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Abstract 

Unlike to fever, pancytopenia is a rare hematological 

manifestations of tuberculosis and intracranial haemorrhage 

as well. Here we report a case of disseminated tuberculosis 

presented with pancytopenia and intracranial haemorrhage. 

!e patient presented with prolonged pyrexia, weight loss and 

subsequently unconsciousness and convulsion. After the 

diagnosis of tuberculosis with pancytopenia and intracerebral 

haemorrhage "owed by convulsion, he was treated with 

category-1 standard anti-tubercular therapy and anticonvulsant. 

After completion of the anti-tubercular drug his fever 

completely subsided and gained weight and pancytopenia was 

improved. But he is still on anti-convulsant medication with 

good control of seizure.
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INTRODUCTION

Tuberculosis (TB) has a protean clinical manifestations. 

Hematologic abnormalities associated with 

extrapulmonary TB include anemia of di!erent types, 

leucopenia, leukocytosis, leukemoid reaction, 

thrombocytosis, thrombocytopenia, and rarely 

pancytopenia.1 Complications due to pancytopenia, 

especially cerebral hemorrhage is even rare.2 We describe 

the case of an immunocompetent patient who presented 

with fever of unknown origin (FUO) with pancytopenia 

and subsequently developed cerebral hemorrhage. 

Subsequent clinical course is also discussed.  We report 

the case to correlate the uncommon presentations of a 

commonly encountered disease to emphasize the need 

for early diagnosis and treatment, otherwise fatal 

condition. 

CASE REPORT

A 30-year-old male went to Saudi Arabia with a job. But 

after staying there for two weeks, he developed fever. "ere 

was no improvement after treatment for three weeks in 

Saudi Arabia. So, he returned to Bangladesh with fever and 

cachexia (FIGURE-3A) and was admitted at Dhaka 

Medical College Hospital (DMCH). At DMCH, some 

tests were run which included complete blood count 

(CBC), Blood for culture and sensitivity, Serum 

Electrolyes, C-reactive protein (CRP), chest X-ray, Urine 

routine examination and culture, Bone marrow 

examination (table-1). Except for raised CRP (82 mg), all 

investigations were normal. He was treated with 

meropenem 1 gm IV 8 hourly for 14 days. But still there 

was no improvement of fever, which continued with a 

range from 1010 F to 1040F. "e patient decided to go to 

another hospital and got himself admitted in department 

of Internal Medicne at Bangabandhu Sheikh Mujib 

Medical University (BSMMU). On admission, his CBC 

showed pancytopenia (WBC-1080/µL, Hb- 9.9 gm/dl, 

Platelet- 19000/µL). Although his CXR was normal 

($gure-1A), we did high resolution CT (HRCT) scan of 

the chest. HRCT showed miliary mottling consistent with 

military tuberculosis (Figure-1B). Anti-tuberculous 

treatment (ATT) were started and fever began to subside 

after six days. But on the ninth day of ATT, he developed 

aphasia. MRI was advised which was done after $ve days of 

onset of aphasia due to $nancial constraints of the patient. 

MRI of brain with T2 weighted image showed large mixed 

intensity lesion in the left fronto-parietal region with 

perilesional oedema and e!acement of the lateral ventricle 

($gure-2A).  Radiological di!erential diagnosis was either 

intracerebral haemorrhage or glioblastoma multiforme. He 

was treated with IV  dexamethasone along with ATT. 

Although, the ATT patient got rid of fever by this time, his 

consciousness deteriorated and he became unconscious. 

After four days, he regained his consciousness with slight 
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recovery of speech. He was hospitalized at BSMMU for 

forty days and regained his speech completely. He was 

discharged and asked to come for follow up visit. He came 

after completion of ATT with follow-up MRI of brain 

which showed complete resolution of the brain lesion with 

evidence of gliosis.  Four months after completion of ATT, 

Chest X-ray PA view                                                   HRCT of chest

Fig-1: A) Chest X-ray showing no detectable abnormalities B) HRCT chest revealed multiple bilateral miliary shadows.

he developed generalized tonic clonic seizures several times. 

