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Amebic liver abscess - CA 19-9- CA 125

Introduction: An amebic liver abscess is the most common
presentation of extraintestinal amebiasis. This condition is
the result of a parasite infection caused by Entamoeba histo-
lytica. Materials and Methods: We report a case of a 53-year-
old male who presented with abdominal pain in the right
upper quadrant, jaundice, and a 10-kg weight loss within a
1-month span. Results and Conclusion: A wide range of
symptoms and findings in the imaging tests suggestive of
neoplasia, elevated levels of CA 19-9 and CA 125, and the
presentation of biliary peritonitis as a complication makes
this case a challenge for its approach and management.
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Peritonite biliar devido a rotura de um abcesso
amebiano que mimetizava um tumor periampular
com metastizacao hepatica e elevacao do CA 19-9 e
do CA 125: um caso clinico

Palavras Chave
Abcesso hepatico amebiano - CA 19-9 - CA 125

Resumo

Introducao: O abcesso amebiano é a apresentacao mais
comum da amebiase extraintestinal. Esta condicao é re-
sultado da infecdo pelo parasita Entamoeba histolytica.
Materiais e Métodos: Reportamos um caso clinico de um
homem de 53 anos com dor abdominal no quadrante su-
perior direito, ictericia e emagrecimento de 10 kg em 1
més. Resultados e Conclusées: Os sintomas e os achados
imagioldgicos sugestivos de neoplasia, os niveis elevados
de CA 19-9 e CA 125 e a apresentagao como peritonite
biliar tornam este caso um desafio de diagndstico e abor-

dagem clinica. © 2018 Sociedade Portuguesa de Gastrenterologia
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Amebiasis is caused by the protozoan Enatamoeba his-
tolytica. Most infections are asymptomatic; there are 2
different clinical manifestations, amebic dysentery and
extraintestinal disease [1]. The amebicliver abscess (ALA)
is the most common extraintestinal manifestation of am-
ebiasis, in which the E. histolytica establishes an infection
in the liver by ascending through the portal venous sys-
tem [2, 3]. This type of presentation is 7-10 times more
frequent in adult males compared with other demograph-
ic groups and it is most commonly observed in the fourth
and fifth decade oflife [4]. The countries with the highest
rates of amebiasis are India, Africa, Mexico, Central and
South America [2].

Approximately 80% of the patients will develop symp-
toms in a 2-to-4-week period after infection; the most
common symptoms are fever and abdominal pain in the
right upper quadrant. The rupture of the ALA can occur
in any contiguous space or organ. It has been reported
that in up to 7% of the cases, the abscess bursts inside the
peritoneum, causing peritonitis [5]. The diagnosis is
based on the clinical presentation and epidemiology with
concomitant radiographic studies and serologic tests. Ef-
ficient treatment includes the use of metronidazole fol-
lowed by a luminal agent such as paramomycin [2].

Herein, we present a case of extraintestinal amebiasis
in a 53-year-old male, originally from Ica, Peru, living in
Lima, Peru, at the moment of infection.

A 53-year-old male with no past medical history presented ab-
dominal pain, nausea, jaundice, and weight loss 1 month prior to
his hospital entry. The patient had an 8 out of 10 diffuse abdominal
pain that was not localized and described as colic in nature. This
pain was accompanied by nausea and anorexia, which lead to a 10-
kg weight loss within a 1-month span. The patient described a sen-
sation of high temperature, but it was never quantified. Upon fur-
ther inquiry, the patient mentioned that he had noticed that his
urine had turned brown. According to his past medical history, the
patient denied having any disease or past surgeries. Family history
does not include cancer. The patient worked as a peddler and lived
in Lima, Peru. According to the patient, his food choices were bal-
anced, but sometimes he had to eat street food because of the de-
mands of his job.

Upon examination, the patient was a middle-aged male of the
appropriately stated age. The patient seemed malnourished and in
a state of cachexia. His vital signs were: blood pressure of 120/80
mm Hg, a temperature of 38°C, a pulse of 88 bpm, and a rate of 18
breathes per minute. The abdomen was visually distended and ten-
der to superficial and deep palpation. Active bowel sounds were
present on auscultation (tympanic percussion on the 4 quadrants
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Table 1. Laboratory examination: hemogram

Examination performed Result ~ Normal value
Hemoglobin, g/dL 10.2 13.5-17.5
White blood cells, /uL 9,690 4,500-11,000
Mean corpuscular hemoglobin, pg/cell 30.4 27-33
Mean corpuscular volume, fL 92.0 81.2-95.1
Lymphocytes, n 775 1,500-4,000
Polymorphonuclears, 8,139 1,800-7,500
Eosinophils, /mm? 0 20-400

Table 2. Laboratory examination: hepatic profile

Examination performed Result Normal value
Total protein, g/dL 6.79 6.0-8.0
Albumin, g/dL 2.93 3.5-5.0
Globulin, g/dL 3.86 1.5-3.5
Albumin/globulin 0.76
Total bilirubin, mg/dL 0.60 0.2-1.3
Direct bilirubin, mg/dL 0.10 0.0-0.3
Indirect bilirubin, mg/dL 0.50 0.2-1.0
Alkaline phosphatase, U/L 175.0 38-126
Alanine transaminase, U/L 25.0 men: 17-59
women: 14-36
Aspartate transaminase, U/L 25.0 men: 21-70
women: 09-52
Gamma-glutamyltransferase, U/L  91.0 men: 15-73

women: 12-43

of the abdomen). The rest of the examination did not show inter-
currences.

A complete blood count, urinalysis, hepatic laboratory tests,
and computed tomography (CT) scan of the abdomen were or-
dered. The urinalysis showed a severe leukocyturia, hence why the
first diagnosis made was a complicated urinary tract infection. The
patient was admitted and treatment was given, but the symptoms
were still increasing in intensity (Tables 1, 2).

