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CASE REPORT

A Case Report of Tuberculous Lymphadenitis
and Tuberculous Pleural Effusion

v om

Accompanied by Splenic Tuberculosis

Splenik Tiiberkiilozun Eslik Ettigi Tiiberkiiloz Lenfadenit ve Tiiberkiiloz Plérezi:

Bir Olgu Sunumu
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Abstract

Oz

Spleen tuberculosis has occasionally been described
in literature, mostly in immunocompromised patients
with various risk factors. The presence of spleen in-
volvement and splenomegaly makes this type of My-

cobacterium tuberculosis infectiondifficult to diagnose.

A 56-year-old woman who had mediastinal and
abdominal lymphadenopathies with splenomegaly
and was investigated with a pre-diagnosis of lym-
phoma, and with no significant medical history, pre-
sented with complaints of fever and malaise. Here,
we present a case of tuberculous lymphadenitis and
pleuritis accompanied by splenic tuberculosis with the
appearance of granulomatous inflammation on pleu-
ral and spleen biopsy. Tuberculosis should be kept in
mind as a differential diagnosis in diseases accom-
panied by a fever of unknown origin and lymphade-
nopathy.

Key words: Tuberculosis, lymphadenit, spleen, pleural
effusion.

Dalak tiberkilozu, literatirde zaman zaman, cogun-
lukla gesitli risk faktérleri olan bagigikhigr baskilanmig
bireylerde tanimlanmistir. Dalak tutulumu ve spleno-
megalinin olmasi, bu tir Mycobacterium tuberculosis
enfeksiyonunun teshis edilmesini zorlastinr. Spleno-
megali ile birlikte mediastinal ve abdominal lenfade-
nopatileri olan ve lenfoma 6n tanisi ile arastinlan,
énemli bir tibbi &ykisi olmayan 56 yasinda kadin
hasta ates, halsizlik yakinmasi ile bagvurdu. Alinan
plevral ve dalak biyopsisinde granilomatéz inflamas-
yonun ortaya cikti. Burada, dalak tiberkilozunun
eslik ettigi tiberkiloz lenfadenit ve plérit olgusunu
sunuyoruz. Tuberkiloz, nedeni bilinmeyen ates ve
lenfadenopatilerin eslik ettigi hastaliklarda ayiric tani
olarak hala akilda tutulmalidir.

Anahtar Sézcikler: Tiberkiloz, lenfadenit, dalak,

plevral effizyon.
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Despite the medical advances in the diagnosis and treat-
ment of infectious diseases, tuberculosis is still a health
issue of concern in developing countries. In countries
where cases of tuberculosis are common, all forms of the
disease may frequently be detected, while in developed
countries extrapulmonary cases represent a very small
proportion of the total. Although the spleen is the third
most affected organ in miliary or disseminated tuberculo-
sis after the lungs and liver, isolated splenic tuberculosis is
a rare manifestation of the disease (1). Symptoms of
splenic tuberculosis are often nonspecific and misleading,
and even asymptomatic cases can often complain of
fever, stomachache and weight loss (2). The early diag-
nosis of splenic tuberculosis is not possible due to the
unclear symptomatology of the disease, while Mycobacte-
rium tuberculosis infections can be difficult to diagnose
due to bacterial sequestrations in the spleen. Carcinoma,
metastatic fumor, lymphoma, hemangioma and abscess
of the spleen are among the differential diagnoses, and
false diagnoses are also likely in high rates if there is no
history of tuberculosis of other organs.

We present here the case of a 56-year-old woman with
no significant medical history who had mediastinal and
abdominal lymphadenopathies together with splenomeg-
aly, and who had been investigated with a preliminary
diagnosis of lymphoma. We present a case of pleural
effusion with pleural and splenic biopsy results of granu-
lomatous inflammation leading to splenic tuberculosis,
with accompanying tuberculous lymphadenitis and pleuri-
sy. Tuberculosis must be kept in mind as a differential
diagnosis when presented with fever of unknown origin
and diseases accompanied by lymphadenopathies.

