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Case Presentation

s it possible to encounter a patient with primary splenic tuberculo-

sis during your career?

Mohammad Yahya Abdulrazaq®

ABSTRACT

Splenic tuberculosis is an extremely rare variant of extrapulmonary tuberculosis especially in immune competent person.
It is usually presented as nonspecific symptoms leading to delay in the diagnosis. Here, we are reporting a 28 year-old
female from Baghdad, who was presented with splenomegaly, fever and sweating of 4 months duration. After having a
nonspecific laboratory investigation and poor response to broad spectrum antibiotics, splenectomy was done for her, and
histopathological examination showed granulomas with caseation. The patient is diagnosed as primary splenic tuberculosis
and was registered in the National Specialized Centre for Chest and Respiratory Disease.

Antitubercular medication was prescribed for her after splenectomy for a complete course of 6 months duration with a full
improvement in the general condition of the patient. Tuberculosis is still a possible cause of splenomegaly and the patient
should be treated with full course of anti TB medication even after splenectomy.

Key words: tuberculosis, spleen, caseated granulomas.

INTRODUCTION

In 2017, tuberculosis (TB) caused an esti-
mated 1.6 million deaths, making it the leading
cause of death from a single infectious agent
worldwide and the tenth cause of death over-
all.!

This disease presents with diverse clini-
cal symptoms, including both pulmonary TB
and extrapulmonary TB. Extrapulmonary TB
accounts for almost 15% of all cases. Among
the extrapulmonary forms, majority are seen
in lymph nodes, pleura, genito-urinary tract,
bones, meninges, gastro-intestinal tract, peri-
toneum, and pericardium. Splenic TB is unu-
sual. This form of TB is normally seen as part
of miliary TB.? Isolated splenic tuberculosis is
extremely rare, particularly in the immunocom-
petent patient.?

Even if tuberculosis is a familiar condition,
an unusual presentation may disguise its cor-
rect nature, expressing itself as cases of un-
explained fever and splenomegaly in TB en-

demic areas.* So, tuberculosis of spleen must
be kept in mind while evaluating fever of un-
known origin in any patient on immunosup-
pressant treatment or having HIV and even
in immunocompetent patients as well. Treat-
ment with antitubercular medication is rarely
unsuccessful.®

Splenic TB is likely to be misdiagnosed as
carcinoma of spleen, splenic abscess, lym-
phoma, or others. The misdiagnosis rate is
high if there is no tuberculosis history in other
organs.®

There are also some reports of spontane-
ous splenic abscess, causing acute abdominal
pain and clinical hypersplenism with bleeding
tendencies.”

At present there are few cases of solitary
splenic tuberculosis reported in the literature
internationally, and through the literature re-
trieval, there are no reports about splenic tu-
berculosis mortality rate data.®
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CASE PRESENTATION

A 28-year-old female from Baghdad was
referred to the National Specialized Centre
for Chest and Respiratory Disease to have an
opinion regarding accidental histopathologic
finding of caseating granulomas in a tissue
specimen of spleen post splenectomy.

The history of the patient was dated back
to 4 months before the splenectomy where
the patient started to complain of pain in the
left hypochondrial region and vague diffuse
abdominal discomfort. Progressively patients
developed low grade fever and sweating with
vague ill health. Patient had no history of
cough or significant weight loss. Initial medi-
cal consultation and simple laboratory inves-
tigation were not yielding to a diagnosis and
treatment with antibiotic and analgesia failed
to show any response.

Patient reported no significant medical,
surgical and drug history. And her gynaeco-
logical history was unremarkable. She was not
smoker has no history of contact with a patient
known to have pulmonary tuberculosis or any
other infectious diseases.

On clinical examination the patient was ill
looking, with high temperature (37.8 °C), mild
tachycardia with normal blood pressure. Cer-
vical and axillary lymph nodes were not pal-
pable. She was neither pale nor icteric. Chest
examination was essentially normal while ab-
domen was distended with tender palpable
spleen below the left costal margin and signs
suggested of ascites.

Complete blood count was within normal
limit. GPT, GOT, and alkaline phosphatase
were mildly elevated, while renal function test,
general urine examination, total serum biliru-
bin and serum albumin were within normal.
Chest X ray showed no abnormality while ab-
dominal ultrasound showed moderate sple-
nomegaly with moderate ascites. Electrocar-
diography and echocardiography were within
normal. The treating physician was thinking to
exclude tumour like lymphoma or ovarian or
other gastrointestinal malignancy. So, decision
was made to do bone marrow aspiration which
showed no significant pathology. Aspiration of
peritoneal fluid which was exudative revealed
cellular smear with moderate count of lympho-
cyte predominant mixed inflammatory cells

and few hyperactive macrophages with no
RBCs or atypical cell. Bacteriological examina-
tion of the peritoneal fluid was not yielding and
unfortunately, Genxpert was not used to veri-
fied the diagnosis of Mycobacterium tuberculo-
sis infection because TB was not suspected at
this early stage.

