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CASE REPORT

Tubercular liver abscess: an uncommon presentation

of disseminated tuberculosis
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Abstract We present a case of tubercular liver abscess
with disseminated tuberculosis, associated with underlying
HIV infection. The patient responded well to percutaneous
drainage of the abscess and first-line quadruple antitubercu-
lar therapy. We report this case to highlight a rare manifes-
tation of a common disease and to create greater awareness
which may ensure timely diagnosis and avoid unnecessary
surgical intervention.
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Introduction

Tubercular liver abscess (TLA) is a rare clinical entity, nor-
mally associated with foci of infection in the pulmonary
system or gastrointestinal tract [1]; a few cases of isolated
hepatic abscess have also been described [2—4]. Tubercu-
lous liver abscess is predominantly reported in patients
with underlying immunosuppression, although can occur
in immunocompetent individuals [5]. Clinical diagnosis is
difficult due to the rarity of the disease and the non-specific
presentation. As a result, it may be misdiagnosed as amoe-
bic or pyogenic liver abscess or primary and metastatic car-
cinoma of the liver. Therefore, a high index of suspicion is
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required to diagnose in a timely manner and prevent need-
less surgical intervention.

Case

A previously healthy 40-year-old man from Senegal was
admitted to the Surgical Division of our hospital with persis-
tent fever, abdominal pain, vomiting and dyspnoea. Physi-
cal examination on admission showed abdominal distension
and widespread pain to deep palpation, with no abnormali-
ties found on cardiovascular and respiratory examination.
Laboratory evaluation revealed leucocytosis with high lev-
els of C-reactive protein and procalcitonin. A thoracic and
abdominal CT scan was performed showing cardiac dila-
tation with a small amount of pericardial effusion, minor
fibrosis in lower lobes bilaterally, with no lymph nodes or
focal lesions. Abdominal scans revealed a large uniloculated
abscess, 65 mm x 35 mm, involving the left lobe of the liver
with inflammatory lymph nodes present at the gallbladder
and the hepatogastric ligament, and a small amount of peri-
toneal free fluid (Fig. 1). No other abdominal pathology was
identified and the patient refused colonoscopic examination.
Empirical therapy with piperacilline/tazobactam and metro-
nidazole was started to cover a suspected amoebic or pyo-
genic abscess. A percutaneous drainage was performed and
the aspirate was collected for parasitic examination, Gram
stain and culture for aerobic and anaerobic bacteria; how-
ever, no pathogen was identified. Serology for Entamoeba
histolytica, Echinococcus granulosus and Salmonella typhi
and Quantiferon test all returned negative. HIV testing
resulted positive with a high viral load of 339,069 cp/ml and
low CD4 + cell count (34/.1).

The patient was then transferred to the Infectious Diseases
Department and in the following days clinical condition
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Fig. 1 CT scan (portal phase) showing hypodense subcapsular lesion
in the left lobe of the liver

Fig. 2 Ultrasound appearance of the abscess (hypoechogenic image
with well-defined margins)

worsened and no resolution was seen in the abscess (Fig. 2).
Therefore, the lesion was re-aspirated and, as a broader
microbiological spectrum was considered, this specimen was
positive for acid-fast bacilli on Ziehl Neelsen stain. A more
extensive diagnostic workup for tuberculosis was completed,
with urine and sputum negative for acid-fast bacilli, whereas
PCR of sputum was positive for M. tuberculosis. Cultures
from abscess fluid, sputum and urine all grew multi-drug-
sensitive M. tuberculosis.

A diagnosis of disseminated tuberculosis with TLA
was made and first-line quadruple therapy of isoniazid,
rifampicin, pyrazinamide, and ethambutol was started. In
the following days, the patient’s clinical condition gradu-
ally improved, the drainage was left in site for one week
and then removed when no more fluid was present within
the abscess. Antiretroviral therapy consisting of tenofovir,
emtricitabine and raltegravir was started 10 days post-initi-
ation of anti-TB therapy.
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The patient was discharged 25 days after admission to our
Hospital and then followed up as an outpatient with monthly
visits and abdominal ultrasound every three months. After
six months the liver abscess showed complete resolution
(i.e., it was no longer visible), and antitubercular therapy
was continued for nine months (two months with four drugs
and the remaining period with only rifampicin and isonia-
zid). A CT scan was repeated one year after the diagnosis of
tuberculosis, showing complete regression of liver abscess
and resolution of pericardial effusion, and no other signs of
active tuberculosis were present.

Discussion

Hepatic involvement in tuberculosis can take either a local-
ized form with primary hepatic involvement, as a TLA or
a tuberculoma, or more commonly, hepatic involvement
associated with systemic or miliary TB [6]. M. tuberculo-
sis bacilli can be spread via haematogenous, lymphatic and
choledochal routes in addition to direct dissemination, for
example from direct invasion through the pleural layer to
the liver. Haematogenous dissemination is most common
via the portal vein or, in the case of miliary TB, the hepatic
artery [7]. TLA may affect the left or right lobe of the liver
and can present as either singular or multiple lesions. TLA
is most commonly associated with miliary TB or foci of
infection in the pulmonary system or gastrointestinal tract.
However, TLA has also been reported to occur as an iso-
lated infection, with no evidence of disseminated TB infec-
tion in both immunocompromised and immunocompetent
patients [5].

