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ABSTRACT
Tuberculosis of spleen is not uncommon in HIV setting, but here we are presenting a case of splenic tuberculosis in an
immunocompetent patient (HIV ELISA –non reactive) who presented with fever, left sided abdominal pain, and weight
loss. Investigation revealed progressive anaemia and fall in cell counts, imaging showed multiple hypoechoeic lesions in
spleen and a normal marrow study. None of the investigations done yielded except CT guided biopsy from spleen, which
revealed a granulomatous lesion with caseating zones. Patient was then started on ATT –category 1 and patient improved
symptomatically, spleen size was regressed and lesions were reduced on repeated screening USG.
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Introduction

In India, all forms of tuberculosis are found, 
either pulmonary, extrapulmonary, or 
disseminated, but pulmonary tuberculosis 
remains the commonest. In disseminated 
Tb lung involvement occurs in 100%, liver 
involvement in 80%, lymph node involvement 
in 55%, bone marrow involvement in 40% 
, spleen involvement in 30% of cases . Extra 
pulmonary Tb and disseminated Tb are more 
common in immunocompromised patients. In 

this HIV era nothing is uncommon  regarding 
tuberculosis[1]. Its really challenging to 
encounter these cases in clinical practice 
since the presentations are many and the 
consequences are grave if not recognized and 
treated earlier.

Case Summary

A 40 year old male, farmer from a nearby 
village presented to our OPD with fever for 
2 months, vague left upper abdominal pain 
for 1 month, loss of weight, loss of appetite, 
and easy fatiguability. On examination he was 
conscious, oriented, febrile, lethargic, and pale 
there was no significant lymphadenopathy 
or sternal tenderness. Vitals were stable, 
cardiovascular and Respiratory system was 
normal on clinical examination, Abdominal 
system examination revealed firm tender spleen 
palpable 5 cm below left costal margin. CNS 
did not reveal any focal neurological deficit or   
meningeal signs.
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On investigation: urine routine was normal, 
urine culture did not yield any growth, 
bleeding time was 2 mins, prothrombin time 
was 14s with INR-1.1, a PTT-34s. Complete 
blood count  on 14/12/10 ( TC-4200,DC-
64/35/1, RBC- 3million/cumm, Hb-9.4gm, 
ESR-20/38, Platelet count-2.4lakh/cumm), 
repeat count on 28/12/10 ( TC-3100, DC-
66/33/1,RBC-2.6 million/cumm , HB-8.7gm, 
ESR-28/56, Platelet count-1.8lakh/cumm), 
and on 7/1/11 ( TC-2200, DC-56/34/10, 
RBC- 1.8 million/cumm, Hb-7.4gm, ESR-
80mm, Platelet count-90,000/cumm). 
Peripheral smear study showed normocytic 
normochromic anaemia, normal platelets, shift 
to left and normoblasts. Liver and renal profile 
was within normal limits. ECG and chest x 
ray was normal, ECHO showed a normal LV 
function and there was no vegetations.
FEVER PROFILE was evaluated by 
haematological and serological tests for 
Malarial parasite, enteric fever, MSAT, Dengue, 
HIV, VDRL, HBsAg, Anti HCV which was 
negative.
Sputum examination for AFB and Mantoux 
was negative.
USG abdomen revealed splenomegaly with 
multiple hypoechoeic lesions.
CECT abdomen showed splenomegaly of 
19.6 cm,  multiple hypo echoeic  ill defined 
lesions  of  varying sizes throughout the 
spleen , no significant calcification. Liver was 
normal in size, normal in echo texture and 
there was no focal abnormalities. Multiple 
small peripancreatic , portal and hilar nodes 
were seen and the largest node measuring 
11x7mm.

Bone marrow examination revealed normal 
marrow precursors, no immature cells, myeloid 
erythroid ratio was 5:1. 

At this juncture we had following differential 
diagnosis

1. Pyogenic abscess,
2. Fungal abscess, 
3. Granulomatous infection, 
4. Hydatid cyst, 
5. Cystic neoplasm, 
6. Necrotic metastasis, 
7. Sarcoidosis and
8. Brucellosis.

Serum calcium was 9mg/dl, serum ACE 
levels-34µ/l ( normal range:10-60µ/l), 24 hour 
urine calcium 110mg( normal range:100-300) 
hence diagnosis of sarcoidosis was less likely. 
Ig M antibody to Brucella –titre was 1:10 ( 
titre of 1:320 was considered significant).

Finally CT guided splenic biopsy was 
done which showed clusters of epitheliod 
histiocytes admixed with mature and reactive 
lymphocytes with caseating zones in the 
background . Hence splenic tuberculosis was 
strongly considered and patient was started on 
ATT category 1.

Patient was completely afebrile within 1 week. 
He was advised to continue ATT and after 
2 months: his general condition improved, 
body weight improved, complete blood count 
showed :TC-6500, DC-66/32/2, Hb-10.6gm/
dl, SR-10/22, Platelet count-2.5lakh/cumm. 
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Repeat USG abdomen showed regression  in 
spleen size, significant decrease in hypoechoeic 
lesion, and regression of peripancreatic and 
portal nodes.  

Discussion

Splenic tuberculosis is rare and largely restricted 
disease to immumocompromised population 
[2-3]. Epidemiological prevalence of of splenic 
tuberculosis is difficult to ascertain as there were 
very few case reports .The clinical presentation 
of splenic abscess is often non-specific, making 
the diagnosis difficult, and is probably, one 
of the reasons for a low prevalence. Splenic 
abscess should be considered in patients with 
fever of undetermined origin and abdominal 
pain, although splenic infarction can have a 
similar clinical appearance. 

Lymphoma may also present with fever 
of unknown origin and pain over spleen 
suggesting primary presentation localized to 
spleen though it may involve multiple sites. The 
other features reported in splenic tuberculosis 
include splenomegaly, leucocytosis, and raised 
ESR. CECT abdomen is the preferred imaging 
modality. The characteristic CT features of 
splenic tuberculosis include solitary or multiple 
nodular or saccular foci or hypodense areas in 
the spleen.

Patients who have no microbiological pathogen 
on the culture of splenic specimen, diagnosis 
is made by signs and symptoms of abdominal 

infection along with CT findings suggestive of 
abscess [4-6]. The gold standard for diagnosis 
is the microbiological and histopathological 
confirmation of the tuberculous lesion in 
the splenic specimen obtained by FNAC or 
biopsy or after splenectomy. The first line of 
management is the ATT. Surgery is appropriate 
in subjects having rupture of spleen or if ATT 
fails. We report this case for its rarity and to 
highlight the facts that these patients can be 
diagnosed convincingly and managed by 
effective medical treatment.
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