Absent of response to treatment and non-
specific investigation turned to decision to do
splenectomy which was done under general
anaesthesia. The gross pathological finding
showed a spleen of 23x17x6 cm, brown in
colour, and soft to firm consistency. Serial mi-
croscopic section showed splenic tissue with
reactive lymphoid changes of white pulp and
patchy replacement of red pulp by numerous
small size non-caseating and minimally case-
ating active granulomas with Langerhans giant
cells and secondary splenic fibrosis. With a
suspicion of primary tuberculosis of the spleen.

At our centre, searching for latent or active
pulmonary Tuberculosis were negative. Based
on histopathological findings, poor response to
preliminary antibiotics and absence of confirm-
ing diagnosis of malignancy the patient was
diagnosed as a primary splenic TB and regis-
tered as an extra pulmonary TB case in the na-
tional TB program in Iraqg. Antitubercular medi-
cation was prescribed for a complete course of
6 months duration started as 2 months initial
phase with 4 tablets of combined fixed dose
4 drugs formula; Isoniazid 75 mg, Rifampicin
150 mg, Pyrazinamide 400 mg , and ethambu-
tol 275 mg. Then followed by 4 months contin-
uation phase with 4 tablets of combined fixed
dose 2 drugs formula; Isoniazid 75 mg and
Rifampicin 150 mg. Monitoring of the patient
during the treatment course was uneventful.
Progressively, the patient became clinical well
without fever. Abdominal pain subsided and
appetite has improved remarkably. Abdominal
ultrasound post treatment was normal.

DISCUSSION

Tuberculosis continues to be a major health
problem worldwide, despite considerable ad-
vances in the diagnosis and treatment of the
disease.®

Abdominal TB which contributes to a mere
3% of all extrapulmonary TB encompasses
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Is it possible to encounter a patient with primary splenic tuberculosis during your career?

gastrointestinal tract, peritoneum, omentum,
mesentery, regional lymph nodes and solid
organs like liver, spleen and pancreas.' Iso-
lated abdominal solid organ TB is rare in im-
munocompetent individuals. The incidence of
splenic TB is 0.14-0.7% as per autopsy-based
studies. > "' A non-systematic review to search
for published cases of splenic tuberculosis in
immunocompetent patients between 2000 and
2019 found only 31 cases with tuberculous in-
volvement of spleen.?

Although Iraq is endemic with tuberculosis,
primary splenic tuberculosis is also extremely
rare, and here we are reporting this case of
isolated tuberculosis of the spleen which was
presented with splenomegaly and ascites and
it is the first reported case to the National Spe-
cialized Centre for Chest and Respiratory Dis-
eases up to our knowledge.

Splenic TB occurs in two forms. The first
form is part of miliary TB, which occurs espe-
cially in immunocompromised patients.” The
second, and the unusual form is primary splen-
ic TB where spleen is the is the primary site of
involvement, as in our patient.? Splenic tuber-
culosis usually occurs secondary to haema-
togenous spread of a primary infection, as a
part of disseminated disease.' morphologi-
cally, splenic tuberculosis occurs in five types
miliary, nodular, spleen abscess, calcific and
mixed type.?

Patients susceptible to acquiring splenic
tuberculosis usually have one of the follow-
ing risk factors: immunosuppression, preced-
ing pyogenic infections, splenic abnormalities,
prior trauma to the spleen, sickle cell disease
and other haemopathies, and in the immuno-
competent patient another body site infected
by M. tuberculosis.® Study done by Dixit et al
over a period of 3 years in an Indian hospital
found only 16 patients (0.01%) with splenic in-
volvement from a total of 9205 TB patients and
were able to identify a cause for immunode-
ficiency in only 9 of those 16 patients (8 with
HIV infection and 1 with myelodysplastic syn-
drome). Ten of those 16 patients in their study
had pulmonary involvement too."®

In our report, we present a young immu-
nocompetent female with primary splenic tu-
berculosis. Extensive history, comprehensive
clinical examination and basic laboratory in-
vestigations failed to find any disease or con-

dition that jeopardize her immune status. In
addition, her lungs were free of tuberculous
process.

