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  BACKGROUND 
 While tuberculosis (TB) itself is a common disease, isolated 
TB of the liver is a rare entity. The presented case demon-
strates the diffi culty of diagnosing this condition in spite 
of a complete investigation, due to its non-specifi c clinical 
and radiological appearances.  

  CASE PRESENTATION 
 A 46-year-old Information Technology analyst fi rst pre-
sented with 3 months complaints of low-grade fever, night 
sweats and mild exertional breathlessness. The symptoms 
worsened over time and were accompanied by fatigue 
and loss of weight of approximately 3 kg. There were no 
specifi c clinical fi ndings. Haematology, coagulation profi le, 
liver and renal functions were within normal limits. 

 At this stage the differential diagnosis of lymphoma with 
B symptoms was considered and a CT scan was requested. 
Viral hepatitis was ruled out by serological testing (ELISA), 
and although possibility of other parasitic and helminthic 
infestations was considered, it was a lower priority at this 
stage due to absence of a signifi cant contributory history 
of exposure.  

  INVESTIGATIONS 
 Plain CT scan of the abdomen showed an 8 cm solid, poorly 
enhancing mass in segment II and IV of the liver, which 
extended into the liver capsule. The mass was contigu-
ous with a 30 mm × 37 mm lymph node mass in the gas-
trohepatic ligament which encased the left gastric artery. 
The adjacent wall of the lesser curve of the stomach was 
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 Figure 1    Coronal reformat contrast enhanced CT of abdomen.    
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markedly thickened and showed low attenuation change 
in keeping with necrosis ( fi gure 1 ). The features were 
thought to suggest an advanced malignancy of hepatic 
or gastric origin. There was no evidence of malignant 
disease elsewhere in the peritoneal cavity or viscera. An 
ultrasound-guided biopsy of this mass was recommended. 
However, the mass was found to be inaccessible for safe 
percutaneous biopsy and this was not attempted.  

 Upper gastrointestinal endoscopy was attempted as an 
alternative method to obtain tissue for histological diag-
nosis. It showed the gastric cardia to be situated at 40 cm 
from the incisor teeth, with mildly thickened and infl amed 
mucosa at 45 cm. Biopsies were taken from this area but 
histopathological examination of these was inconclusive. 

 Finally, a diagnostic laparoscopy was performed to visu-
alise the liver mass, and multiple percutaneous core biop-
sies were obtained under direct visualisation. These also 
failed to yield a defi nite diagnosis. 

 MRI of the mass was done to further characterise the 
lesion ( fi gure 2 ), and the case was reviewed by the hepato-
pancreato-biliary multi-disciplinary team.   

  DIFFERENTIAL DIAGNOSIS 
 The provisional diagnosis on the basis of initial history 
and clinical examination was lymphoma with B symp-
toms. Although a differential diagnoses of bacterial, viral 
or parasitic infections was considered, it was kept at a low 
priority due to the lack of signifi cant history suggesting 
exposure or foreign travel. 

 The fi ndings of an abdominal mass on radiology made 
malignancy the primary diagnosis. The differential diag-
noses now being considered included hepatic tumours 
(hepatocellular carcinoma), gastric adenocarcinoma or lym-
phoma. There was no evidence of disease elsewhere in the 
body and therefore the possibility this mass being metastatic 
was kept at a lower priority. Multiple attempts at obtaining 
histological diagnosis failed to yield a defi nite result. 

 Infectious causes were once again considered less likely 
because of the well-localised disease pattern with com-
plete absence of effects in the respiratory or gastrointesti-
nal tracts. For this reason, the biopsy specimens were not 
tested or cultured for infectious organisms.  

  OUTCOME AND FOLLOW-UP 
 In view of the young age of the patient and absence of 
comorbid conditions, a radical surgical excision of the 
mass by performing a left hemihepatectomy with partial 
gastrectomy and excision of hepaticogastric ligament was 
planned. During surgery, a small tissue sample was sent 
for frozen section examination and the report confi rmed 
caseating granulation suggestive of TB ( fi gure 3 ). The plan 
for radical surgery was altered and the liver was debulked 
of the granulomatous mass ( fi gure 4 ).   