Whilst the diffuse form of hepatic involvement is com-
mon in advanced tuberculosis, occurring in 60-80 % of
patients dying with pulmonary tuberculosis, localized
TLA remains a rare entity [2]. To date nearly 100 cases
have been reported in the literature. In a large series from
South Africa of 296 patients with hepatic tuberculosis,
TLA accounted for only 0.54 % of the cases [2]. A previ-
ous work from the same hospital defines better the features
of 200 cases of hepatic tuberculosis, including 57 children
under the age of 11 years and 143 adults. In this study diag-
nosis was made by liver biopsy (29 cases) and on autopsy
(171 cases). Within pediatric population only miliary tuber-
culosis of the liver was found, whereas in adult popula-
tion hepatic TB was miliary in 86 % of cases and local in
14 % [1]. However, a more recent prospective study of 242
immunocompetent TB patients in India showed a higher
prevalence; of 38 patients with hepatic involvement, 10 had
TLA or “pseudotumours” (defined as central necrotizing
lesions on imaging) [8].

TLA has been reported in patients with an age range of
6 months—72 years, an average of 39.2 years, with a 2:1
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male to female predominance [9]. TLA usually presents
with non-specific symptoms; in a review of 44 patients with
TLA, reported symptoms were as follows: fever (61.4 %),
abdominal pain (59.0 %), weight loss (29.5 %), abdominal
mass (15.9 %) and lethargy (15.9 %) [9]. Hepatic impair-
ment or jaundice is rarely seen in hepatobiliary tubercu-
losis [10]. The imaging features recognized with TLA are
variable and imaging alone is not sufficient to establish a
diagnosis, as the development of a capsule, formation of
purulent exudate and local hepatic reaction are all related
to length of infection [11]. Sonography findings in the
majority of case reports are round, heterogenous, anechoic
or hypoechoic lesions with irregular margins/borders, how-
ever, some case reports describe a hyperechoic mass [12].
Similarly, CT findings usually demonstrate hypodense
lesions [13] with or without peripheral rim enhancement.
MRI studies have been performed in a limited amount
of cases and lesions demonstrate high signal on T1 and
T2-weighted images but MRI remains unhelpful in further
differentiating TLA from other liver pathologies [9, 13]. As
a result of the non-specific presentation and variable imag-
ing findings, TLA is often mistaken for amoebic or pyo-
genic liver abscesses or hepatocellular carcinoma [4].

Definitive diagnosis requires demonstration of M. tuber-
culosis bacilli in aspirate or biopsy tissue, or a positive
result from culture or PCR of abscess contents [14]. Tra-
ditionally, most cases have been diagnosed on the basis
of histological samples obtained by laparotomy or guided
biopsy [9]. Increasingly more cases are diagnosed after
aspiration of abscess contents and acid-fast bacilli are dem-
onstrated by direct microscopy or molecular techniques.
The sensitivity of direct microscopy of aspirate for AFB
remains unclear. Quoted sensitivities for acid-fast staining
and positive culture results are in the range of 0-45 and
10-60 %, respectively [15]. In an Indian series of 10 TLA
patients, samples of abscess fluid were positive for AFB
in 6 cases, whilst PCR of abscess contents was positive in
all 10 cases [8]. However, larger studies of 41 TB hepatic
granulomas show a lower sensitivity for PCR of 58 % [16].

In our patient Quantiferon test was negative, likely due
to the patient’s level of immunosuppression. However,
Quantiferon is useful for diagnosing TLA when invasive
procedures are not available. In 6 patients with hemato-
logical malignancy and concurrent TB hepatic or splenic
abscess, Quantiferon test had a sensitivity of 75 % and a
specificity of 81.3 % [17].

Management
Our patient responded well to first-line systemic anti-tuber-

culosis agents showing clinical improvement and follow-up
ultrasound demonstrated reduction in size of abscess. The

recommended therapeutic regimen is first-line anti-tuber-
culosis agents with or without aspiration under US or CT
guidance. Prognosis is good with the majority of reported
cases responding well to systemic therapy [13], however,
refractory cases may benefit from transcatheter infusion of
anti-tuberculosis agents. Transcatheter infusion of either
isoniazid or a combination of isoniazid and rifampicin
has been shown to both reduce the numbers of AFB [9] in
aspirated samples and render those bacilli non-viable [18].
Optimal duration of treatment is still not agreed upon; some
authors recommend antitubercular therapy for one year [3],
whilst others report resolution with 6 months therapy [5],
and should be dictated by clinical response and the pres-
ence or absence of disseminated M. tuberculosis infection

In summary, TLA is a rare manifestation of a common
disease, which presents non-specifically, so requires a high
index of suspicion. It should be actively considered as a dif-
ferential diagnosis in the immunocompromised patient and
in unresolving abscesses in areas of high TB prevalence.
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