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Abstract
This case report describes a case of one patient with pulmonary, abdominal and ocular tuberculosis. The
patient was transferred to our Special Unit of Respiratory Infections (SURI) from the emergency department,
where he was admitted with cough, diarrhea, abdominal pain and fever. The abdominal ultrasound performed
revealed hepatosplenomegaly and ascitic collection. After being subjected to laboratory tests, he was
diagnosed with pulmonary, abdominal and ocular tuberculosis. He was immediately initiated specific
antituberculosis treatment and supportive measures. After 40 days he was transferred from our unit to the
Tuberculosis Department of our hospital to continue his therapy with considerable melioration of his clinical
condition.
Keywords: pulmonary tuberculosis, extra-pulmonary tuberculosis, retinal vasculitis, abdominal tuberculosis,
ocular tuberculosis.
Introduction
Tuberculosis (TB) assumes several clinical forms
and can affect almost any part of the human body.
Pulmonary TB, the most common and extended
form of TB, although an ancient disease for which
worldwide strategies have been applied to eradicate
it, it still poses serious challenges to public health.
At the same time, non pulmonary sites can be found
in the lymph nodes, skeletal system, gastrointestinal tract, central nervous system, skin and eye

[1,2,3]

. More so, diagnosis of extra-pulmonary TB is
complicated due to the variety of presentations and
multiple differential diagnoses that need to be
excluded. We report a case of both pulmonary and
extra pulmonary involvement of the disease in a
patient, immigrant from a high prevalence country.
Case Presentation
An 18-year-old man from Pakistan was transferred
to our SURI after being admitted to the emergency
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department of our hospital because he had a 15-days
cough, diarrhea, abdominal pain, fever and visual
perturbations. The clinical examination and the
abdominal
ultrasound
performed
revealed
hepatosplenomegaly and ascitic collection. Chest Xray showed opacity in the right upper and middle
pulmonary field and alveolar infiltrates in the upper
left lobe. Due to his clinical picture and image
findings, the patient was transferred to our SURI.
The Mantoux tuberculin skin test performed
revealed an in duration of 15 mm. Thus, a quadruple
antitubercular therapy (INH, RIF, PZA, EMB),
methylprednisolone and diuretics for his ascites
collection were immediately initiated. Ziehl Neelsen
stain of sputum smears was positive for acid fast
organisms while the molecular method (Line Probe
Assay) identified Mycobacterium TB complex
resistant to INH. The ascitic collection was drained
where about 2.7 lt of 52% polymorphonuclear
exudate was aspirated with negative gram stain and
cultures for common bacteria. Ziehl Neelsen stain
for β-koch and cytological examination were
negative. Ziehl Neelsen stain of gastric fluid was
positive for β-koch. After one week, a thorax
abdominal tomography was performed, where a
large ascitic collection and splenomegaly with a
diameter of 14.5 cm was observed. The ascitic
collection
was
again
punctured
where
approximately 3 liters were drained. Due to a
picture of psoriasis, the patient was treated with
benzyl benzoate, according to instructions given by
a specialist in dermatology.
On the tenth day of hospitalization, the patient
weighted 48 kg and was hemodynamically stable,
afebrile, without respiratory failure, with soft belly,
without sensitivity to palpability and with intestinal
sounds present. On the thirteenth day of
hospitalization, taking into consideration disease' s
extention and after drug' s susceptibility testing
results, INH was removed while two antibiotics
were added (amikacin and moxifloxacin). Since
then, the patient followed a five-fold treatment (RIF,
PZA, EMB, amikacin and moxifloxacin). As the
patient referred vision loss, an ophthalmologic
assessment confirmed vision loss of the right eye.

2018

The funduscopic examination showed infiltration in
the retinal area of the right eye and in the lower
nasal branch. Visual acuity of the right eye was 5/10
while the left eye did not have any pathological
findings. Magnetic resonance imaging of the head
without IV contrast revealed no dissemination to the
brain.
After 40 days' treatment the patient was transferred
to continue his therapy to the Tuberculosis
Department for follow-up and future therapy
assessment, with vision improvement and
considerable general melioration of his clinical
condition.
Discussion
TB accounts for millions of cases of active disease
and deaths worldwide. Its epidemiology has been
modified by the introduction of effective
chemotherapy, the HIV epidemic and immigration
spreads[3,4]. Though more commonly infecting the
pulmonary system, TB can also manifest as extrapulmonary tuberculosis affecting the lymph nodes,
gastrointestinal, skeletal, cardiac, genitourinary, and
nervous systems and the eye. Diagnosis of these
extra-pulmonary forms is difficult and is often
determined by the exclusion of other conditions as
some scholars report that it now constitutes a greater
proportion of all patients with TB, especially in
immunocompromised individuals and the elderly[5].
In our case report, we discuss a presentation of both
pulmonary and extra pulmonary tuberculosis,
characterized by abdominal and ocular involvement.
The most common clinical presentation of ocular
TB is posterior uveitis[6]. Other common ocular
symptoms which have been noted include anterior
uveitis, intermediate uveitis, retinitis, choroiditis,
retinal vasculitis, optic neuropathy, neuroretinitis,
endophthalmitis, and panophthalmitis[6]. The
involvement of the optic nerve from TB can
manifest as an optic nerve tubercle, papillitis,
papilledema, optic neuritis, retrobulbar neuritis,
neuroretinitis, or optochi-asmatic arachnoiditis[7].
Retinal vasculitis, which is more common with TBassociated intraocular inflammation than non-TB
associated uveitis, typically presents as a
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periphlebitis and very rarely involves the arterioles
in intraocular TB[8,9]. Periphlebitis is typically
accompanied by vitreitis and is the second most
common presentation of intraocular TB[10]. In a
patient with TB risk factors, TB should be highly
suspected in the setting of exudative hemorrhagic
periphlebitis[11]. Ischemic central retinal vein
occlusion has also been reported in the setting of
retinal vasculitis due to TB[12]. In this case report,
our patient had vasculitis of the right eye without
ischemic central retinal vein occlusion.
Ocular TB is not easy to diagnose because most of
the time there is no concurrent active systemic TB.
Notable in our findings was the unilateral
presentation and the posterior segment lesions,
concurring with the reports of some authors that
ocular TB is usually unilateral and it affects
posterior segments[13,14]. This would be a logical
finding in our diagnosed patient since retinal
vasculitis indicates hematogenous seeding of bacilli.
In conclusion, diagnosis and treatment of ocular TB
and other types of extra-pulmonary TB in patients
with active pulmonary TB should be targeted due to
increased risk for illness and complications. More
so, intraocular TB is a difficult diagnosis, as it can
mimic many other more common etiologies of
intraocular inflammation or uveitis. A high index of
suspicion for TB and cooperation with infectious
disease specialists are essential, because timely
diagnosis and treatment may prevent irreversible
vision loss[15].
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