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Case Report

Introduction

Tuberculosis (TB) is a common infection in different countries 
of Asia and Africa. Liver involvement can occur in both pulmonary 
and extra-pulmonary tuberculosis but clinically it may be silent 
[1]. Hepatic involvement has been described in 90% of miliary TB, 
75% of extra-hepatic TB, and 25% of pulmonary TB [2]. Presenting 
symptoms in these settings are mainly those of military tuberculosis 
[2]. A South African study showed that hepatic tuberculosis 
considered for 1.2% of all cases of tuberculosis diagnosed at a 
general hospital [3]. In Bangladesh, there are few cases of hepatic 
tuberculosis reported to date. Tuberculosis (TB) in the liver can be 
classified into three types: a. Secondary to miliary TB (commonest 
form accounts 50-80% cases); b. Granulomatous disease 
(tuberculous hepatitis) due to TB; and c. Localized hepatic TB with 
or without bile duct involvement [4,5]. Isolated hepatobiliary TB 
is still unusual and accounts for <1% of all diagnosed TB [4,6]. In 
localized hepatic TB with bile, duct involvement presents with 
obstructive jaundice and without bile, duct involvement presents  

 
with solitary or multiple nodular mass lesions in liver parenchyma 
[5]. The rarest type of tuberculous lesion in the liver is isolated 
hepatic tuberculoma and it often resembles a neoplastic liver 
disease (primary or solitary metastatic nodule) [7]. Anti-tubercular 
therapy is the treatment of choice in isolated hepatic tuberculoma 
whereas other neoplastic lesions need surgical or chemotherapeutic 
intervention. Imaging modalities need to identify the lesion but it 
cannot differentiate the hepatic tuberculoma from other neoplastic 
mimickers. Biopsy and histopathology need to diagnose it correctly. 
Here we reported a rare case of isolated hepatic tuberculoma of a 
14 year female patient presenting as a solitary nodular lesion. 

Case report

A 14-year-old female patient came with nausea, jaundice, and 
right hypochondriac pain for 20 days. S For the last 2 months she 
had also suffering from fever and weight loss. Fever was low grade, 
intermittent, and especially occurs in the evening. Weight loss was 3 
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Tuberculosis is one of the most common diseases in Bangladesh. It can present 

with variable clinical manifestations. Isolated Hepatic tuberculosis is not a common 
disease; the presentation of hepatic tuberculosis maybe without having a history of 
any active pulmonary TB or military TB. Patients usually present without having any 
typical symptoms; so, it is difficult for a physician to diagnose the disease quickly. The 
patient presenting with the space-occupying lesion in the liver is confused with abscess, 
hepatoma, or metastases. As the treatment modality of localized hepatic tuberculosis 
is anti-tubercular drugs, the prognosis is very good in comparison to other differential 
diagnoses. Here we are presenting a case of isolated hepatic tuberculosis.

Abbreviation: TB: Tuberculosis; CLD: Chronic Liver Disease; Hb: Hemoglobin; 
ESR: Erythrocyte Sedimentation Rate; PT: Prothrombin Time; INR: International 
Normalization Ration; LDH: Lactate Dehydrogenase; MT: Mantoux Test; CT: Computed 
Tomography; USG: Ultrasonogram; FNAC: Fine needle aspiration cytology
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kg in the last two months. Dull aching constant right hypochondriac 
pain with no radiation and no aggravating factor but relieved 
with non-steroidal anti-inflammatory drugs. She had history of 
nausea but no vomiting. There were no stigmata of CLD, history 
of tuberculosis, or contact with a tubercular patient, skin rash, or 
arthritis. There was no remarkable personal history. General and 
systemic examination reveals the patient was mildly pale, icteric, 
and mild right hypochondriac tenderness. Investigation showed 
normal serum Hb 10.0 gm/ dl, ESR 120 mm in the first hour, white 
blood cell count 12700/Cmm, differential count polymorph 75%, 
lymphocyte 20%, eosinophil 1%, and monocyte 4%. Liver function 
tests were S. Bilirubin: Total 5.4 mg/dl, Direct 2.77mg/dl, S. ALT 96 
U/L, S. ALP 259 U/L. S. Albumin 45g/l, PT and INR were normal. S. 
LDH and alpha-fetoprotein were also normal. Chest X-ray posterior-
anterior view was normal, MT test negative, Viral, autoimmune, and 
Wilson markers for hepatitis were negative.

