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ABSTRACT 

Objective: One important, though poorly described, manifestation of Extra-pulmonary tuberculosis (EPTB) is that of splenic 
tuberculosis (TB). We aimed to identify the epidemiological, clinical and radiological characteristics of splenic TB in Southern 
Tunisia and to analyse its therapeutic and evolutionary modalities.  

Materials and methods: TB-patients (pulmonary and/or extra-pulmonary) with abnormal splenic parenchymal lesion on 
radiologial exploration were scanned in the light of demographic, clinical, radiological features and response to treatment. 

Results: We included 10 patients. Most of the patients (70%) were aged more than 25 years and the sex ratio was 0.25. 
Immunosupression was noted in 3 cases. Constitutional symptoms were common presentations apart from other abdominal 
symptoms. Most frequent ultrasound (US) findings were multiple focal hypoechoic lesions and splenomegaly. Computed 
tomography (CT) scan allowed a better characterization of the splenic lesions showing mainly micronodular spleen and 
hypodense nodudes. All patients received anti-TB drugs for a median of 13 months and splenectomy was not indicated in 
any case. The outcome was mostly favorable and death occurred in one case.  

Conclusion: The splenic involvement in TB include both immunocompetant and immunosuppressed patients. It is mainly 
reported in disseminated form of the disease. Radiological findings are highly useful for the diagnosis but should always be 
correlated with overall clinical presentation with demonstration of tuberculosis at other body sites. 
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INTRODUCTION 

Tuberculosis (TB) continues to be a major health problem 
despite recent advances in its diagnosis and management. 
There are diverse manifestations of this disease with 
increasing trend of presentation as EPTB especially in the era 
of HIV infection. Among the EPTB, splenic TB is rare and 
poorly described in the available literature [1]. Tuberculous 

involvement of spleen is exceptionally reported in 
immunocompetent host and usually seen in disseminated 
or miliary form of the disease and in patients infected with 
HIV [2]. Various pathological forms of splenic involvement 
are described. Miliary tuberculosis, nodular tuberculosis, 
tuberculous spleen abscess, calcific tuberculosis, and mixed 
type tuberculosis are few among them [3]. Numerous single 
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case reports have been described, but there have been no 
attempts to catalogue the varied dermographic, clinical and 
radiographic characteristics of splenic TB. Our serie analyzes 
clinicoradiological manifestations of this form of disease in 
Southern Tunisia. 

MATERIALS AND METHODS 

This study retrospectively analyzes clinical record of patients 
having splenic involvement in TB attending our 
departement during the last twenty-seven years (1992-
2019) Socio-demographic characteristics including age and 
gender were reviewed. Clinical and evolutionary features, 
such as diagnostic methods, clinical presentation, 
treatment, the follow up duration and the disease outcome. 

The diagnosis of tuberculosis was established by 
demonstration of Mycobacterium tuberculosis on smear 
and/or culture in clinical specimens or histological 
demonstration of caseating granulomas/ acid-fast bacilli in 
tissue specimens or with highly suggestive clinico-
radiological features of tuberculosis with response to anti-
tuberculosis drugs. 

RESULTS 

During a 27-year study period, we included 470 new cases of 
EPTB among whom 10 patients had splenic involevement 
representing 2.1%. Demographic and clinical characteristics 
of these patients are summarized in Table 1. There were 8 
females and 2 males with a sex ratio of 0.25. The median age 
was 36 years (range 15-63 years). Immunosupression was 
reported in 30% of cases: One patient was co-infected with 
HIV and two patients were recieiving long-term 
corticosteroid therapy. Clinical findings were dominated by 
constitutional symptoms such as fever (80%), weight loss 
(70%) and night sweats (60%). Abdominal pain was noted in 
3 cases. Physical examination showed splenomegaly in 40% 
cases and abdominal effusion in 20% cases. The most 
common hematological abnormalities was inflammatory 
anemia (80%) and lymphopenia (60%). All patients had 
simultaneously others sites of TB (Table 2). The main sites 
were lymph nodes in 8 cases (80%), followed by lungs in 6 
cases (60%), and liver in 4 cases (40%). TB- diagnosis was 
established by demonstration of Mycobacterium tuberculosis 
in clinical specimens in 4 cases, histological demonstration 

Table 1. Demographic and Clinical characteristics of patients having splenic tuberculosis (n=10) 

Characteristics Number Percentage (%) 

Age 
<25years-old 3 30 
>25years-old 7 70 

Sex 
Male 2 20 

Female 8 80 

Immunosuppression 
HIV infection 1 10 

Long-term corticosteroid therapy 2 20 

Constutional symptoms 

Fever 8 80 
Anorexia 8 80 

Weight loss 7 70 
Night sweats 6 60 

Abdominal symptoms 
Pain 3 30 

Distension 1 10 
HIV: Human Immunodeficiency Virus 

Table 2. Number and list of tubercular sites other than spleen 

Characteristics Number Percentage (%) 

