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CASE REPORT

Isolated splenic tuberculosis: A case report
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were involved in the clinical care; Zhao ZJ performed CT-guid- Splenic tuberculosis (splenic TB) is extremely rare and has
ed splenic puncture; and Lin HH and Liu YH performed patho- no charactetistic symptoms or abnormal imaging findings.
logical examination.
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Therefore, it is likely to be misdiagnosed as carcinoma
of spleen, splenic abscess, lymphoma, rheumatic fever
or others. Isolated splenic tuberculosis is rare although
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CASE REPORT

A 306 year old Chinese man presented with a history of

Abstract frequent fevers for 2 mo. The fever often occurred at
We present a rare case of a 36 year old man who pre- night with body temperature ranging from 38.5C to
sented with recurrent fever but no other symptoms. 40°C. He had chills before fevers and occasional shivers
Laboratory data provided no specific information for  accompanying the fever. There was no history of throat
diagnosis. Abdominal ultrasonography revealed sple- pain, cough, sputum, chest or abdominal pain, night

nomegaly with multiple small hypoechoic lesions within sweats, weight loss or anorexia. His urinary and bowel
the spleen. Computed tomography of abdomen showed movements were normal. His medical history did not
a hypodense diffuse lesion. A diagnosis of isolated sple- include any TB and HIV infection. He denied any history
nic tu_berculosis was conﬁrr_ned_ after a splenic puncture of recent foreign travel or a family history of TB and
and histopathological examination. AIDS. On admission, when physically examined, his body
temperature was 37.8°C and he had mild splenomegaly.
Laboratory data showed that his red blood cell count

was within normal limits, erythrocytic sedimentation
rate (ESR) was 64 mm/h, Wildal’s reaction, tuberculous
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Peer reviewer: Chao Qin, MD, Department of Physiology, antibody test and HIV antibody reaction were aﬂlnegative
College of Medicine, University of Oklahoma, Health Sciences and C-protein level was 69.1 mg/L. Chest radiography
Center, Oklahoma City, OK 73104, United States revealed no abnormalities. Cardiac ultrasound showed no
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Figure 1 Ultrasound showing splenomegaly with multiple hypoechoic
lesions in the spleen.

Figure 2 Abdominal
computed tomography
demonstrated multiple
hypodense diffuse le-
sions in the spleen.

abnormality in morphology and function. An abdominal
ultrasound scan showed that the thickness of the spleen
was about 5.6 cm, indicating an enlarged spleen with
multiple hypoechoic lesions representing solid foci, one
of which was 1.0 cm X 0.8 cm with a clear boundary
(Figure 1).

Bone marrow puncture and biopsy showed a phenom-
enon of animated myelosis including increased activity of
granulocytic series and megakaryocytic series; pathologi-
cal hematopoiesis can be seen. Computed tomography
(CT) of abdomen revealed many hypodense cysts with an
unclear boundary which became clear after an enhanced
scanning. Fungus infection had not been ruled out be-
cause of the diffuse hypodense lesions in the spleen (Figure
2); splenic biopsy was suggested.

A CT-guided splenic puncture and biopsy were taken.
The histopathological report showed that a granuloma
nodule can be seen with large areas of caseation in the
center surrounded by a variable number of Langhan’s
glant cells and epithelioid cells accompanying inflamma-
tory cells infiltration (Figure 3). Acid-fast staining found
no acid-fast bacilli.

Therefore, a final diagnosis of isolated tuberculosis
of the spleen was made as there was no other focus of
tuberculosis detected in the lung, gastrointestinal tract or
lymph nodes. Thus, the patient was started on quadruple
anti-TB therapy (rimifon, streptomycin, rifapin, pyrazina-
mide and ethambutol). Three days later his fever and
chills improved. A repeated abdominal ultrasound showed
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Figure 3 A section of the biopsy specimen showing a granuloma nodule
with central areas of caseation surrounded by Langerhan’s giant cells
and epithelioid cells (Hematoxylin and eosin stained technique, middle-
multiplications).

notable improvement of the lesion 6 mo later. No recur-
rence has been found in the last 3 years.

DISCUSSION

Tuberculosis is a multi-system disease, 90% of which
locates primarily in lung, whereas isolated splenic tuber-
culosis, as we present here, is a rare form of extrapulmo-
nary TB. The number of reports of the disease is less
than 100 in China according to some expert’s estimates!"!.
Patients with AIDS or who are otherwise immunocom-
petent have been reported to be at a high risk for splenic
TB. Although Winternitz (1912) categorized splenic TB
as a primary or secondary form, some scholars insist that
all patients with splenic TB are secondary to the previous
infection of tubercle bacillus in other organs”. In our
case, the patient denied a history of TB and there was
no indication of any other involvement in other sites or
organs at the time of admission. There are no specific
symptoms for establishing the diagnosis of splenic TBY.
Fever was the only symptom in our case and is one of
UFO (fever and pyrexia of unknown origin) as defined
by Petersdorf and Beeson in 1961, Helpful laboratory
data includes anemia, elevated ESR, increased CPR and a
positive OT test.

Ultrasound examination is simple, non-invasive and
useful. There are 5 types of pathomorphological clas-
sifications for splenic TB including miliary TB, nodular
TB, tuberculous spleen abscess, calcific TB and mixed
type TB.

CT scan is also helpful in the diagnosis, especially for
splenic abscess. However, it has its limitations. On one
hand, there are many situations that may have presen-
tations of multiple, hypodense splenic lesions on CT such
as malignant lymphoma, metastatic cancer, echinococcal
cysts, hemangioma or even infectious diseases due to
frequent fever. Our patient may have been diagnosed with
a fungus infection. Fungal splenic abscesses are being
increasingly recognized, especially in immunosuppressed
patients and Candida is the most involved fungus®. How-
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ever, CT can not be suggestive of the nature of lesions in
spleen. On the other hand, typical nodules on the splenic
capsule are usually too small to be detected easily by CT
scan®,

Needle biopsy of the spleen is an important method
of diagnosis. This can proceed by splenic aspiration punc-
ture under image guidance. The typical manifestation is
caseation along with granuloma of epitheloid cells and
Langhan’s cells. Biopsys specimens from cervical lymph
node, lymphonodi coeliac, hydroabdomen and pyocelia
are also pathological evidence for diagnosis. In other si-
tuations, small nodules may be missed on needle biopsy
and occasionally laparotomy or even splenectomy may be
required. So far, histopathological examination is still an
ideal method to confirm the diagnosis. However, many
patients are reluctant to accept it due to its invasive nature.
Therefore, it is common that patients with the disease are
misdiagnosed or diagnosis is delayed.

Laparoscopy has been used in the diagnosis of splenic
TB and has proved to be a minimally invasive approach
avoiding unnecessary splenectomy. It is recommended for
any form of splenic biopsy".

In a new case report of solitary splenic TB, micro-
biological and molecular examinations have been carried
out which are helpful in etiological diagnosism.

Like the treatment of pulmonary tuberculosis, treat-
ment of splenic TB must be carried out in accordance
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with the following principles - timely treatment in combi-
nation, regularly and propetly through the whole course
whether or not an operation is performed. Treatment for
tuberculosis should last for more than 6 mo. Standard anti-
tuberculosis medication should be taken preoperatively
and postoperatively if an operation is carried out.
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