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Abstract
Tuberculosis (TB) remains an infectious disease with a high prevalence
worldwide and represents a major public health issue. Although venous
thromboembolism (VTE) is a rare complication of this disease, it may be a
potentially life-threatening event. A 58-year-old man was admitted due to
hematemesis due to inflammation at the anastomosis site after a gastrectomy
years ago. After 3 days in-hospital, he showed a peroneal deep vein thrombosis and superficial thrombosis of left cephalic vein. Although reduced mobility and lack of prophylactic heparin could explain vein thrombosis, a simple
etiologic workup was performed and active tuberculosis was diagnosed. This
case illustrates a rare and unusual presentation form of tuberculosis, a condition that remains now-a-days one of the leading infectious causes of death
worldwide. The association between tuberculosis and VTE is rare, but it
should be systematically investigated.
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1. Introduction
Tuberculosis (TB) is defined as an infectious disease caused by Mycobacterium
tuberculosis. TB remains an infectious disease with a high prevalence worldwide
and represents a major public health issue. Globally, an estimated 10.0 million
(range, 9.0 - 11.1 million) people fell ill with TB in 2018. Geographically, most
TB cases in 2018 were in the World Health Organization regions of South-East
Asia (44%), Africa (24%) and the Western Pacific (18%), with smaller percentages in the Eastern Mediterranean (8%), the Americas (3%) and Europe (3%)
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[1]. TB leads to diverse symptoms and signs according to infected organs. The
lungs are involved in approximately 90% of cases, while the gastrointestinal
tract, genitourinary tract, lymph nodes, bone, muscle, and central nervous system can also be involved in so-called extrapulmonary tuberculosis. In addition,
it is well known that a hypercoagulable state associated with tuberculosis may
provoke thromboembolism [2].
Although venous thromboembolism (VTE) is a rare complication of this disease, it may be a potentially life-threatening event. VTE is a group of noncommunicable diseases or clinical syndromes caused by thromboembolism blockage
of an artery or its branches, which is already categorized as the major public
health problem, with high health costs and high mortality [2].
Actually, VTE can be the presenting feature of TB and occurs a few days after
the diagnosis or late in the course of the disease, even in patients on anti-tuberculosis treatment. Deep venous thrombosis has been associated with
1.5% - 3.4% cases of TB [2].
Our case showed that VTE may complicate pulmonary TB.

2. Case Report
A 58-year-old man with history of gastrectomy years ago due to gastric ulcer was
admitted due to hematemesis. Upper endoscopy showed inflammation at the site
of Billroth II anastomosis. This inflammation was thought to be responsible,
proton-pump inhibitors were initiated. The patient always remained asymptomatic, hemodynamically stable, with no futher episodes of hematemesis and
with no need for blood transfusions.
After 3 days in-hospital, he showed erythema and pain along the course of a
hardened left cephalic vein, from arm to forearm, where he had previously had
peripheral vein catheters. One day later, he presented with left leg swelling and
pain. Ultrasound confirmed peroneal deep vein thrombosis and superficial
thrombosis of left cephalic vein.
Although reduced mobility and lack of prophylactic heparin could explain
vein thrombosis, a simple etiologic workup was performed. Complete blood
count, serum chemistry and coagulation tests were unremarkable, except for
normocytic and normochromic anemia (Hg 9.6 g/dL). Chest radiograph (Figure
1(A)) showed multiple ill-defined nodules on apical segments of both lungs with
potential area of cavitation (arrow). Chest CT scan showed pulmonary consolidation, predominantly in the apical segments, centrilobular nodules, cavitation
lesions (arrow), tree-in-bud sign (red circle) and ground glass infiltrates (yellow
circle), as well as mediastinal and hilaradenopathies.
Ziehl-Neelsen stain on a sputum smear revealed multiple acid-fast bacilli and
treatment was started with first-line antituberculous agents. Mycobacterium tuberculosis was then confirmed on mycobacterial culture. The patient was HIV
negative. Although he was asymptomatic at first, he started denoting abnormal
fatigue, exertional dyspnea and hemoptoic sputum during the first weeks of
treatment.
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Figure 1. (A) Chest radiograph showing multiple ill-defined nodules on apical segments
with potential areas of cavitation (arrow); (B) Heterogeneous consolidation involving the
apical and anterior segments of the right upper lobe surrounded by ground glass infiltrates (yellow circle) on CT scan; (C) Chest CT scan showing thick walled cavitary lesion
on right upper lobe (arrow) and branching linear structures (tree-in-bud sign) on left
upper lobe (red circle).

3. Discussion
VTE is frequent among hospitalized patients, especially in the case of longer
hospital stay or if other risk factors are present, such as infection [3]. Approximately one-third of patients with symptomatic VTE manifest pulmonary embolism (PE), whereas two-thirds manifest deep venous thrombosis (DVT) alone.
DVT is commonly seen in postoperative patients and in patients who are admitted to the intensive care unit for a prolonged period. Its association with TB is a
rare occurrence, and very few cases have been reported in literature [4].
Active tuberculosis appears to confer a risk for VTE that is similar to that reported for malignant neoplasia, and in-hospital mortality is known to be higher
in patients with both conditions, comparing to those with only active tuberculosis or only VTE [4].
This case illustrates a rare and unusual presentation form of tuberculosis, a
condition that remains now-a-days one of the leading infectious causes of death
worldwide. Actually, tuberculosis is a disease with a wide variety of clinical
presentations. Like other infectious diseases, TB can cause thrombosis by various
mechanisms such as local invasion, venous compression or by producing a transitory hypercoagulable state. While the mechanism responsible for development,
deep vein thrombosis in tuberculosis is unclear. Recent studies have established
a link between haemostatic changes and this prothrombotic phase, and have
demonstrated that these can normalize with an adequate antitubercular therapy
(ATT). Early initiation of ATT treatment along with anticoagulant therapy decreases the overall morbidity and mortality associated with the disease [5].
Physicians should be aware of this phenomenon in order to ensure an early
diagnosis and a prompt treatment, preventing fatal outcomes and publics’ health
threat.
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