USG of the whole abdomen revealed normal liver size with 
multiple hypoechoic focal lesions in the right lateral and posterior 
aspect of the right lobe, largest once measure 20×14 mm. The rest 

of the liver parenchyma appears normal which is suggestive of 
space-occupying lesion. Computed Tomography (CT) scan of upper 
abdomen pre and post-contrast revealed liver is normal in size. 
Multiple peripherally enhancing mixed density lesions of variable 
sizes are noted in almost all segments of the right lobe of the liver. 
Peripherally enhancing collection seen in the porta hepatic region 
measuring about 5.0x3.6 cm compressing the biliary channel. 
Possibilities are a) abscess b) Secondary metastasis. USG guided 
FNAC (Fine needle aspiration cytology) done from liver mass 
revealed ill-defined granulomas, granulation tissue, histiocytes, and 
lymphocytes. The background shows a small amount of caseous 
necrotic material and polymorphs. Malignant cells not seen.

Diagnosis: Granulomatous inflammation, cytologically 
consistent with tuberculosis. After getting the initial two months 
of Category-1 Anti TB therapy, the general condition of the patient 
improved with no jaundice and right hypochondriac pain. There 
were no space-occupying lesions in the USG scan of the liver. The 
continuation phase was started (Table 1).

Table 1: Laboratory and radiological investigations.

Investigation Results Normal range

Complete Blood Count
Haemoglobin (g/dL)

Erythrocyte sedimentation rate (mm in 1st hr)
White blood cell count (/cu mm)

Neutrophil leucocytes (%)
Lymphocytes (%)

Platelet count (/cu mm)

10.0
120

12,700
75
20

13-17
0-10

4,500-11,000
40-80
20-40

150,000-400,000

Liver function tests
Total Bilirubin (mg/dl)

Direct Bilirubin (mg/dl)
Serum albumin (gm/L)
Prothrombin Time (sec)

International normalized ratio
Alanine aminotransferase (U/L)

Alkaline phosphatase (U/L)
Lactate dehydrogenase(U/L)

Alpha fetoprotein

5.4
2.77
45
17
1.4
96

259
326

1.54 ngm/ml

0.3-1.0
-

35-50
12-16
<1.4

35-50
128-356
208-378

˂ 15ngm/ml

Viral markers
Hepatitis B surface antigen (HBsAg)

Antibodies to hepatitis C virus (Anti HCV)
Antibodies to hepatitis A virus (Anti HAV) Ig

MAntibodies to hepatitis E virus (Anti HEV) IgM

Negative
Negative
Negative
Negative

Autoimmune Markers
Anti nuclear antibody (ANA)

Anti LKM1
IgG

Negative
Negative
12.5 g/l

7-16g/l

Wilson disease markers
KF ring (Kayser-Fleischer ring)

S. Ceruloplasmin
Absent

39 mg/dl
20-60 mg/dl
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X-ray chest
Mantouex Test

Normal
Negative

Ultrasonography of abdomen (figure 1)
Normal size liver with multiple hypoechoic focal lesions in the right lateral and posterior aspect of 
right lobe, largest once measure 20×14 mm. Rest of the liver parenchyma appears normal which is 

suggestive of space occupying lesion. (figure 1)

Computed Tomography (CT) of upper abdomen 
(Figure 2)

Liver is normal in size. Multiple peripherally enhancing mixed density lesions of variable sizes 
are noted almost all segments of right lobe of liver. Peripherally enhancing collection seen in the 

portahepatic region measuring about 5.0x3.6 cm compressing the biliary channel. Possibilities are 
a) abscess b) Secondary metastasis.

USG guided FNAC

Clusters of epithelioid cells, many lymphocytes, some histiocytes and clusters of normal 
hepatocytes. Background shows blood and small amount of caseous necrotic material. No malignant 

cell seen.
Diagnosis: Granulomatous inflammation, suggestive of tuberculosis

Discussion

Tuberculosis is the most common infectious disease in 
Bangladesh like other developing countries. In local hepatic 
tuberculosis, tubercle size is >2mm in diameter and can be 
associated with a tuberculous focus elsewhere. The rarest form 
of local hepatic tuberculosis is isolated hepatic tuberculoma 
(nodular and macronodular hepatic tuberculosis) [8]. Most of 
the local hepatic tuberculosis has been reported by South Africa 
and the Philippines. Mode of transmission of mycobacterium 
TB to the hepatobiliary system is either by hematogenous route 

gastrointestinal foci, lymphatics, or to ruptured tuberculous lymph 
nodes near the portal tract. In localized hepatic TB tuberculous 
bacilli is spread through the lymphatics or due to rupture of 
tuberculous lymph nodes near the portal tract [4,5]. Whatever the 
mode of entry, granuloma formation is responded to by the liver. 
Both caseating and non-caseating granulomas can be seen. In focal 
tuberculosis, large tumor-like tuberculoma is formed by coalesces 
of various size granuloma. Caseating and liquefaction necrosis 
occur within tubercular granuloma and to form tubercular abscess 
[3] (Figures 1& 2). 

Figure 1: USG of liver.

