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Abstract

Splenic tuberculosis is a rare entity, particularly among immunocompetent hosts. 

Herein, We report a case of a 50-year-old male who presented with a pain and swelling 

in the left hypochondrium for 5 years. He did not manifest fever or toxaemic 

symptoms. Computed tomographic scan (CT scan) of the abdomen revealed   

multiple splenic abscesses, one of which was ruptured and localised in perisplenic 

area. As he was symptomatic for long time time, splenectomy was done, 

histopathology confirmed the tuberculous origin. It seems that in this rare form of 

tuberculosis, splenectomy in addition to standard antituberculosis treatment is 

curative.

Tuberculous Splenic Abscess
Rajesh S. Shinde*, Aditya Tripathi*, Arun Bhardwaj* , Rahul Baheti*, M.G. 
Nariani**, Rajesh Yadav***

*Resident, ** Prof of Surgery, *** Consultant 
Hepatobillary Surgeon, Bombay Hospital.

Introduction

uberculosis is perhaps as old as Tmankind. It is thought to be the oldest 

of human diseases. Its causative agent, 

mycobacteria, is believed to be amongst 

the oldest bacteria on the earth. In ancient 

literature, descriptions of various forms of 

the disease might be found. Tuberculosis 

is one of the common infectious causes of 

splenomegaly, but tuberculous splenic 

abscess is a rare presentation, restricted 

l a rge l y  t o  immunocompromised  

p o p u l a t i o n  w i t h  d i s s e m i n a t e d  

tuberculosis. We report a patient with a 

rare presentation of this "King of diseases".

Case Report

A 50-year-old male patient from lower socio-

economic strata presented to the out-patient 

department of our Hospital, with complaints of pain  

and a swelling in the left upper abdominal region 

since 5 years. The pain was constant dull aching and 

non radiating, increasing on deep inspiration. 

Swelling was small in size when first noticed, and had 

progressively increased in size. There was no history 

of fever, cough, malaise or weight loss. There was no 

history of trauma. There was no history of contact 

with a case with tuberculosis. The patient was a 

smoker, and alcoholic. He was a known case of 

Dibetes mellitus, and was on oral hypoglycaemic 

agents. Before admission, he had been treated 

without having any definite diagnosis. On 

examination, tender splenomegaly with well defined 

margins and normal overlying skin was present. Rest 

of the physical examination was unremarkable. 

Laboratory investigations revealed raised erythrocyte 

sedimentation rate (ESR) (105 mm at the end of the 

1st hour, Wintrobe method). Total leucocyte count 
3was within normal limits 7700/mm.  Chest 

radiograph (PA view) was unremarkable. Mantoux 

test (1 TU PPD) was positive after 48 hours. Other 

blood biochemical investigations were within normal 

l imits. Bone marrow aspiration revealed 

hypocellularity with increased plasmocytes. 

Ultrasonography of abdomen revealed splenomegaly 

with multiple abscesses within. CT scan of the 

abdomen, showed Splenomegaly with multiple focal 

hypodense lesions (Figs. 1 and 2) suggestive of 

abscesses, with subcapsular extension suggestive of 

rupture.  The patient was found to be human 

immunodeficiency virus (HIV) seronegative by 

enzyme-linked immunosorbent assay (ELISA). The 

patient was subjected for laparotomy and 

splenectomy to establish the diagnosis and definitive 

cure. Postoperative recovery was unremarkable and 

drain was removed on 5th Post-operative day. He was 
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started on daily short- course chemotherapy with 

isoniazid, rifampicin, pyrazinamide and ethambutol. 

He responded well to antituberculosis treatment.

 

Fig. 1: Abdominal CT-Scan demonstrates 

splenomegaly with multiple hypodense area (Axial 

view).

 

Fig. 2 : CT scan showing multiple focal hypo dense 

lesions in spleen (Coronal view).

Discussion

The common forms of extra-

p u l m o n a r y  t u b e r c u l o s i s  a r e  

lymphadenopathy, pleural effusion, bone 

and joint disease, intestinal disease, 

11meningitis and miliary disease.   Splenic 

tuberculosis occurs in two forms. The first 

is its involvement during miliary 

t u b e r c u l o s i s  e s p e c i a l l y  i n  

immunocompromised patients, which is 

not rare and its treatment includes classic 

antituberculous treatment, and if possible 
2improving patient's immunity.  This form 

needs surgical intervention as an 

exception. Spleen is the third organ 

becoming involved in miliary T.B. (lung 

100%, liver 82%, spleen 75%, lymph nodes 
3,455%, bone marrow 41%).  the second 

form is the primary involvement of spleen 

which is extremely rare (the same as our 
5patient).  The incidence of splenic abscess 

is very low (0.14 to 0.7%) in various 

autopsy studies, and is usually associated 

with septicaemic conditions. Splenic 

tuberculosis usually occurs following the 

haematogenous spread of infection, 

occasionally due to contiguous spread of 

infection, or, as a part of disseminated 
6disease.  Fever and left upper quadrant 

pain may be the presenting feature in 

these patients. Few cases are reported in 

l i t e ra ture ,  these  pa t i en ts  were  

immunocompetent and there was usually 
7another site involved by T.B.  The 

presentation of these cases was fever of 

unknown origin (FUO), in most of them 
8final diagnosis was made by laparotomy.  

Sp l enomega l y  in  pa t i en ts  w i th  

tuberculosis may result in a variety of a 

hematologic abnormalities including 

p a n c y t o p e n i a ,  m y e l o d y s p l a s i a ,  

polycythaemia Vera among others. The 

diseased spleen may show either typical 

granulomatous reaction or areactive 

histological pattern. CT scan of the 

abdomen is the most sensitive diagnostic 

tool. CT features of tuberculous splenic 
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lesions include solitary or multiple 

nodular or saccular foci or hypodense 

areas in the spleen. In differential 

diagnosis of CT findings, lymphoma, 

hydatid disease and metastases must be 

considered. Histological or microbiological 

confirmation is usually necessary to 

confirm tuberculosis as the aetiology. The 

choice of treatment in these cases is 

an t i tube r cu l o s i s  t h e rapy ,  w i th  

splenectomy, as and when required. The 

above case is presented, because of the 

rarity of occurrence of splenic tuberculosis 

and multiple abscesses in the absence of 

any constitutional symptoms or 
9,10haematologic abnormality.  Our single 

experience shows that tuberculous splenic 

abscesses could not be treated with 

antibiotics alone and early splenectomy 

which has been suggested by some 

authors seems a better approach followed 

by oral antituberculous drugs. 
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