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RESUMO

A tuberculose é uma doenca sistémica com varias formas de apresentacdo, sendo a tuberculose extrapulmonar
um desafio diagndstico em muitos casos. Este artigo descreve o caso de uma mulher de 25 anos, natural do
Nepal, que apresentou dor abdominal persistente associada a febre, astenia e anorexia. A investigacao revelou
multiplas adenopatias necrosadas e colecdes liquidas intra-hepéticas, sugerindo abcessos. Apds vérias investiga-
coes, incluindo bidpsias, foi diagnosticada com tuberculose ganglionar e hepatica, uma condicdo extremamente
rara. A doente iniciou tratamento com terapia antituberculosa e apresentou uma resposta gradual a terapéutica.
Este caso destaca aimportancia de considerar a tuberculose extrapulmonar no diagnéstico diferencial, especial-
mente em &reas com populacdo imigrante de regides endémicas.
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ABSTRACT

Tuberculosis is a systemic disease with various presentations, and extrapulmonary tuberculosis often poses a
diagnostic challenge. This article describes the case of a 25-year-old woman from Nepal who presented with
persistent abdominal pain associated with fever, asthenia, and anorexia. Investigations revealed multiple necro-
tic lymphadenopathies and intrahepatic fluid collections, suggesting abscesses. After multiple investigations,
including biopsies, the patient was diagnosed with ganglionic and hepatic tuberculosis, an extremely rare condi-
tion. The patient started anti-tubercular therapy and showed gradual improvement. This case underscores the
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importance of considering extrapulmonary tuberculosis in the differential diagnosis, especially in regions with

immigrant populations from endemic areas.
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INTRODUCTION

Tuberculosis (TB) is a multi-systemic disease with nu-
merous presentations and manifestations! an it is the
second leading infectious cause of death in adults
worldwide, following COVID-19.2 The main causative
agent of this condition is Mycobacterium tuberculosis.?

It is estimated that over 1.7 billion people (approxima-
tely 22% of the global population) are infected with
M. tuberculosis® with the highest infection rates (300
per 100 000 or more) in sub-Saharan Africa, India, and
Southeast Asian and Micronesian islands.® Socioeco-
nomic development and access to quality healthcare
appear to be, at least, as important as any specific TB
control measure.?

In Portugal, 1518 cases of tuberculosis were registe-
red in 2022, maintaining the decline observed over the
past six years, so in June 2016, it was decided to chan-
ge the BCG vaccination strategy,”® which began to be
applied only to children with individual or community
risk factors for tuberculosis. However, due to the in-
creasing number of immigrants from countries whe-
re tuberculosis is endemic, tuberculosis has become a
significant concern for the coastal Alentejo population,
especially in the municipality of Odemira.

Extrapulmonary tuberculosis is challenging for diagno-
sis and accounts for about 15% of all TB infections® and
hepatic tuberculosis represents less than 1%, even in
endemic countries.® Primary hepatic tuberculosis can
closely resemble malignancies in terms of clinical pre-
sentation and imaging characteristics. It is essential to
maintain a high index of suspicion, especially in ende-
mic regions, to avoid unnecessary surgeries and initiate
early treatment in the form of anti-tubercular therapy
(ATT). The known risk factors for developing lymph
node tuberculosis include malnutrition, alcoholism, ma-
lignancy, immunosuppression, and HIV infection.>”10

CASE REPORT

A 25-year-old woman, originally from Nepal and living
in Portugal for the past six months, presented to the
emergency department with right upper quadrant ab-
dominal pain (RUQ), asthenia, and anorexia, which had
progressively worsened over the last five months. The

symptoms were accompanied by fever in the three
days preceding admission.

Her medical history was unremarkable. She denied the
use of regular medications or herbal products and had
no personal or family history of tuberculosis.

Physical examination revealed tenderness in the right
upper quadrant (RUQ) without signs of peritoneal ir-
ritation.

An abdominal computed tomography (CT) scan was
performed (Fig. 1), revealing multiple lymph node for-
mations, with the most prominent nodes located in the
left iliac and left internal obturator chains.

Laboratory tests highlighted normocytic normochro-
mic anemia, spontaneous INR elevation, leukocytosis,
thrombocytosis, elevated cholestasis markers, and ele-
vated C-reactive protein (CRP).

The patient was discharged with analgesics and refer-
red for a fast-track diagnostic consultation.