The CT scan suggested the presence of a tumor of 7.7 cm in
diameter on the left hepatic lobule, suggestive of hepatic cancer; it
also showed multiple small nodular appearances on the liver. The
CT also suggested a left pleural effusion and ascites with the pres-
ence of multiple intra-abdominal cysts that were reported as pos-
sible peritoneal pseudomyxomas. The intrahepatic biliary con-
ducts were increased in size, as well as the choledocus (15 mm),
because of a distal obstruction caused by an intraluminal infiltra-
tive mass. The gallbladder was distended (Fig. 1a, b).

Upon the abnormal CT scan, tumor markers were ordered, and
CA 19-9 and CA 125 results were abnormal. Furthermore, an
endoscopic retrograde cholangiopancreatography (ERCP) was
scheduled (Table 3).

Before an ERCP could be done, the patient entered the operat-
ing room since he had developed an acute cholangitis and septic
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Fig. 1. a A computed tomography (CT)
scan of the abdomen showing a hypodense
tumor 7.7 cm in diameter on the left he-
patic lobule and multiple small nodular ap-
pearances on the liver. The gallbladder is
also distended. b A Ct scan showing mul-
tiple intra-abdominal cysts.

Table 3. Laboratory examination: tumor markers

Tumor marker Result Normal value
CA 125, U/mL 43.80% <35
CA 19-9, U/mL 117.50% 0-27
Alpha-fetoprotein 3.55 <7
Carcinoembryonic

antigen, ng/mL 0.83 0-5.0

2 Abnormal result.

shock. The preoperatory diagnosis was acute cholangitis and pos-
sible periampullary neoplasm, but when the doctors in charge per-
formed an exploratory laparotomy, the correct diagnosis became
biliary peritonitis from an abscessed hepatic mass. During the op-
eration, about 2 L of purulent bile was collected. The doctors also
performed a peritoneal cavity lavage, cholecystectomy, biliary duct
exploration, and a hepatic biopsy, leaving behind a percutaneous
biliary drainage (Kehr). The hepatic biopsy showed amoebic tro-
phozoites.

After the operation and antibiotic treatment, the patient
evolved well. A control MRI was done before the patient left, which
showed a subtraction image on the common bile duct which is why
the ERCP was finally performed to rule out the minimal possibil-
ity of a periampullary neoplasm. The biopsy came back negative.

The most common manifestation of extraintestinal
amebiasis is an ALA. Extraintestinal amebiasis, especially
amoebic liver abscess, is most commonly seen in patients
aged between 20-40 years [6]. The most common clinical
picture of ALA is fever, weight loss, and right upper quad-
rant abdominal pain; although, in some cases it is possible
that patients present with hepatomegaly, jaundice (4%),
and weight loss (29%) [7]. Furthermore, most patients
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Elevation of CA 19-9 and CA 125
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have symptoms for <13 days; the patient reported herein
had the symptoms for about a month [8].

Various laboratory examination abnormalities were ob-
served in patients with ALA, the most consistent being leu-
kocytosis, while the liver aminotransferase, alkaline phos-
phatase, and bilirubin levels were within the normal range
[8]. Our patient did not have leukocytosis but did have ab-
normal levels of liver aminotransferases and bilirubin.

The rupture of an ALA is a frequent complication of
hepatic amebiasis, which can lead to peritonitis, pleural
and pericardial involvement, and gastric rupture [9]. In
the case reported, there were complications such as bili-
ary peritonitis because of an initial misdiagnosis of a pos-
sible periampullary tumor and possible hepatic metasta-
ses since the CT scan showed possible infiltrations of the
liver, peritoneum, and biliary conducts, which turned out
to be bile from the ruptured ALA. There were several
signs and symptoms, which suggested that the patient
had a periampullary tumor, such as losing 10 kilograms
in <1 month, jaundice, diffuse abdominal pain, and loss
of appetite; abnormal tumor marker values such as CA
19-9 and CA125 also sustained this possible diagnosis.

CA 19-9 is a very sensitive marker for pancreatic, gas-
tric, and hepatobiliary malignancies. In their study, Pavai
and Yap [10] found that this tumor marker was elevated
mostly in malignancies of the pancreas, colorectum, lung,
liver, and ovary, and less frequently in cases of non-malig-
nant causes such as hepatobiliary system disease, pneumo-
nia, pleural effusion, renal failure, and systemic lupus ery-
thematosus. An increase in CA 19-9 of >40 U/mL is rare in
patients with benign diseases [11]; our patient had a value
of 117.50 U/mL, which made the possibility of a benign
disease to be the cause unlikely. This antigen can also be
highly elevated in acute cholangitis with levels up to 192 U/
mL, or less commonly in a liver abscess as in our patient,
but only a few case reports have been found [10, 12].
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CA 125 is a tumor marker for ovarian cancer and has
also been found increased in peritoneal tuberculosis [13].
To our knowledge, an elevated CA 125 has only been re-
ported once in a patient that was mistaken to have a liver
tumor and instead was diagnosed with a ruptured ALA.
This is not a typical occurrence of the disease, but in our
patient, a slight increase of this tumor marker was found,
with a value of 43.80 U/mL when the normal range stated
is <35 U/mL [11]. This second report could spark an in-
vestigation as to why CA 125 would elevate in ALAs.

This case report reveals the troublesome task of diag-
nosing a ruptured ALA, since the list of differential diag-
noses for the signs and symptoms presented is lengthy. In

addition, this case shows that the elevation of CA 19-9
and CA 125 can occur in amebic abscesses and biliary
peritonitis.

This study did not require informed consent nor review/ap-
proval by the appropriate ethics committee.

The authors report no conflicts of interest.
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