 Anti-TB medication was commenced postopera-
tively under the advice of the Infectious Diseases Unit. 
Postoperative recovery was unremarkable. The patient is 
currently receiving anti-TB therapy and is asymptomatic.  

  DISCUSSION 
 Infection with  Mycobacterium tuberculosis  is common, with 
almost one-third of the world’s population being affected 
at any given time. 1  In 2006, approximately 9.2 million new 
TB cases were diagnosed worldwide, of which Africa and 
Southeast Asia accounted for about 3 million. An esti-
mated 1.5 million deaths result from TB worldwide annu-
ally. There has been a global resurgence of TB since the 
AIDS epidemic of 1981 and development of multidrug-
resistant TB strains. 2  The United States has seen a 10-fold 
decline in TB incidence since 1953, and most of the new 
cases diagnosed are among the population born outside 
the USA. The UK demonstrates similar epidemiological 
trends, with the Health Protection Agency reporting 9153 
new cases in a provisional report in 2009 (14.9 per 100 000 
population). 3  

 Figure 2    T1-weighted postcontrast MRI.    



BMJ Case Reports 2011; doi:10.1136/bcr.12.2010.3654 3 of 4

 Researchers describe three morphological types of 
hepatic TB: (1) miliary TB associated with generalised mil-
iary TB, (2) primary TB of the liver without involvement 
of other organs and (3) primary pyogenic lesion in the liver. 
The second and third varieties are the rarest, 4  with only 
approximately 20 cases being reported in literature. 

 The clinical presentation of isolated liver TB is vague 
and without specifi c symptoms. Radiological appearances 
may mimic any of the common hepatic lesions such as 
tumours, haemangiomata, 5  abcesses 6  or cirrhosis. 7  There 
is an association with immunodefi ciency. 8   M tuberculosis  
is not routinely looked for when cultures are requested 

 Figure 3    Microscopy of lesion showing a typical granuloma with surrounding fi brosis.    

 Figure 4    Resected specimen – stained for histopathology.    



BMJ Case Reports 2011; doi:10.1136/bcr.12.2010.36544 of 4

on pus aspirated from hepatic abscesses, and the yield of 
Ziehl–Neilson stain in such cases is anyway low at best 
(0–45% positive only). 9  The accepted criteria for the diag-
nosis of hepatic TB include (1) acid-fast bacillus in liver tis-
sue, (2) tubercle bacilli elsewhere, plus hepatic granuloma 
with or without Langhans-type giant cells, and/or casea-
tion, (3) typical macroscopic appearance on laparotomy 
or peritoneoscopy and (4) response to antituberculous 
therapy. 10  

 Isolated liver TB does not usually merit a priority on the 
list of differential diagnoses for liver lesions since the pul-
monary, miliary and even spinal TB are much more com-
mon forms of presentation. The fact that isolated liver TB 
does not produce characteristic symptoms, clinical signs or 
radiological appearances makes diagnosis more diffi cult. 
Finally, the necrosis produced by TB leads to inconclu-
sive histopathological fi ndings on small-sized tissue sam-
ples such as core biopsies and fi ne needle aspiration for 
cytology. 

  Learning points 

 ▶    Isolated hepatic TB is a rare but defi nite entity. Clinical 
signs, symptoms and radiological fi ndings may often 
be unhelpful, while the fi nding of typical caseating 
granulomas on histopathology is only strongly 
suggestive of but not entirely specifi c for TB. A high 
index of suspicion is required before the diagnosis of 
TB can be considered in these circumstances.  
  Even with the specifi c diagnosis of TB being  ▶

considered, it is important to consider that the specifi c 
tests like the tuberculin skin test and T-SPOT.TB test 
can be falsely negative; cultures can take 4–6 weeks 
to produce results and the nucleic acid amplifi cation 
tests (eg, PCR) require a minimum bacterial load, are 
complicated and expensive to run. All these issues 
make the diagnosis of TB a diffi cult one.      
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