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ABSTRACT

A young male presented with fever and right hypochondrium pain lasting for 1 week. He was tender in the right
hypochondrium. Rest of the examination was insignificant. He had a raised ESR of 70mm/1st hour. His abdominal ultra-
sound revealed a hypodense lesion in caudate lobe of liver. A Computed tomography scan of the abdomen showed a
cystic lesion in caudate lobe of liver suggestive of hydatid cyst. Since echinococcal serology and history of contact with
cattle and dogs were negative, he was shifted to surgical unit, where the cyst was excised and sent for histopathology.
The biopsy report showed granulomata consisting of epithelioid cells, admixed with lymphoid cells. Langerhan giant
cells were seen associated with caseous necrosis suggestive of chronic granulomatous inflammatory process most
consistent with tuberculosis. Ziehl Neelsen staining was positive for acid fast bacilli. Isolated Liver Tuberculosis (ILT) is
a rare form of tuberculosis. We hereby report a case of ILT that presented with features mimicking hydatid cyst disease.
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INTRODUCTION

Tuberculosis (TB) is primarily a lung disease but
it can affect several other organs as bone, brain, liver,
and intestine'. Liver involvement in TB is not uncommon
but isolated liver TB (ILT) is the rarest form of hepatic
tuberculosis®. Levine classified liver involvement with
TB in three forms®: Diffuse hepatic involvement with
severe pulmonary and extra pulmonary TB. It is the
most common form and is seen in upto 80% of patients
dying of TB. Second form is diffuse involvement of
liver by tubercle bacilli but with no manifestations of
pulmonary or extra pulmonary TB. The third and rarest
form is isolated liver tuberculosis in which only a part of
liver is involved and rest of the liver is spared. There is
neither pulmonary nor extra pulmonary TB. According
to a case report published in the Turkish Journal of
Gastroenterology, only 25 cases have been reported in
world nomenclature with ILT*. We hereby report a case
of ILT that presented as hydatid cyst disease.

CASE REPORT

A 17 year old male patient from Bajaur agency
presented to us with complaints of fever and pain in the
right hypochondrium for 1 week. The fever was high
grade and continuous in nature. It was relieved only after
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taking antipyretics. The abdominal pain was sudden in
onset and severe in nature, not radiating anywhere nor
associated with nausea, vomiting, diarrhea, dysentery or
jaundice. His bowel habits were normal and there was
no history of weight loss. Past and family histories were
not significant. Examination revealed a blood pressure
of 120/70mmHg, pulse rate of 100/min, respiratory rate
= 18/min and temp. = 102°F. Abdominal examination
revealed tenderness in the right hypochondrium but
no visceromegaly. Rest of the systemic examination
was unremarkable. Investigations documented a he-
moglobin = 11.2g/dl, Total Leucocyte Count (TLC) =
19,000/cmm, ESR = 70mm/1st hour, Urea = 34mg/dlI,
Serum creatinine = 0.8mg/dl, Alkaline phosphatase=
417iu/l, serum bilirubin = 0.8mg/dI, ALT = 43iu/l, Na*=
139mmol/l, K¥=4.3mmol/l, CI- = 99mmol/Il. Hepatitis
B and C serology were negative. The chest X-ray and
ECG were normal. His ultrasound abdomen showed a
6cm hypodense lesion in caudate lobe of liver with a
few enlarged lymph nodes around porta hepatis. Alpha
feto-protein levels were within normal range. In context
of the ultrasound abdomen a Computed tomography
scan of the abdomen was carried out which showed
a mild septated cystic lesion in caudate lobe of liver
suggestive of hydatid cyst (Figure 1). However clinically
there had been no history of contact with cattle and
dogs. Echinococcal serology was also negative. More-
over the lesion margins were not typical of hydatid cyst,
so the case was discussed with surgical colleagues and
they advised cyst excision with biopsy to confirm the
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lesion. The patient was therefore shifted to surgical unit,
where the cyst was excised and sent for histopathology.
The biopsy report showed collection of granulomata
consisting of epithelioid cells (histiocytes), admixed
with lymphoid cells and plasma cells. Also langerhan
giant cells were seen associated with caseous necrosis
suggestive of chronic granulomatous inflammatory pro-
cess most consistent with tuberculosis. Ziehl Neelsen
staining was positive for acid fast bacilli. Gram staining
was negative.

Figure 1: CT scan of the patient showing septated
cystic lesion

DISCUSSION

Hepatic involvement by tuberculosis in the
absence of other organ involvement is very rare. It is
suggested that tubercle bacilli reach the liver from small
foci in the intestine through the portal vein®. This theory
is supported by the fact that tubercle granulomata are
found mainly around the porta hepatis and portal vein in
contrast to diffuse liver involvement in miliary TB where
bacilli reach liver through the blood streams.

Clinical presentation of the disease is highly
variable and is usually a diagnostic challenge for the
treating physician. However in order of frequency most
patients present with fever (70%), weight loss (65%),
abdominal pain (60%), hepatomegaly (65%), and bowel
disturbances®. Hepatomegaly occurs in 96% of the
patients with ILT, while splenomegaly is less common
and seen only in upto 20% of the patients”. Our patient
demonstrated neither hepatomegaly nor splenomegaly.

