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Abstract

Tuberculosis (TB) is one of the top 10 causes of death worldwide and is more common in developing countries. Isolated
splenic TB is typically found in trauma, miliary TB and immunocompromised status. We present a very rare case of an
immunocompetent child with an isolated primary TB in the spleen. The child only had fever of unknown origin (FUO), and
mild anaemia. The diagnosis was not made until splenectomy was performed. The patient took the quadruple therapy for
TB, and follow-ups showed no recurrence. This case is unique because this child was immunocompetent with no history of
trauma or active TB. TB diagnosis should never be ignored in FUO as this might prevent unnecessary procedures to the
patient. Although the child was vaccinated with Bacillus Calmette-Guérin that usually protects against severe TB in first

5 years of life, it did not prevent from affecting the spleen.

INTRODUCTION

Around 20% of tuberculosis (TB) cases have extra pulmonary
manifestations which can involve almost any organ, with the
nervous and lymphatic systems being the most common [1].
However, isolated cases of TB in the spleen are very rare in
immunocompetent patients [1, 2]. We present a young girl with
fever of unknown origin (FUO) that lasted for 2 months. The
patient had an isolated splenomegaly, and mild anaemia. When
the spleen was surgically removed, she was found to have TB.

CASE REPORT

A 5-year-old girl complained of a continuous fever for 2 months.
She did not suffer from a cough, rigour, chills, night sweats or any
pain. She did not have any gastric complaints either. She did not
miss any of her vaccinations, including Bacillus Calmette-Guérin
(BCG) vaccine. The patient had a family of a low socio-economic

status. Family history was unremarkable. On examination, she
had pallor, and an enlarged spleen. Her height and development
were normal according to her age, but the weight was low below
the 1st percentile. The patient visited the doctor multiple times
and was prescribed antibiotics, and paracetamol but without any
improvement.

Her labs showed moderate hypochromic microcytic anaemia
with normal platelet and white cell counts, while the lympho-
cytic cells percentile was (51%). Thick and thin blood smears did
not provide additional findings. Liver and kidney function tests
were normal, whereas erythrocyte sedimentation rate (ESR) was
41 mm/hour. However, bone marrow aspiration, haemoglobin
electrophoresis, fragility test and direct and indirect Coombs’
tests were normal. Blood culture and human immunodeficiency
viruses (HIV) serology test were negative. Mantoux test showed
a 7 mm induration, which was speculated to be a false positive
from the TB vaccine. However, QuantiFERON-TB gold test (QFT)
was not performed.
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Figure 1: Histology of the lesion in the spleen and its hilar lymph nodes.

Chest X-ray (CXR) was normal. Ultrasonography (US) showed
a homogeneous and moderately enlarged spleen. Thoracic and
abdominal computed tomography (CT) scans with contrast
showed normal lymph nodes, and the splenomegaly was
15 x 5 cm in size and homogeneous in density. No other
abnormalities were detected on the US or CT. The patient
was diagnosed with FUO with splenomegaly as no causes
were found. The differential diagnosis included leishmaniasis,
malaria, infractions and infections.

An open splenectomy was performed to determine the
underlying cause of the sizable lesion of the spleen as spleen
biopsies are generally avoided in this hospital. Pentaxim,
Pneumovax 23, influenza and meningococcal ACWY vaccines
were also given prior the surgery. In pathology, caseation
necrosis was observed in the granulomas in the hilar lymph
nodes (Fig. 1). Acid-fast bacteria (AFB) staining was negative,
but AFB culture was positive which showed TB. For the next 9
months, the patient was given 10 mg/kg isoniazid, and 15 mg/kg
rifampicin, including 2 months of 20 mg/kg ethambutol, and
30-40 mg/kg pyrazinamide. Doses were adjusted during follow-
ups when gaining weight. CXRs of the family members were
normal, and they had normal Mantoux tests. After treatment
was stopped, the patient came for follow-ups every 6 months by
CXRs, US, ESR and blood tests, which showed no recurrence, and
the patient weight went back to normal.

DISCUSSION

TB is more common in developing countries like Syria, and has
one of the top 10 highest mortality rates in the world [1, 3].
Spleen TB is commonly found in immunocompromised patients
[2]. Trauma, and hematogenous spread from the lungs in miliary
TB and from adjacent organs are the methods of infecting the
spleen in immunocompetent patients [1, 2]. In endemic areas,
FUO could be the only symptom of a sporadic TB of the spleen

[1, 4], and the diagnosis can be misleading as symptoms can be
unspecific or absent [5].

BCG vaccination can prevent having a severe disease in chil-
dren such as miliary TB, and meningitis. The vaccination can
also prevent around 40000 cases every year before reaching the
age of 5 years [3, 6]. Diagnosis in our case was made by pathology,
the gold standard method of diagnosis [7]. BCG vaccine can lead
to misinterpretation with Mantoux text but not with QFT. In our
case, a biopsy should have been taken prior the surgery as it is
an effective methods for diagnosis, and splenectomy could have
been avoided [2].

We hypothesis that TB vaccination might have prevented a
more severe form of TB in this patient, but it did not prevent
hematogenous spread to the spleen. No QFT was conducted due
to the financial hurdles that the patient had, and TB diagnosis
was thought to be highly unlikely. Most procedures and medi-
cations in the hospital such as surgeries, drug regiments, AFB
staining and culture, and the hospital admission are provided for
free in Syria, while specific tests such as QFT are not provided for
free, and they can be very expensive. This is not the first case to
report financial hurdles in Syria that prevented proper diagnosis
and management [8]. Although Children’s University Hospital is
considered the best centre for children in Syria, especially for
haematological disorders [9], biopsy from the spleen is avoided
in this hospital due to high rates of complications and a lack of
experience with this procedure.

Despite splenectomy being rarely required in spleen TB, it
may be necessary when an abscess is formed or there is no
response to treatment. Furthermore, treatment can continue up
to 24 months in some cases [1]. The differential diagnosis of
splenomegaly with FUO can be leishmaniasis, malaria, an infract
from endocarditis, leukaemia, sickle cell disease, lymphoma and
myelofibrosis. Infracts can be difficult to distinguish with imag-
ing alone [4]. Malaria is very rare in Syria, and is mainly in the
northern provinces where risk is still low. Cutaneous and visceral
leishmaniasis, has are endemic in Syria, and their incidence



increased in the last years from the internal displacement from
the war [10]. Moreover, diagnosis is mainly made by demon-
strating the parasite in stains [10] which were all normal in our
study.

CONCLUSION

Our patient had fever of unknown origin with an isolated
splenomegaly, which was not diagnosed with TB until splenec-
tomy. TB should always be suspected in endemic areas when
having FUO, and proper diagnostic tests should never be
skipped. A biopsy should be performed when having FUO
with a splenomegaly. BCG vaccination can cause confusion
with Mantoux test, and it did not protect from hematogenous
infection of the spleen in a 5-year-old child. However, it might
have protected from a severe form of the TB.
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