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Abstract

Tuberculosis involvement of the pleura
usually presents as pleural effusion,
empyema or pleural thickening. In this
communication we report a case of
unilateral pleural tuberculosis presenting as
multiple nodular masses without effusion,
which raised the possibility of metastatic
malignancy. Histopathology of the nodules
confirmed the diagnosis of tuberculosis; and
with standard antituberculosis therapy they
disappeared and the patient's symptoms
improved.
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Introduction:

Pulmonary tuberculosis is a common
worldwide infection. The radiological
features show considerable variation; but in
most cases they are characteristic enough to
suggest a diagnosis'". Pleural involvement
which is a form of extrapulmonary
tuberculosis, most commonly presents as
pleural effusion.

Abnormal radiological presentation of
pleural tuberculosis has been previously
reported®.
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Case Report

A 22-year-old previously well, non smoking
male presented with a four months history of
weight loss, right-sided pleuritic chest pain
and dyspnoea on exertion. He had no cough
or haemoptysis. There was no past history of
chest disease or contact with tuberculosis
patient. Examination showed that he was ill
and febrile but normotensive. Chest
examination revealed a dull percussion note
and diminution of breath sounds on the right
side of the chest. A few non-tender soft
tissue swellings (each measuring 4-5 cm in
diameter) were noted over his back and the

right lateral aspect of the chest. No
abnormality was detected in the other
systems.

Biochemical profile was normal.
Hemoglobin was 12.2 gm/dl,

WBC: 5.8 x 109/L, Mantoux test 15mm with
1 TU, ESR 48mm 1st hr, HIV serology
negative. X ray of the chest (Fig. 1) showed
multiple nodular discrete and confluent
pleural masses of different sizes without
calcification involving the right hemithorax.
CT scan (Fig. 2) confirmed that the masses
were pleural based. Lung fields were clear
and there was no pleural effusion. Sputum
smears and cultures were negative for acid-
fast bacilli. Fine needle biopsy of the soft
tissue masses over the back revealed

caseation with positive stain for acid-fast
bacilli.
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A diagnosis of pleural tuberculosis was
made and the patient was started on anti-
tuberculosis treatment using the standard
short-course regimen (isonizid- rifampicin -
pyrazinamide - ethambutol) for 6 months.
He  gained weight and  became
asymptomatic. The ESR came down to
20mm 1st hour. This was accompanied by

l

Fig. 1: X-ray showing multiple nodular
discrete and confluent pleural masses of
different sizes without calcification involving
the right hemithorax.

Fig. 3 X-ray chest showing reduction in size
of the pleural masses.

significant reduction in size of the soft tissue
swellings. Follow up chest X-rays showed
reduction in the size of the pleural masses at
the fourth month (Fig. 3), then almost
complete disappearance (Fig. 4) by the end
of chemotherapy. Regular follow up visits
there after showed no sign of recurrence of
these nodules.

Fig. 2: CT scan of the chest demonstrating a
pleural mass.
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Fig. 4: X-ray showing almost complete
disappearance of the pleural masses.

Discussion

In this case the initial impression was a form
of pleural neoplasm (primary or secondary)
based on the clinical and radiological
findings. There was, however, neither a
history of exposure to asbestos nor an
obvious clinical source for a primary
neoplasm. However, the positive fine needle
aspiration result of the soft tissue masses
made ultrasound guided needle biopsy of the
pleural masses unnecessary. The latter is a
valuable method for diagnosing pathology of
the pleural masses'”.

Pleural thickening has been reported with

tuberculous effusion, haemothorax,
empyema, recurrent pneumothorax,
rheumatoid arthritis, pneumoconiosis

(asbestos, silica®”, kaolin(s)) and rarely with
thymoma®. Nodular pleural masses may

. . 7
occur with metastases, mesothelioma”,

myeloma(g), after talc pleurodesis(g) and

rarely with sarcoidosis!'?.
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Thoracic tuberculosis presenting solely as
multiple pleural masses without pleural
effusion is extremely rare. The first case was
described in 1989 in a 29-year-old young
male patient®.

In 2002, Atasoy et al described a patient
with thoracic tuberculosis presenting as
discrete pleural nodules associated with a
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computed tomography !,

To the best of our knowledge, the present
case is the third in literature where thoracic
tuberculosis has presented as multiple
pleural masses.

In conclusion tuberculosis is a very common
problem in developing countries and can
mimic several chest problems including
malignancy. Confirmation of the diagnosis
with sputum smears, culture, or histology is
mandatory since treatment is gratifying.
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