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Discussion

treatment of germ cell cancer: a report of the European
Germ Cell Cancer Consensus Group (EGCCCG). Ann
Oncol 2004;15:1377-99.3.

Choriocarcinoma is an aggressive germ cell tumours with
early metastatic presentation from early vascular invasion
due to the predominant trophoblastic component of the
tumour. Choriocarcinoma syndrome is one the dreaded
manifestation of metastatic choriocarcinoma where
the patients present with bleeding manifestation from
the metastatic tumour deposits.2 It can occur after the
initiation of chemotherapy due to tumour lysis syndrome
or spontaneously from metastatic tumour deposits which
invade the small blood vessels as was seen in our patient.3
The prognosis in this syndrome is very poor especially
in those with very high beta HCG levels above 50,000
IU/L.4 It’s a life threatening condition especially when
the bleeding occurs from pulmonary or liver metastasis
as patient can die of exsanguination even with successful
chemotherapy. So, early and prompt intervention with
multimodality approach is needed with management in an
intensive care unit with prompt initiation of the standard
chemotherapy of BEP protocol (Bleomycin, eotposide
and cisplatin) even without the histology reportand
surgical intervention when it is appropriate.5We started
chemotherapy for our patient without waiting for the
histology as the beta HCG was > 50,000 IU/L and as a
result the patient was stabilized and is now doing well
under follow up.
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Spontaneous Resolution
of Amoebic Liver Abscess
Following Hepatogastric Fistula
Amoebic liver abscess is a common cause of febrile illness
intropical countries. It usually presents with fever and
right upper quadrant abdominal pain. Although rupture
of amoebic liver abscess is a common complication
seen in about 22% of cases, rupture into stomach is very
rare.1 Here, we report a case where a large left lobar liver
abscess resolved almost completely due to formation of
hepatogastric fistula.

Case Report
A 47 years old male presented with low grade, on and
off fever and right upper quadrant abdominal pain for
20 days. On examination he had tender hepatomegaly.
Biochemical investigation revealed Hb 10.6 g/dl, total
leucocyte count 11000/cumm, alanine aminotransferase
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72 IU/L, aspartate aminotransferase 96 IU/L and INR1.6. His blood cultures were negative. Serology for
Entamoeba histolyticawas found to be positive.
Abdominal USG showed a large, well defined,
thick walled abscess of size 11 x 9.6 x 8 cm in the left lobe
of liver. Athin rim of hepatic parenchyma was seen at the
periphery on the medial aspect. There was no free fluid
in the abdomen. USG guided percutaneous drainage of
the abscess was plannedafter normalisation of INR. The
same night he had an episode of severe epigastric pain.
CECT of this patient was done showing an enlarged liver
with a large well defined hypoattenuating lesion in the
left lobe. There was a communication between the lesion
and the adjacent gastric wall in the lesser curvature. Small
air pockets were seen within the liver abscess,suggesting
fistulous communication with stomach (Figure 1). No
ascites was present. Based on imaging and biochemical
findings, diagnosis of amoebic liver abscess with
hepatogastric fistula was made. Patient was kept under
close observation. He was managed conservatively within
travenous metronidazole, ceftriaxone and pantoprazole.
During this time,his pain improved thoughhe had increased
frequency of dark brown coloured loose stool. There was
no hematemesis or bilious vomiting. After 10 days, the
patient showed clinically significant improvement repeat
USG showed a collapsed abscess cavity with a defect
communicating with the gastric lumen (Figure 2). The
patient was subsequently found to be asymptomatic after
1 month follow up.
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Figure 1: Coronal reformatted CT image of the patient
shows a large hypoattenuating abscess in left lobe of
liver communicating with the stomach through a focal
defect in the gastric wall (arrow).

Discussion
Amoebic liver abscess is the most common extraintestinal manifestationof invasive amoebiasis caused by
the parasite Entamoebahistolytica with a prevalence of
3-9%. It is more commonly seen in alcoholic males of
low socioeconomic status. Although more common in the
right lobe, it is also seen in left lobe of liver. The most
common complication of amoebic liver abscess is rupture
into adjacent structures, associated with high mortality
(20-75%).1 Rupture is more common in left lobe abscess.2
Components such as cystinease, amebapore andgalactose/N-acetylgalactosamine binding lectin within the
abscess cavity cause tissue invasionand lead to local

Figure 2: Follow up USG after 10 days demonstrates
significantly resolved abscess cavity (black arrow)
communicating with the gastric lumen (white arrow
head).
complications. Common sites of rupture of the abscess
are into the pleura and lungs (72%), subphrenic (4%)
and peritoneal cavity (10%).1 Rupture into the stomach is
very rare and has been reported in 0.3% in a series of 110
patients with perforated amoebic liver abscess. The site
of perforation depends onthe location of the abscess in
the liver; upper right lobe abscess usually perforates into
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the right pleural cavity and right lung; left lobe abscess to
the left lung, pericardium, orstomach; whereas abscess in
the lower portion of the livercan extend to the peritoneal
cavity, gall bladder, colon.1
Involvement of the hepatic duct may result in
internal biliary fistula and the patient may present with
bilious vomiting. As bile flows through the path of least
resistance, biliary system may preferentially drain through
the hepatogastric fistula into the stomach instead of the
common bile duct (CBD) and ampulla.This high output
from the internal biliary fistula prevents its spontaneous
closure. In such situations,endoscopic papillotomy and
stenting of common bile duct may divert the bile flow and
hasten healing of the fistulous tract. ERCP and stenting
of the common bile duct has been reported in internal
biliary fistula.5 Operative strategies are recommended
in hepatogastricfistula with HCC, if fistula fails to heal
by conservative management or if there are features of
peritonitis.
Insummary, gastric perforation of liver abscess is a
very rare complication of amebic liver abscess. Diagnosis
is confirmed by CT scan and upper GI endoscopy. While,
there are no definite management guidelines in place, the
treatment must be individualized accordingto clinical
presentation.
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Gastric Perforation by Stiff
Guidewire in Danis Stent
Assembly
Despite urgent endoscopic and pharmacologic therapy,
bleeding from esophageal varices may be uncontrollable
or may recur early in about 10%-20% of patients.
Although the outcome of variceal bleeding has improved
over the years, it is still associated with a mortality of
at least 20% at 6 weeks.1 Salvage in the form of balloon
therapy or TIPSS placement has its own limitations. The
SX-ELLA Danis stent (Ella CS, Hradec Kralove, Czech
Republic) is a removable, covered, self-expanding metal
stent (SEMS) that was designed to create a tamponade
on bleeding esophageal varices. This has been reported
to be widely successful with only a few complications,
viz., esophageal ulcerations, failed deployment, bronchial
compression and stent migration. We report to our
knowledge, the first case of gastric perforation due to the
Danis stent. We attribute this to the Ultra Stiff guidewire
that is used to deploy this stent.

Case Report
An 80-year-old gentleman with decompensated
cryptogenic cirrhosis, presented to the Emergency Room
with hematemesis and hypotension. He was admitted to

