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Abstract: [ Objective] Hepatic tuberculosis (HTB), an exceptionally rare and clinically heterogeneous form of extra-
pulmonary tuberculosis, is frequently misdiagnosed as hepatocellular carcinoma, lymphoma, or pyogenic liver abscess,
this diagnostic challenge contributing to persistently high rates of missed and incorrect diagnoses. This study aims to sys-
tematically analyze clinical profiles of HTB patients to provide evidence—based guidance for early identification, accurate
diagnosis, and timely intervention. [Methods] We conducted a retrospective analysis of all HTB cases confirmed at Sun
Yat—sen Memorial Hospital between January 2012 and December 2023. Comprehensive data were collected and evaluated ,
including demographic characteristics, clinical presentations, laboratory findings, imaging features, and histopathological
results.[ Results] Ten patients (9 males, 1 female; mean age 44.6+15.5 years) were enrolled totally, with prevalent symp-
tom of abdominal pain or distension (8/10). Among the patients tested, purified protein derivative (PPD) was positive in 2
of 6 cases, serum tuberculosis antibody was positive in 1 of 5, and T—cell spot of tuberculosis (T-SPOT) was positive in 3
of 5. Chest imaging (n=9) revealed active miliary tuberculosis in 1 case and inactive post—tuberculous sequelae in 5 cases,

while the remainder showed no abnormalities. Contrast—enhanced CT (n=6) demonstrated hypodense patchy or nodular le-
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sions with absent or mild heterogeneous enhancement. MRI (n=3) showed well-circumscribed oval/round hypointense

lesions on T1-weighted imaging (TIWI) and mildly hyperintense ones on T2—weighted imaging (T2WI) and diffusion

weighted imaging (DWI). Percutaneous or surgical liver biopsy was performed in 8/10 cases, revealing chronic granuloma-

tous inflammation in all subjects and acid—fast bacilli in 2 specimens. [ Conclusion] HTB lacks pathognomonic clinical or

radiological features, and conventional laboratory tests exhibit low sensitivity. A high index of suspicion is warranted for pa-

tients presenting with hepatic nodular lesions accompanied by fever, abdominal pain, or emaciation. Early pathogen detec-

tion and histopathological confirmation via liver biopsy are critical to minimize diagnostic delays and ensure prompt initia-

tion of anti—tuberculous therapy.

Key words: hepatic tuberculosis; clinical features; histopathological diagnosis; early identification; retrospective

analysis
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Table 1 Demographic characteristics and common

risk factors of patients with hepatic tuberculosis

Characteristics Value
Age lyears 44.6+15.5
Gender /n
Male 9
Female 1

Risk factors /n
Previous TB history
TB contact history
Extra— hepatic TB*

Immunosuppressive drug use

1
1
7
1
Rheumatic disease 1
Chronic renal failure 1
Cancer 1
Smoking 4

2

None of above

* including pulmonary TB, intestinal TB, lymph node TB, re-

nal TB, spleen TB, and tuberculous peritonitis.
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Table 2 Clinical manifestations of patients with

hepatic tuberculosis

Symptoms and signs Cases

Low fever 5
Fatigue

Weight loss

Abdominal pain or distension

Dough kneading sensation upon abdominal palpation
Abdominal tenderness

Ascites

—_— R = 0 A =

None of above
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Table 3 The results of laboratory tests related to hepatic tuberculosis (% £5, M(P-P,) ]

Laboratory indicators Value Reference range Positive/completed cases
PPD 2/6

TB-Ab 1/5

T-SPOT 3/5

ESR /(mm/h) 3-81 0-15 172
CR/mg/L) 72.3 +58.9 <5 3/3
WB/10°/L) 6.7+2.5 3.5-9.5 2/10

LN /% 21.3 +10.6 20-50 4/10

HB/g/L) 112.9 +28.6 115-150 5/10
PL/10°/L) 320.7 +79.7 125-350 3/10

AL/U/L) 15.5(12.8-27.8) 9-50 1/10

AS/U/L) 21.5(14.8-38.5) 15-40 2/10

y-GGT/ (U/L) 64.5(34.8-176.3) 10-60 6/10

TBIL/ (pmol/L) 8.8(7.3-11.8) 3.4-22.2 0/10

ALB/ (g/L) 345+6.5 40-55 8/10

ALP/ (U/L) 107(93-195) 45-125 3/10

ADA/ (U/L) 11.6(9.0-16.3) 0-15 2/8

LDH /(U/L) 202.5(169.8-216.5) 108-252 1/10

AFP /(ng/mL) 22+0.6 <7 0/10

PPD: purified protein derivative assay; TB—Ab: tuberculosis antibody; T-SPOT: T-cell spot of tuberculosis assay; ESR: erythrocyte sedi-

mentation rate; CRP: C-reactive protein; WBC: white blood cell count; LN: leukomonocyte; HBG: hemoglobin; PLT: platelet; ALT: alanine

aminotransferase; AST: aspartate aminotransferase; y=GGT: y—glutamyl transferase; TBIL: total bilirubin; ALB: albumin; ALP: alkaline phos-

phatase; ADA: adenosine deaminase; LDH: lactate dehydrogenase; AFP: alpha—fetoprotein.

A: The chest CT scans showed diffuse miliary tuberculosis and infiltrative tuberculosis in the bilateral lungs. B: The chest CT scans showed the

tuberculosis lesions as fibroproliferative focus like streak or nodular shadow in the upper lungs.
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Fig.1 Pulmonary CT findings in patients with hepatic tuberculosis
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A:The contrast - enhanced ultrasound images showed the hepatic tuberculosis lesions were abnormal echoic occupying lesion manifested as

hypoechoic heterogeneous masses with distinct margins, and no obvious sound shadow observed in the rear. B-C: The contrast-enhanced CT scans

showed the hepatic tuberculosis focus as low—density patchy shadow or nodules with no enhancement. D=F: Liver MR image showed the tuberculosis

lesions as abnormal signal shadow in spindle shape with clear boundary, hypo—intensive signal in TIW1, and slightly hyper—intensive signal in T2W1

and DWI.
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Fig. 2 Representative images of hepatic tuberculosis
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Fig.3 PET-CT manifestations in hepatic tuberculous lesions

A: Histopathological examination showed that extensive caseous necrosis was surrounded by inflammatory cells, epithelioid cells, and

multinucleated giant cell. B: Acid—fast staining of histologic sections showed positive acid—fast bacilli as pink (red arrow).
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Fig. 4 Histopathological examination of hepatic tuberculosis lesions
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