Number of sites involved 
Two sites 3 30 

Three sites 3 30 

More than three sites 4 40 

Anatomical involved 
sites 

Lungs 6 60 
Lymphnode 8 80 

Brain 1 10 
Peritoneal 2 20 

Hepatic 4 40 

Urogenital tract 3 30 
Bones and joints 2 20 

HIV: Human Immunodeficiency Virus 
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in tissue specimens in 6 cases (60%) and with highly 
suggestive clinico-radiological features of tuberculosis with 
response to anti-tuberculosis drugs in 2 cases (20%). 
Ultrasound of the spleen was realised in 5 cases showing 
multiple focal hypoechoic lesions in 2 cases (40%), isolated 
splenomegaly in 2 cases (40%) and splenic abscess in 1 case 
(10 %). CT scan showed micronodular spleen in 5 cases 
(50%), multiple hypodense nodules in 3 cases (30%), and 
splenomegaly with multiple fluid density formations 
(splenic abscesses) in 2 cases (20%) (Table 3). All patients 
received quadruple anti-TB drugs for two months then 
switched with bitherapy. The median duration of treatment 
was 13 months [6-24]. Sides effects were noted in 3 cases 
(30%): Hepatic cytolysis in 2 cases and rash skin in 1 case. 
Splenectomy was not indicated in any case. The outcome 
was favorable in 9 cases (90%) and we noted one death 
(10%). 

DISCUSSION 

Out of various EPTB entities, the splenic TB is rare. Splenic 
involvement is much more common in patients with 
disseminated TB for whom the diagnosis has been made 
from other sites [4]. However, there are reports of isolated 

splenic involvement too [1]. Splenic TB, as for other 
extrapulmonary forms of TB should always be included in 
differential diagnosis of patients presenting with pyrexia of 
unknown origin [5]. Delay in diagnosis is frequent. Few of 
the reasons for this delay being non specific clinical 
presentation, difficulties in confirming the diagnosis and 
prevalent concepts requiring the surgical intervention for 
confirmation of the disease and its subsequent treatment. 
Clinically, there are no characteristic features and 
constitutional symptoms dominate [6]. The most common 
form of detection is via a palpable spleen by routine physical 
examination. The diagnostic workup for patients with 
suspected TB and splenomegaly on physical examination is 
broad and complicated by the co-occurrence of multiple 
other conditions seen in these patients in developing 
countries [4]. 

Splenic TB is traditionally been thought as a cause of small 
splenomegaly, however massive enlargement has also been 
reported [3]. Very rarely, splenic involvement is totally 
asymptomatic [1]. Haematological changes are those seen 
in TB in general. Most patients demonstrate normochromic 
or hypochromic-normocytic anaemia of chronic disease [7]. 

Table 3. Radiological findings in splenic tuberculosis 

Imaging Findings Number Percentage (%) 

Ultrasound (n=5) 
Multiple focal hypoechoic lesions 3 30 

Splenomegaly 3 30 

Splenic abscess 4 40 

Computed Tomography 
Scan (n=10) 

Micronodular spleen 6 60 
Multiple hypodense nodules  8 80 

Splenomegaly with splenic abscesses 1 10 
HIV: Human Immunodeficiency Virus 

 
Figure 1. Axial cut of computed tomography showing micronodular normal sized spleen 
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Radiologically, splenic TB presents in miliary form or 
macronodular form [8]. Miliary form is characterized by 
multiple small nodules that sometimes may not be 
discernable. They are better delineated on high resolution 
ultrasound as ill-defined hypoechoic lesions [9]. This form 
can also lead to splenomegaly only [6]. The macronodular 
form presents as single or multiple larger nodule/s or 
mass/es that are hypodense on computed tomography (CT) 
and hypoechoic on ultrasound. These nodules commonly 
have an appearance similar to abscesses showing peripheral 
enhancement on CT and anechoic areas or debris on 
ultrasound [9,10]. However, a single large nodule may mimic 
a neoplasm [6,9]. Backer et al. described the features of 
splenic TB on magnetic resonance imaging. Peripheral 
contrast enhancement with centrally nonenhancing area is 
one of the typical manifestations in this study [10]. However, 
largely, the findings are nonspecific and image‑guided fine-
needle aspiration and cytology play an important role to 
confirm diagnosis [6]. Treatement is mainly medical based 
on antitubercular drugs. The optimal duration of treatment 
for splenic TB is currently unknown [11]. As most patients 
with splenic TB have disseminated disease, a 12- month 
course of anti-tuberculous treatment appears to be 
appropriate [11,12]. Prognosis is good with medical 
treatment alone, even in patients infected with HIV 
[11,13,14]. Curative splenectomy does not appear to be 
essential [11,13]. It should be discussed in the event of 
resistance in Koch’s bacillus or worsening under medical 
treatment, with an attitude that is all the more conservative 
as the patient is young [14]. Some teams associate radio-
guided drainage when it involves fluid images larger than 5 
cm in diameter, with very satisfying results [14]. 

CONCLUSION 

High degree of suspicion should be attributed to splenic 
involvement in TB cases, because there are no specific 
symptoms that can characterize splenic TB. However, 
presence of pulomonary TB or EPTB with fever, abdominal 
pain and abnormal splenic parenchymal lesion is a strong 
indication of splenic involvement in both 
immunocompetant and immunocompromised patients. 
The clinical and radiological response to TB treatment 
should be closely monitored to ensure a good outcome. 
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