Usually patients with ILT are asymptomatic and
incidentally diagnosed but some of these patients may
present with an acute onset of high grade fever and

severe abdominal pain; this suggests an abscess for-
mation in the granuloma and is called tuberculous liver
abscess8. Since our patient also had high grade fever
and abdominal pain, it can be inferred that a tuberculous
abscess was in transformation in his liver.

Lesion of ILT may be seen on ultrasound as well
as computed tomography, but ultimate confirmatory
investigation is biopsy®. Polymerase chain reaction
(PCR) is nowadays considered the best investigation
to reach the diagnosis™. It has a specificity of 100%
and sensitivity of 95%. The condition is best treated
with surgical intervention followed by anti-tuberculous
therapy just like any other TB with the 4 drug regimen
(rifampicin, isoniazid, pyrazinamide, ethambutol) for
first 2 months, followed by 2 drug regimen (rifampicin,
isoniazid) for next 7 months''. ILT has been seen to
present as a space-occupying lesion giving suspicion
of primary malignancy, metastatic lesion or ymphoma'2.
In our case the patient presented with a cystic lesion
in the liver giving suspicion of hydatid cyst. ILT should
therefore be included in the differential diagnoses of
cystic diseases of the liver.

CONCLUSION

ILT is not a very uncommon entity and may have
varied presentations. It should therefore be included in
the differential diagnoses of isolated liver masses and
cystic diseases.

REFERENCES

1. Golden MP, Vikram HR. Extrapulmonary tuberculosis:
an overview. American Family Physician. 2005; 72
(9): 1761-68.

2. Abreu FT, Mundim CC, Silva VT, Pascoal XM. Lo-
calized hepatic tuberculosis presenting as fever
of unknown origin. Braz J Infect Dis. 2006; 10 (5):
364-67.

3. Spiegel CT, Tuazon CU. Tuberculous liver abscess.
Tubercle. 1984; 65: 127-31.

4. Kucukmetin NT, Ince U, Cicek B, Akman H, Boztas G,
Tozun N. Isolated hepatic tuberculosis: A rare cause
of hepatic mass lesions. Turk J Gastroenterol. 2014;
25:110-12.

5. Singh D, Singh S, Raut SB, Karmarkar SJ. Isolated
liver tuberculosis: a case report. Pediatr Surg Int.
2004; 20: 727-28.

6. Chong VH. Hepatobiliary tuberculosis: a review of
presentations and outcomes. South Med J. 2008;
101: 356-61.

7. Desai CS, Josh AG, Abraham P. Hepatic tuberculosis
in absence of disseminated abdominal tuberculosis.
Ann Hepatol. 2006; 5: 41-43.

J. Med. Sci. (Peshawar, Print) October 2015, Vol. 23, No. 4 269



8. Lee SW, Lien HC, Chang CS. Tuberculous liver ab- chain reaction assay among patients with hepatic
scess in a case without lung involvement. Kaohsiung granuloma. J Hepatol. 1997; 27: 620-27.

J Med Sci. 2010; 26(2): 99-104. 11.  AroraR, SharmaA, Bhowate P, Bansal VK, Guleria S,

9. Tan TC, Cheung AY, Wan WY, Chen TC. Tuberculoma Dinda AK. Hepatic tuberculosis mimicking klatskin
of the liver presenting as a hyperechoic mass on tumor: a diagnostic dilemma. Indian J Pathol Micro-
ultrasound. Br J Radiol. 1997; 70: 1293-95. biol. 2008; 51: 382-85.

10. Alcantara PDE, Matsumura M, Shiratori Y, Okudaira 12.  VimalrajV, Jyotibasu D, Rajendran S. Macronodular
T, Gonzalez R, Lopez RA et al. Direct detection of hepatic tuberculosis necessitating hepatic resection:
Mycobacterium tuberculosis using polymerase a diagnostic conundrum. Can J Surg. 2007; 10; 50.

AUTHOR’S CONTRIBUTION
Following authors have made substantial contributions to the manuscript as under:

Badshah A: Typing and discussion writing.

Haider I: Case presentation.

Humauym A: Main idea.

Gul R: Bibliography.

Authors agree to be accountable for all aspects of the work in ensuring that questions related

to the accuracy or integrity of any part of the work are appropriately investigated and resolved.

CONFLICT OF INTEREST: Authors declare no conflict of interest
GRANT SUPPORT AND FINANCIAL DISCLOSURE NIL
ONLINE SUBMISSION OF
MANUSCRIPT

It is mandatory to submit the manuscripts at the
following website of JMS. It is quick, convenient,
cheap, requirement of HEC and paperless.
Website: www.jmedsci.com
The intending writers are expected to first
register themselves and then attach/submit the
manuscript. If processing fee is not submitted
before should be deposited with Managing
Editor in cash or can submit in the form of bank
draft in the name of editor JMS. Also follow the
format and check list of the Journal. Author
agreement can be easily downloaded from our
website. A duly signed author agreement must
accompany initial submission of the manuscript.

270 J. Med. Sci. (Peshawar, Print) October 2015, Vol. 23, No. 4