Eight days later, she returned to the emergency de-
partment due to persistent RUQ pain. She was re-
-evaluated by the General Surgery team, and a new
thoraco-abdominopelvic CT scan revealed at least ten
new intrahepatic fluid collections, raising suspicion for
abscesses (Fig. 2).

FIGURE 1. Axial contrast-enhanced abdominal CT, portal venous
phase, showing multiple lymph node formations in the hepatic
hilum, along the lumbosacral and iliac-obturator chains, with the
most prominent nodes located in the left iliac and left internal
obturator chains. The largest lymph node was in the interpor-
to-caval space, measuring 42 x 33 mm, suggestive of necrotic
adenopathy (arrow).



FIGURE 2. Images of CT scan revealing at least ten new intrahepatic fluid collections (arrows), each between 1 and 2 cm in diameter, with
peripheral enhancement, raising suspicion for abscesses, as well as mild ascites.

Two sets of blood cultures were collected, and em-
pirical antibiotic therapy with piperacillin-tazobactam
was initiated due to the suspicion of hepatic absces-
ses. The patient was admitted for further etiological
investigation in Internal Medicine (IM) department.

During her hospitalization in the IM ward, an excisional
biopsy of a left cervical lymph node was performed,
revealing necrotizing granulomatous lymphadenitis.
On the fourth day of hospitalization, the patient expe-
rienced worsening RUQ pain, accompanied by hypo-
tension and a significant increase in cholestasis mar-
kers. This prompted her transfer to the Intermediate
Care Unit (ICU).

An excisional biopsy of an inguinal lymph node was
performed, with culture specimens collected for
mycobacterial testing. One day later, the Mycobacte-
rium tuberculosis complex was identified, with no resis-
tance to rifampicin.

After consultation with the Infectious Diseases team,
anti-tubercular therapy (HRZE: isoniazid, rifampicin,
pyrazinamide, and ethambutol) was initiated despite
hepatic dysfunction, leading to gradual improvement
in cholestasis markers (Table 1).

Differential diagnosis included several tests: two sets

of aerobic and anaerobic blood cultures were nega-
tive, while one blood culture for mycobacteria was
pending. Tests for hepatitis B and C, HIV %, syphilis,
brucellosis, and leptospirosis were negative. The IGRA
test was indeterminate, and tests for Entamoeba his-
tolyticain stool and Cryptococcus neoformans antigen
were negative.

Fourteen days after starting HRZE, another CT scan
identified marked hepatomegaly with a slight increase

FIGURE 3. CT scan showing the largest lesion in segment V (ar-
row), measuring 5 mm, extending into the thoracic wall, consis-
tent with hepatic tuberculosis. Necrotic adenopathy in the hepa-
toduodenal ligament persisted but reduced in size (1,6 x 2,6 cm).



TABLE 1. Laboratory Results Over the Course of Hospitalization

Parameter/Day 264 4.5 5.5
Leukocytes (x10%/pl) NR 4.0 - 11.0 10.3 155 198
Hemoglobin (g/dL) NR 11.7 - 15.5 109 98 92
Platelets (x10%/pL) NR 150- 400 407 482 428
INR N/A  1.39 1.53
Creatinine (mg/dL) NR 0.7-1.1 08 07 06
Urea (mg/dL) NR < 43 15 11 14
Sodium (Na*, mmol/L) NR 136-146 140 139 138
Potassium (K*, mmol/L) NR 3.5- 5.1 34 36 35
LDH (UI/L) NR 25-248 132 158
AST (UI/L) NR 0-35 28 35 103
ALT (UI/L) NR O - 35 23 N/A 60
GGT (UI/L)NR O - 38 N/A  N/A 261
ngaggélg%osphatase (FA, UI/L) 91 388 445
Total bilirubin (mg/dL) NR0.30-1.2 09 13 35
Direct bilirubin (mg/dL) NR 0.00 - 0.2 N/A N/A 225
CRP (mg/dL) NR < 0.5 12.05 24.41 29.9
ESR (mm) NR O - 20 N/A  N/A 91
Procalcitonin (PCT, ng/mL) NR < 0.5 N/A N/A N/A
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NR - normal range; INR - international normalizes ratio; LDH - lactate dehydrogenase; AST - aspartate aminotransferase; ALT - alanine aminotransferase;
GGT - gamma- glutamyl transferase; CRP - C-reative protein; ESR - erythrocyte sedimentation rate; N/A - Not available

in the size of previously described lesions and a global
reduction in the central necrotic/liquid content (Fig. 3).