He was prescribed carbamazepine with the advice to 

continue the drug. One year on, he is still free from seizure 

and active in his daily life. He improved after treatment 

with anti-tubercular drug except convulsion which 

probably due to gliosis of brain ($gure-3)

Fig-2: MRI of brain: A) Showing large mixed intensity lesion in left fronto-parietal region with peri-lesional edema and 

midline shifting and e!acement of the lateral ventricle. B) Showing a small hypo-intense area with complete resolution of 

the previous lesion.
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Fig -3: General condition of the patient before (A) and after(B) treatmemt with 

anti-tubercular drugs.

DISCUSSION

Tuberculosis is a common problem in Bangladesh. Most of 

the cases are diagnosed with relative ease. But sometimes, it 

is very di%cult to diagnose, especially when presented with 

fever of unknown origin(FUO). Moreover, complications 

like pancytopenia and cerebral hemorrhage make the 

Table- I: Results of the investigation reports

Name of the investigations Results 

1. CBC 

  Haemoglobin  9.9 gm/dl

  WBC- 1080/µL

  Platelet-  19000/µL

  ESR 30 mm in the !rst hour

2. CRP  82  mg/dl

3. Serum creatinine 0.9 mg/dl

4. SGPT  40 IU/L

5. Chest X-ray  Normal

6. HRCT chest Multiple military mottling in the both lung $eld

7. MT  NEGATIVE 

8. Blood culture and sensitivity No growth

9. Urine R/M/E and culture and sensitivity Normal

10. Bone marrow examination Reactive marrow

11. MRI of the brain Showing large mixed intensity lesion in left fronto-parietal 

region with peri-lesional edema and midline shifting and 

e!acement of the lateral ventricle

situation worse. Our patient presented with all these 

features. In a patient with FUO, where the CXR is normal, 

we should do HRCT of chest. In neutropenic patients upto 

50% of the cases may have normal chest X-ray but HRCT 

chest may show evidence of pneumonia.3 Unfortunately, 

HRCT is still underperformed in a patient with FUO. Our 
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patient highlighted the importance of this test. 

Pancytopenia is a rare manifestation of tuberculosis. 

Patients with miliary tuberculosis accompanied by a 

pancytopenia rarely survive their disease.2 Pancytopenia 

may be due to temporary suppression of bone marrow by 

the cytokines or due to direct invasion of the bone marrow 

by the acid fast bacilli as evident by granulomas with or 

without caseous necrosis in bone marrow trephine biopsy.4

Cerebral hemorrhage is an uncommon $nding in 

pancytopenic patients. Bleeding from other body sites are 

more common. "e cause of cerebral bleeding in our 

patient is not obvious. It could be due to pancytopenia or 

it could be due to intracerebral tuberculoma. Cerebral 

tuberculosis can cause mycotic aneurysm or it may weaken 

the cerebral vessel walls.5,6 Both may lead to rupture of 

cerebral vessels with resultant intracerebral, 

intraventricular and subarachnoid hemorrhages5,6 "ere 

are case reports supporting tuberculosis as a cause of 

intracranial bleedings. On many occasions diagnosis is 

made at autopsy.5,6 Also the timing of intracerebral 

hemorrhage can vary in intracerebral tuberculosis. It can be 

the presentation of the disease or it can happen anytime 

during ATT.7,8 Our patient developed intracerebral bleeds 

after $rst week of ATT. Tuberculosis a!ecting the central 

nervous system and bone marrow should be treated early. 

Otherwise, it is likely to be fatal. Our patient is lucky to get 

rid of his ordeal and lead a normal life.

CONCLUSIONS

A immucompetent patients presented with fever of 

unknown origin and pancytopania whose MRI of brain 

showed cerebral haemorrhage and  also found bilateral 

miliary shadows by HRCT was treated with category-1 

anti-tubercular therapy (ATT). "e response of ATT and 

other symptomatic therapy was good and prognosis was 

also good. Early diagnosis and treatment can save the TB 

patients from fatal condition
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