Figure 2: CT scan of liver.
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In world literature, 30-50 years are the common age group 
and usually presents with fever (50-90%), abdominal pain (45-
66%), and hepatomegaly in localized hepatic TB [4,5]. Various 
clinical features, inconsistent of clinical and biochemical findings 
makes diagnosis difficult of patient of hepatic tuberculosis. Non-
specific and constitutional presenting complaints include anorexia, 
weight loss, night sweat, fever, malaise, and abdominal pain [9,10]. 
Generally, tuberculosis elsewhere is the clue for the diagnosis of 
hepatic involvement. Epigastric or right upper quadrant tenderness 
is a common manifestation [10]. Hepatomegaly is a common 
finding and can be associated with splenomegaly [11]; On the 
other hand, in the extensive miliary form, splenic involvement is 
common [12]. Jaundice can present due to direct destruction of the 
liver parenchyma by tuberculosis [10], with or without obstructive 
processes [12]. The most frequent clinical-laboratory findings in 
tuberculosis of the liver are hepatomegaly (~90%), elevated serum 
alkaline phosphatase levels (~80%), fever (~70%), weight loss 
(~60%), and abdominal pain (~55%); all of them were present 
in our case. Moderate to a marked increase in the serum alkaline 
phosphatase level, along with normal or mildly increased serum 
bilirubin, is suggestive of hepatic tuberculosis; though these are not 
specific and may occur in other conditions, such as liver abscess, 
metastatic carcinoma, amyloidosis, echinococcosis, granulomatous 
diseases of other etiologies, and also inactive cirrhosis. 

This type of biochemical abnormality was observed in 
our patient. Hyperglobulinemia and low serum albumin also 
suggestive of hepatic tuberculosis [13]. Normal to moderately 
raised aminotransferase and gamma glutamyl transpeptidase 
levels sometimes markedly raised are also seen. prothrombin 
time abnormality is a common finding in some series. Non-
specific laboratory findings, such as anemia and leukocytosis can 
be seen. Sometimes there is pancytopenia. Increased erythrocyte 
sedimentation rates are also common. In our case, most of these 
laboratory abnormalities were observed. Localized hepatic TB 
diagnosis is always difficult. Liver function abnormalities as elevated 
liver enzymes, hypoalbuminemia, hypogammaglobulinemia are 
non-specific and not helpful for definite diagnosis [4,5]. In our 
cases, the liver function test also did not help in a specific diagnosis. 
Sometimes, chest X-ray of hepatobiliary tubercular patients 
may show old tubercular lesions but only in <10% cases, active 
pulmonary TB may be observed [4]. In our case, we could not find 
any radiographic or microbiological (sputum for acid-fast bacilli) 
evidence of pulmonary tuberculosis. A similar case of isolated 
hepatic TB was reported without any pulmonary lesion [7]. In 
localized hepatic TB, ultrasound examination of the liver shows 
nodular hypoechoic lesion or complex mass lesion mimicking 
primary or metastatic tumors. In our case, USG revealed hypoechoic 
lesion.

 CT scan has some fallacies like ultrasound mimics a tumor. 
In our case, both CT scans and ultrasound misled us as a primary 
hepatic neoplasm or solitary metastatic nodule. Imaging-guided 

FNAC can confirm the diagnosis, but in our case, only necrotic 
material but no acid-fast bacilli were not found in Ziehl Neelsen 
staining. For diagnosis of localized hepatic tuberculosis, Liver 
biopsy, either by image guidance or laparoscopic procedure and 
histopathology is a very effective tool. Caseous necrosis, multiple 
will form epithelioid granulomas, and presence of Langhans giant 
cells are the histopathological features of localized hepatic TB [4,5]. 
A caseous granulomatous lesion in liver biopsy is also observed in 
coccidioidomycosis, brucellosis, and Hodgkin’s disease but clinical 
presentation is different [5,14]. In an endemic region, the absence 
of acid-fast bacilli, we should not distract from the diagnosis of 
tuberculosis [15]. Treatment of hepatic TB includes the standard 
four-drug regimen with isoniazid, rifampicin, ethambutol, and 
pyrazinamide as for any form of extrapulmonary TB. The duration of 
therapy is recommended generally for 1 year. Clinical improvement 
is frequently seen within 2 - 3 months. Study shows that with 4 
drug regime 67% of cases respond well with good clinical response. 
Despite the response, the overall mortality rate is 12%-42% and 
much higher in cases those present with jaundice (4). Adverse 
prognostic factors include acute presentation, younger age (<20 
yr), and coagulopathy, etc for multiple large lesions and refractory 
lesions to medical treatment, surgery is an option [16,17]. In our 
case, the duration of therapy was 12 months; however, symptom 
relief was achieved within 2 months. Also, surgery is not required.

Conclusion

Isolated hepatic tuberculosis is a very rare form even in 
the endemic country for tuberculosis like Bangladesh. In an 
endemic country, when there is a liver mass in imaging study 
physicians should keep in mind that one of the differentials is 
hepatic tuberculosis. Clinically may resemble hepatic abscess but 
histopathology is the cornerstone of diagnosis.
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