On the 27th day of hospitalization, the patient was
discharged and referred to a consultation at the Pul-
monary Diagnostic Center (PDC).

After 2 months of treatment with HRZE, an abdominal-
-pelvic CT scan was repeated (Fig. 4), which showed fa-
vorable evolution and no evidence of new focal lesions.

Four months later, the patient attended an IM con-
sultation and reported being asymptomatic, with nor-
malized cholestasis markers. She will continue to be
monitored.

DISCUSSION

Extrapulmonary tuberculosis (EPTB) poses diagnostic
challenges due to its rarity compared to pulmonary
tuberculosis and its nonspecific, insidious symptoms.*
Lymph node tuberculosis, a common EPTB form, of-
ten presents with palpable lymph nodes and systemic
symptoms like fever, night sweats, and weight loss.'? In
contrast, abdominal tuberculosis is rarer, representing
a small fraction of EPTB cases, frequently misdiagno-
sed as benign gastrointestinal conditions, which delays
diagnosis and treatment.®

FIGURE 4. CT scan after 2 month of HRZE. The comparative as-
sessment with the previous shows a favorable evolution of the
previously documented changes, namely slight hepatomegaly
with regular contours, slightly heterogeneous, with resolution of
most of the hepatic focal lesions.



This case highlights the importance of considering tu-
berculosis in patients with a history of travel to en-
demic regions or exposure to high-risk environments.
Atypical presentations unresponsive to standard
treatments warrant further investigations such as ima-
ging, biopsy, and microbiological studies.** Failure to
recognize these forms can delay treatment, increasing
complications and morbidity.

In the early stages of investigation, the presence of
multiple necrotic lymphadenopathies raised the possi-
bility of a lymphoproliferative disorder. In such cases,
serum beta-2 microglobulin measurement could have
been useful as an auxiliary marker. Nevertheless, biop-
sy remains the cornerstone for diagnosing EPTB, es-
pecially in unexplained adenopathy. Histopathological
analysis, combined with mycobacterial culture and nu-
cleic acid amplification tests, provides definitive diag-
noses. In this case, tissue sampling confirmed tubercu-
losis and guided treatment, emphasizing its crucial role
in distinguishing EPTB from malignant diseases.®

Chest CT imaging was also an important step, as it ex-
cluded active pulmonary disease and reinforced the
predominantly extrapulmonary nature of this patient’s
presentation. This distinction has therapeutic and epi-
demiological relevance, as the absence of pulmonary
involvement reduces immediate transmissibility but
does not lessen the systemic burden of disease.

The dissemination pattern in this case, with periphe-
ral and abdominal lymph node involvement along
with multiple hepatic abscesses, can be explained by
both hematogenous and lymphatic routes. Lymphatic
spread via the portal system and hematogenous disse-
mination from a primary focus are well-described me-
chanisms in extrapulmonary tuberculosis, accounting
for the multifocal distribution observed in this patient.

Another relevant finding was the persistence of throm-
bocytosis, even after the initiation of anti-tubercular
therapy. This phenomenon is commonly interpreted
as part of the acute-phase inflammatory response,
mediated by cytokines such as interleukin-6, and may
persist for weeks despite clinical improvement and
microbiological control.*>* Recognizing this hematolo-
gical response is important to avoid misinterpretation
as a marker of treatment failure or an alternative un-
derlying condition.

Despite advances in tuberculosis control and treat-
ment, challenges like antibiotic resistance and HIV co-
-infection complicate management.’” While mortality
rates have declined, addressing these issues requires
improved diagnostics, public health efforts, and early

detection. Clinicians must remain alert to EPTB, espe-
cially in patients with persistent symptoms and rele-
vant risk factors. Early diagnosis via biopsy and culture
is vital to improve outcomes and reduce disease bur-
den.t81?

CONCLUSION

Extrapulmonary tuberculosis, particularly hepatic and
lymph node forms, remains an important cause of mor-
bidity. This case highlights the need for early diagnosis
and the importance of considering tuberculosis in any
patient with vague symptoms, especially in individuals
from endemic areas. The atypical presentation of this
patient underscores the necessity of a comprehensive
approach to the diagnosis and management of tuber-
culosis, integrating teams from different specialties for
effective and multidisciplinary treatment.
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