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Abstract : 

24year old immunocompetent male patient with fever for 6 weeks duration with left upper abdominal pain. On examination 

he was febrile with minimal tenderness at  left  hypochondral  area . USS abdomen revealed the splenic abscess. CT 

abdomen showed multiple  hypodense lesions of splenic abscess. Mantoux  test was non reactive but  ESR was elevated. 

Laparotomy done revealed the enlarged spleen with attachment to the diaphragm. Histopathology result was of caseating 

granuloma which were confluent consistent with tuberculosis of spleen.Tuberculous chemotherapy started with 4 drug 

regime. Patient was also given pneumococcal and influenza vaccination in the post operative period. 
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BACKGROUND 

Clinically tuberculosis may present as pulmonary or 

extrapulmonary disease. Extrapulmonary tuberculosis 

accounts for 15% of tuberculosis. Of all the organs, 

lung is the predominantly affected organ. Involvement 

of spleen in tuberculosis occurs in miliary/disseminated 

form of the disease. However isolated splenic 

tuberculosis or solitary tuberculosis of spleen is very 

rare in immunocompetent individuals. When spleen is 

involved as an isolated organ, patient may have 

multiple hypoechoic foci less than 2 cm  which may be 

evident on USS and multiple hypodense lesions in CT 

abdomen. Splenic abscess is a comparatively 

commoner stage than the solitary or nodular stage when 

patient seeks medical advice. Isolated  splenic 

tuberculosis abscess is rarely suspected clinically and 

the diagnosis is made retrospectively. 

CASE REPORT 

24 year old  immunocompetent male patient without 

any previous history of tuberculosis or  family history 

of tuberculosis presented with left hypochondrial  pain 

and fever for previous 6 weeks. There was no previous 

history of contact with tuberculosis. Fever was of low grade 

with chills and rigor. There was no associated cough, 

sputum or dyspnea. Abdominal pain on left hypochondriac  

area was not associated with vomiting or diarrhoea or 

malena. Examination revealed a moderately built and ill 

nourished patient with temperature of 38.2
0 

C . Respiratory 

system examination was within normal limits. Tenderness 

on deep palpation on left hypochondral area was there 

without any mass or hepato splenomegaly .There was no 

ascites. Bowel sounds  were normal. Other systems were 

with in normal limits. Routine work up showed hemoglobin 

14.3 grams per dl, total count 7700 cells per cmm  with 66% 

polymorphs, lymphocytes 26%, eosinophils of  8% and ESR 

of 30 mm in the first hour. Liver  and renal function tests  

were with in normal limits. Serum calcium and phosphorous 

were 9.3 mg per dl and 4.8 mg per dl respectively.  Mantoux 

test was nonreactive. Sputum  AFB was negative.  In Chest 

x ray reading  nothing was suggestive of tuberculosis. 

Ultrasonography of abdomen showed multiple hypoechoic 

lesion in the spleen  with splenomegaly. 

Liver was normal and no  lymphadenopathy or intra 
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abdominal collection were seen. CT abdomen  revealed 

multiple hypodense lesions in the spleen consistent with 

splenic abscess. 

Laparotomy was done based on these data. 

Intraoperatively spleen was found enlarged and  found 

adhered to diaphragm on separation of which pus 

discharged from spleen. Splenectomy done and  was 

submitted for histopathology examination.Tuberculous 

splenic abscess was identified by the pathologist and 

based on this 4 drug antituberculous chemotherapy was 

started along with other supportive treatments. Patient 

also received  post  splenectomy  pneumococcal and 

influenza vaccination    

DISCUSSION 

Isolated splenic tuberculosis is a very rare manifestation 

of extra pulmonary tuberculosis in immunocompetent   

individuals
9
. Here a young  HIV negative patient with 

out prior history of contact with tuberculosis presented 

with fever and left upper  abdominal pain for 6 weeks 

duration and he had tuberculous splenic abscess. 

Splenic tuberculosis is a rare form of abdominal 

tuberculosis. It is usually seen in immunocompromised 

individuals 
1 

or as a part of disseminated tuberculosis 

although it can also be manifested in immunocompetent 

individuals infrequently
9
. Spleen can be the only site of 

tuberculous infection (isolated splenic tuberculosis)
4 7 8 9 

. Bhansali et al
 12

  in a series of 300 patients with 

abdominal tuberculosis did not encounter even a single 

case of splenic tuberculosis. Tuberculosis has been 

reported as a rare cause of splenic abscess 
11, 

. On USG, 

splenic tuberculosis usually presented as multiple small 

hypoechoic lesions 
17,18

 and CECT( Fig:1) may 

demonstrate hypodense lesions
3,9,18

. The reported yield 

of aspiration cytology from the splenic lesions is 

variable.  Suri et al reported up to 88% sensitivity for 

fine  needle aspiration cytology (FNAC) for diagnosing 

a tuberculous pathology in the spleen 
14

. On 

histopathologic examination there will be epithelioid 

granulomas composed of aggregates of epithelioid cells, 

lymphocytes and Langhans giant cells with variable 

degree of central caseous necrosis involving both the red 

and white pulps (Fig 2,3,4). 

There are 5 types of pathomorphological classifications 

for splenic TB including miliary TB, nodularTB, 

tuberculous spleen abscess, calcific TB and mixed type 

TB.Tuberculosis should be considered as one of the 

differential diagnosis in patients presenting with FUO and 

splenomegaly especially in areas where the disease is 

prevalent
6, 11

. Splenic tuberculosis can even affect 

immunocompetent individuals 
9
.  In patients presenting 

with FUO and splenomegaly, where an exact diagnosis 

could not be established after all possible and available 

investigations, splenectomy is strongly recommended for 

the diagnosis and further treatment. Empirical exposure to 

antituberculous drugs could be hazardous in these 

situations as it may mask a definite diagnosis later. At 

times such patients may not respond to antituberculous 

drugs and require splenectomy subsequently
13

. 

CONCLUSION 

 Tuberculosis should be considered in the differential 

diagnosis of patients presenting with Fever of unknown 

origin and splenomegaly.  Splenic tuberculosis can 

present in isolation without extrasplenic involvement, and 

even in immunocompetent individuals. 

 

Fig 1: CT abdomen showing multiple hypoechoic  

lesions of splenic tuberculosis  
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Fig 2: low power view of caseating granuloma of 

 tuberculous splenic abscess (H&E Stain) 

 

 

 

 

 

 

Fig 4: Granuloma with Langerhan’s giant  

cell and epithelioid cells 
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