Clinical manifestations are non-specific
like anorexia, fever, malaise, weight loss,
night sweats, abdominal pain and jaundice.
Splenic TB can present as splenomegaly, hy-
persplenism, solitary splenic lesion or splenic
abscess.'®'718 Rarely, patients can be asymp-
tomatic and their diagnosis is delayed.® Other
severe presentations include splenic rupture,
portal hypertension with and without gastro-
intestinal bleed, and fulminant form involving
rapid progression of fever, cachexia, haemor-
rhage and sepsis. Patients with splenic tuber-
culosis can also present with haematologic
abnormalities: usually they are cytopenic due
to hypersplenism, but cases of polycythemia
have also been reported.'®'82° Qur case was
presented with nonspecific symptoms, pyrexia
of unknown origin was the prominent presen-
tation. Other constitutional symptoms were
mild to moderate and this might be the cause
of delay in the diagnosis. Also, clinical exami-
nation was normal except for splenomegaly
and ascites.

Diagnosis of isolated splenic tuberculosis is
difficult and often delayed because of vague
clinical manifestations. In almost all the report-
ed cases diagnosis was suggested by radio-
logic examination and confirmed by pathologic
examination of fine needle aspiration, splenic
biopsy or of splenectomy specimen. Some
times the diagnosis was made by direct detec-
tion of the mycobacterium tuberculus bacilli.

Imaging studied by ultrasound and CT find-
ings were very important to shift the diagno-
sis towards splenic tuberculosis. The imaging
findings reported with splenic tuberculosis in
their order of frequency are single or multiple
hypoechoic focal lesions, splenic abscess, cal-
cifications (on CT), and isolated splenomegaly.
Ultrasound is not a sensitive tool to detect fo-
cal splenic lesions. In a study, five out of six
patients with isolated splenomegaly on ultra-
sound were found to have lesions on CT.?' Re-
cently, the wide use of PET/Scan as a tool for
searching for metastasis in patient with malig-
nancy, who already have low immunity due to
the malignancy itself or its chemotherapeutic
treatment, has leading to accidental diagnosis
of splenic tuberculosis. Mostly in FDG PET/CT
examination, spleen tuberculosis is seen as
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multiple lesions with increased FDG uptake.??

In our case the abdominal ultrasound
was the only imaging technique used, and it
showed splenomegaly without focal lesion.
This of course is not enough to exclude pres-
ence of splenic nodules especially micronod-
ules which would be detected if a CT scan had
been used.

Real-time PCR is a very useful investiga-
tion for directly detecting the tubercle bacilli
in clinical specimens.” Detection of Mycobac-
terium tuberculosis by XpertMTB/Rif assay in
splenic aspirate, splenic tissues, or abscess
fluid would confirm the diagnosis of tuberculo-
sis.” 2 However, Sahoo et al in their review has
found that 26 case out of 31 was diagnosed
histopathologically and only 5 patients were
diagnosed by direct detection of mycobacte-
rium.'? Therefore, histopathological examina-
tion is necessary for aetiological diagnosis.
Histopathologically, tuberculous infection can
be identified by presence of typical caseation
along with granuloma of epitheloid cells and
Langhans giant cells.®

In our case, Real-time PCR or XpertMTB/
Rif assay were not used the diagnosis of tuber-
culosis in ascetic fluid because the TB was not
highly suspected at that time and the diagno-
sis was raised after finding of caseating active
granulomas with Langerhans giant cells. And
probably this is the message that we want to
send to our colleagues to think of extrapulmo-
nary tuberculosis even in the rare sites when-
ever we encountered a nonspecific presenta-
tion and to broaden our differential diagnosis
list to include it.

Purified protein derivative is a maker of the
diagnosis of latent tuberculosis but not active
tuberculosis. It is reported to be positive in
patients with splenic tuberculosis.?® However,
tuberculin skin test was performed in our case
and it was negative.

The first line treatment of splenic tubercu-
losis is anti- tuberculous drugs for at least 6
months with 4 drugs in the initial phase and
two in the following maintenance phase.?
Zthis attitude is still recommended even after
total splenectomy.® In our patient the spleen
was already removed and we started her on
full anti-tuberculous therapy for 6 months. She
responded nicely and fortunately without any
adverse effects.

CONCLUSION

Yes, itis possible to encounter a patient with
splenic tuberculosis during our career that TB
is still a possible cause of splenomegaly and
the patient should be treated with full course
of anti TB medication even after splenectomy.
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