysentery.?Case No. 2 was a 

typical example of a dysenteric process, affect- 
ing mainly the solitary glands, confined exclu- 

sively to the caecum. In these cases, the classical 

symptoms of dysentery?tormina,tenesmus,colic, 
thickening, angina and frequent scanty discharg- 
es of blood and mucus are apt to be suppressed, 
and those of enteric fever simulated. The lesions 
in the ciecum were of long standing and may 
have preceded the hepatic lesion. 

8. The lesson to be learned.?The question 
suggested by these cases is?whether exploration, 
of liver abscesses seeking vent through the lungs 
should not be made above, rather than below, 
the diaphragm. I have seen so many failures to 
hit the liver abscess by exploration from below, 
through the substance of the liver, that I am 
inclined to think that a cautious search along 
the convexity of the diaphragm would be a safer 
and more successful proceeding. The general 
cavity of the pleura is in this situation shut off 
by adhesions, and the route of approach indicat- 
ed would also be the best route for drainage in 
the event of the cavity being broached. The 

exploration might be made by the aspirator 
needle introduced through the 7th interspace 
and pushed directly inwards, or by incision 

through the same interspace and subsequent use- 
of the finger or director or a straight catheter. 