CASE

A 56-year-old woman presented with a 4-month history
of excessive sweating and weight loss. A thoracic-
abdominal computed tomography (CT) revealed many
lymph nodes with a short axis of 3 cm in the mediastinum
and abdominal lymphadenopathies, together with sple-
nomegaly. Considering the preliminary diagnosis of lym-
phoma, an inguinal lymph node excisional biopsy was
carried out (Figure Ta and b), and the histopathological
result of the biopsy revealed noncaseating granulomatous
lymphadenitis. The patient was thus referred to our chest
diseases unit with preliminary diagnoses of sarcoidosis
and tuberculosis. A Mantoux test/tuberculin skin test (PPD
skin test) was performed on the patient, whose histo-
pathological diagnosis was granulomatous lymphadenitis,
for the differential diagnosis of tuberculosis and sarcoido-
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sis. A tuberculin skin test showed no induration, and
EBUS was planned for culture material from the mediasti-
nal lymph nodes. The patient did not attend the clinic at
this time due to the pandemic, and applied to the chest
diseases clinic due to shortness of breath approximately 2
months later. Pleural effusion had formed in the left lung
approximately from the 2nd anterior rib on the posterior
in an anterior Chest x-ray (Figure 2). The patient was
hospitalized and a physical examination revealed a mod-
erate and weak general condition. Multiple lymphade-
nopathies were detected bilaterally in the cervical, ingui-
nal and axillary areas that were mobile, firm and painless,
and with no signs of inflammation or induration on the
skin. Tenderness and Traube’s Space were evaluated as
closed. Laboratory examinations revealed a hemoglobin
level of 10.6 g/dl, hematocrit of 34%, leukocytes of
6590/mm?® and platelets of 336000/mm?3. The erythro-
cyte sedimentation rate was determined as 12 mm-h—1.
The biochemical parameters values were BUN of 13
mg/dl, Creatinine of 0.6 mg/dl, Na of 137 meq/L, K of
5.0 meq/L, Ca of 7.5 mg/L, Albumin of 2 g/dl, AST of
26 1U/L, ALT of 13 IU/ L and LDH of 278 IU/L. The pa-
tient underwent thoracentesis, and the pleural fluid was
an exudative effusion, the result of an acid-fast bacilli
(ARB) test of which was negative. The adenosine deami-
nase (ADA) levels of the pleural effusion were 22 1U/L. A
closed needle biopsy was performed on the patient.
While there were many granuloma structures in lympho-
plasmacytic inflammatory cell infiltrations, there was no
observation of necrosis in the granuloma structures in the
pathology results of the pleural biopsy. Schaumann bod-
ies were observed in some of the giant cells, the presence
of which indicated possible sarcoidosis as a clinical pre-
diagnosis. Since these findings were not entity-specific in
terms of causes of granulomatous inflammation (Figure
3), the case was evaluated from a clinical, microbiologi-
cal, and serological point of view. Further examinations
revealed noticeable symptoms of dyspnea in the fore-
ground, and an evacuating thoracentesis was performed.
Due to repetitive pleural fluid collections, a pleura can
was attached. While lymphoma was ruled out by hema-
tology, PET/CT revealed multiple low-to-moderate hy-
permetabolic lymph nodes with conglomeration and
chain-like extension in the cervical-thoracic region, ab-
domen and pelvis. The spleen was also significantly in-
creased in size, and in addition to a significant diffuse F-
18 FDG uptake in the parenchyma of the spleen, a
pathological F-18 FDG uptake compatible with the cap-
sular millimetric hypodense area was detected at the level
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of the inferior end of Segment 6 in the liver (Figure 4a
and b). A spleen biopsy was performed on the patient,
and a biopsy sample taken from the cervical lymph node
was sent to the microbiology department for tuberculosis
culture. There was no ARB identified in a direct examina-
tion of the lymph node. While waiting for the culture re-
sult, caseifying granulomas were observed in the spleen
biopsy (Figure 5). The patient was started on antitubercu-
lous treatment with a diagnosis of splenic tuberculosis,
tuberculous lymphadenitis and pleural tuberculosis. No
growth was detfected in the lymph node tuberculosis cul-
ture of the patient who was now in the 2nd month of

treatment.

