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ABSTRACT

Introduction: Splenic tuberculosis is a rare hematopoietic localization of this infectious pathology.
Representing 1% of all tuberculosis sites and 10% of extrapulmonary localizations (/). Herein, we pre-

sent a case discovered incidentally during splenectomy for splenic tuberculosis.

The aim of our study is to highlight the diagnostic challenges and evaluate the role of surgery in its

management.

Patient & Observation: Patient Information: A 37-year-old male, known case of schizophrenia under
treatment, chronic smoker with a history of 10 pack-years, occasional alcohol consumer, and cannabis
user. His symptoms began a year prior to admission with left hypochondrial abdominal pain, progres-
sively worsening, non-radiating, with associated chronic constipation, no external gastrointestinal
bleeding, all occurring amidst a febrile sensation and general deterioration marked by asthenia, ano-

rexia, and a weight loss of 15 kg over 6 months.
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Upon general examination, the patient was con- normalities. Abdominal ultrasound revealed an en-
scious, hemodynamically, and respiratory stable, larged spleen measuring 17 cm in its long axis,
afebrile, with a performance status (PS) of 2; physi- with a large central collection without distinct
cal examination revealed splenomegaly estimated walls, irregular contours, and finely echogenic con-
at 18 cm in its long axis, without signs of portal tent, exerting a mass effect on the left kidney.
hypertension or peripheral lymphadenopathy; the
rest of the somatic examination was unremarkable. Abdominopelvic computed tomography (CT)
detected splenic enlargement (splenic arrow at 27
Laboratory investigations showed hemoglobin of cm) with a large, well-defined, lobulated, heteroge-
7.8 g/dL, leukocyte count of 7960/uL, and platelet neously enhancing mass in the lower pole, with a

count of 342,000/mm3, with no other notable ab- central zone of liquid density. This mass exerted a

AJMCRR, 2024 Volume 3 | Issue 4 | 1 of 4



mass effect on neighboring organs, with enhance-
ment characteristics suggestive of a splenic heman-

gioma, yet infectious or tumoral origins couldn't be

excluded.

Figure 1: Axial CT scans at the abdominal level

showing an enlarged spleen with a collection (*).

Due to diagnostic uncertainty, the patient was re-
ferred for surgery. Consequently, he underwent
splenectomy with drainage of the left subphrenic
space using an aspirating Redon drain. Intraopera-
tively, a spleen measuring 30 cm in its long axis

with an intra-splenic abscess was found.

Fig- -ALigature of the Fig- BControl of the

Figure 4: Image of the splenectomy specimen with

intra-splenic collection (*).

Figure 2: Intraoperative image of the splenic mass.

Postoperative course was marked by fever up to
38.5°C, for which the patient received empirical
antibiotic therapy, subsequently adjusted according
to antibiogram results. He became afebrile and was
discharged on the 6th postoperative day with twice-
daily penicillin G injections. Vaccination against
pneumococcus, meningococcus, and Haemophilus

influenzae type B was administered 15 days after

: the intervention.

Histopathological examination of the spleen re-

. vealed tuberculoid granulomatous inflammation.

Discussion: Most often, splenic tuberculosis occurs
within a context of diffuse involvement, particular-

ly hepatic, nodal, and medullary (hematopoietic)
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2,3).

This localization seems to be favored by advanced
age, diabetes, malnutrition, certain hematological
disorders, and HIV.

Clinical manifestations of splenic tuberculosis are
varied and nonspecific. Weight loss, fever, and
anemia are the most common presentations (4.5).
Splenomegaly and hepatomegaly are present in
almost all cases (6). Some malignant forms are

characterized by rapid evolution, often fatal.

The clinical picture may mimic certain parasitic
diseases such as malaria, schistosomiasis, brucello-
sis, or a hematological disorder, notably acute leu-

kemia.

On ultrasound, splenic tuberculomas appear as hy-
poechoic lesions of variable sizes with clear
boundaries, without posterior enhancement. How-
ever, this pseudo tumoral macro-nodular form can
pose genuine diagnostic challenges, especially in
the absence of known tuberculosis sites or sugges-
tive contexts, as in the case of our patient (7.8). In
CT, tuberculomas are usually hypodense, homoge-
neous, not enhanced by intravenous contrast,
sometimes with a hyper vascularized peripheral
rim. In splenic abscess, CT sensitivity approaches
90 to 100%.

The diagnosis of splenic tuberculosis is histologi-
cal and relies on biopsy of the spleen if accessible.
Its specificity can reach 100% (10). It should be
systematically performed in the presence of sple-
nomegaly associated with unexplained fever, al-
lowing for early diagnosis and initiation of medical

treatment, which can be effective alone. Analysis

of biopsy specimens provides evidence of infection
by Mycobacterium tuberculosis, characterized by
the presence of epithelioid granulomas with case-

ous necrosis (1,9).

The treatment of splenic tuberculosis is primarily
medical, based on the combination of three antibi-
otics: rifampicin (R), isoniazid (H), and pyra-
zinamide (Z) for a total treatment duration of six
months (11,12). Additionally, surgical treatment
may be considered for diagnostic or therapeutic
purposes. Diagnostic splenectomy, as in our pa-
tient, may be the only means to confirm the diag-
nosis when all investigations remain inconclusive.
Therapeutic splenectomy is indicated in cases of
treatment failure, polycythemic or cytopenic forms
of splenic tuberculosis, tuberculosis splenomegaly
complicated by gastrointestinal bleeding due to
portal hypertension, failure of percutaneous drain-
age of a splenic abscess, or when multiple abscess-

es of the spleen are present (13,14).

Conclusion: Splenic tuberculosis, especially in its
pseudo tumoral form, is a rare condition with a de-
finitive diagnosis relying on histological and/or
bacteriological confirmation. It should be consid-
ered in any case of splenomegaly with prolonged
fever, even in immunocompetent patients. Treat-
ment is primarily medical, with diagnostic and
therapeutic splenectomy indicated in cases of diag-
nostic uncertainty or complicated or refractory

forms.

Summary :

Splenic tuberculosis is a rare entity, particularly in
immunocompetent individuals. We report the case
of a 37-year-old man presenting with atypical left

hypochondrial pain evolving over 6 months, with
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ultrasound revealing a spleen measuring 17 cm in

its long axis hosting a central collection, subse-

quently confirmed by CT to be a 27 cm splenic

mass in the lower pole. Due to diagnostic uncer-

tainty, the patient underwent splenectomy, with

histopathological findings consistent with necrotiz-

ing tuberculoid granulomatous inflammation.
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