DISCUSSION

Tuberculosis is a multisystemic disease, the most common
form of which is pulmonary tuberculosis. Extrapulmonary
disease accounts for approximately 15-20% of all cases
of tuberculosis (3). Splenic tuberculosis was first described
in literature by Coley in 1846, but this unusual form is
rarely reported as the primary involvement in literature.
HIV-infected or immunocompromised patients are report-
ed to be at high risk of splenic tuberculosis, and HIV
infection has been found to underlie many reported cases
of splenic tuberculosis abscesses (4). For this reason,
spleen involvement was thought to occur only in immun-
ocompromised individuals, although there have been a
few case reports of splenic tuberculosis in immunocompe-
tent patients (5). Sharma et al. (6) and Gupta et al. (7)
reported rare cases of splenic abscess in an immuno-
compromised and immunocompetent patient. The case
presented here is extremely rare. The patient had no his-
tory of tuberculosis, and no immunosuppressive condi-
tions have been shown to cause such infections. The
splenic involvement of tuberculosis is more common in
men, and usually in the 19-53 years age group (8). In
most cases, a fever of unknown origin is the typical
presentation (9). The most common symptoms presented
by patients are fever (82.3%), fatigue, weight loss
(44.12%), and splenomegaly (13.2-100%) (10). There
are no specific symptoms for a diagnosis of splenic tuber-
culosis. Tuberculosis of the spleen is very rare and difficult
to diagnose in an immunocompetent individual. The
main complaints in our case — a 56-year-old female —
were fever, malaise, anorexia, abdominal pain and
shortness of breath. Most cases present as a splenic ab-
scess, but the presence of ascites (11) together with a
splenic mass (12) has also been reported. Splenic TB may
be associated with the presence of abdominal and medi-
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astinal lymphadenopathy, psoas abscess and vertebral
tuberculosis (13). In our case, pleural effusion accompa-
nied the splenic tuberculosis, along with abdominal and
mediastinal lymphadenopathies. Isolated cases of splenic
tuberculosis have been reported in the literature (14-16).
Despite their reliability, common methods such as Ultra-
sound and CT offer only limited success in distinguishing
lesions from primary or metastatic tumors of the spleen.
The rate of misdiagnosis is high if there is no history of
tuberculosis in other organs. Although the presence of
splenomegaly with abdominal lymph nodes in our case
initially suggested lymphoma as a diagnosis, the granu-
lomatous result of the biopsy taken from both the lymph
node and spleen ruled this condition out. Although imag-
ing methods are helpful in the diagnosis of tuberculosis,
whether pulmonary or extrapulmonary, a definitive diag-
nosis is made histopathologically and/or microbiological-
ly. Abdominal ultrasound is the first imaging modality of
choice, as it is cost-effective and can aid in the character-
ization of the lesion. Lesions of the spleen typically pre-
sent as multiple hypoechoic lesions that may be tubercu-
lomas or abscesses. CT is the next best modality for the
identification of lesions of the spleen, and also for the
detection of concurrent lesions in the chest and other
parts of the abdomen. Many patterns such as nodular,
pseudotumor and oval appearances, have been identified
in splenic tuberculosis on CT scans, and five types of
splenic tuberculosis can be identified based on patho-
morphological manifestations, including miliary tubercu-
losis, nodular tuberculosis, tuberculous splenic abscess,
calcific tuberculosis and mixed type tuberculosis (17).
Diagnosis is confirmed by a histopathological examina-
tion of the lesions. Fine-needle aspiration biopsy, laparo-
scopic or imaging-guided needle biopsy (CNB), or sple-
nectomy specimens have been examined for diagnostic
confirmation in different reports (18). In the abdominal
USI performed in our case, the size of the spleen was
measured at approximately 28 mm, and the parenchyma
structure was observed as normal. There were, however,
lymph nodes present in the abdomen. The patient, who
was thought to have mostly lymphoma based on her
splenomegaly, was found to have splenomegaly with
abdominal lymphopathies in her abdominal CT. Imaging
methods cannot contribute to a direct diagnosis, and so a
histopathological diagnosis is required. In our case, an
FDG uptake was also present in the spleen and mediasti-
nal, and abdominal lymphadenopathies on PET-CT,
however, these do not indicate a specific disease, and
can only guide clinicians to the appropriate biopsy site.
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mediastinum

Figure 2: Pleural effusion on the left lung

One study in literature reported a case of isolated spleen
TB in which a fever of unknown origin was examined, and
was not detected in any other morphological image ex-
amination other than FDG-PET (19). In our case, biopsy
samples taken from the lymph nodes, pleura and spleen
were reported as granulomatous. Histopathologically,
caseification was also observed in the spleen biopsy.
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Since lymphoma was considered as a preliminary diagno-
sis, no culture was sent from the biopsies, and the pres-
ence of splenomegaly made it difficult for us to come to a
diagnosis. A sample, however, was sent from the cervical
lymph node for culture. As with pulmonary tuberculosis,
antituberculous therapy is the primary treatment approach
to spleen tuberculosis. Treatment regimens, which typical-
ly last six to nine months, are considered satisfactory, and
a splenectomy can be applied to patients who do not
respond to medical treatment or in the presence of an

abscess in the spleen (17).

Figure 3: Granulomatous inflammation on pleural biopsy (H&E, X100)

Figure 4a and b: PET/CT revealed multiple low-to-moderate hyper-

metabolic lymph nodes with conglomeration and chain-like extension in
the cervical, thoracic region, abdomen and pelvis, and a significantly
increased spleen size was detected in addition to significant diffuse F-18
FDG uptake in the parenchyma of the spleen
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Figure 5: Caseative necrotizing granulomatous inflammation of the
spleen parenchyma (H&E, X100)

In conclusion, although fever of unknown origin, weight
loss, night sweats, and multiple lymphadenomegaly and
lymphoma are considered in the differential diagnosis of
splenomegaly, it should be kept in mind that there are
unusual manifestations of tuberculosis that can mimic any
disease, and that may create difficulties in the differential
diagnosis. It is necessary to emphasize here that if clinical
and radiological findings suggest tuberculosis, it will be
useful to perform microbiological examinations to deter-
mine the causative agent from materials taken from the

lymph node, pleura or any organ other than the lung.
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