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Chest Wall Tuberculosis without Pulmonary Tuberculosis - A Rare Entity
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Abstract

Background: Tuberculosis (TB) is one of the top ten causes of death worldwide.
Chest wall tuberculosis is not infrequently encountered in endemic areas although it
is rare. Clinically it resembles pyogenic abscess or benign soft tissue tumors, making
the diagnosis difficult particularly in the absence of warning signs. Case Report: A 45
year old male presented with gradually enlarging soft tissue mass in the right upper
anterior thoracic wall. Fine needle aspiration suggested chronic granulomatous disease,
histopathology confirmed chest wall tuberculosis. Patient responded to anti-tubercular
therapy and surgery. Conclusion: Anti-tubercular treatment and adjunctive surgery are
quite effective in chest wall tubercular cases.
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Introduction

firm, mobile and well defined. There was no sign
of inflammation but the overlying skin showed
sinus [Fig.1]. The standard chest X-ray showed
no abnormalities. The chest computer tomography

Chest wall tuberculosis (TB) poses a diagnostic
and therapeutic challenge [1]. It constitutes 1-5%
of all cases of musculoskeletal tuberculosis
representing 1-2% of TB overall [2]. Extrapulmonary tuberculosis represents 15 to 20% of the
cases of tuberculosis affections [3-5]. Chest wall
tuberculosis is diagnosed late due to non-specific
signs and symptoms and involvement of sites such
as sternal margins and rib shafts. It may present as
a painless cystic mass similar to a cold abscess or
sometimes as a firm, moving tissue mass.

Case Report
A 45 year old male presented to surgery outpatient department with complain of gradually
enlarging soft tissue mass in the right upper
anterior thoracic wall. It was first noticed one
year back. He was a chronic smoker and had no
pulmonary symptoms. There was no history of
any trauma or heavy weight lifting. Rest of the
medical history of the patient was unremarkable.
On examination, the mass was 2×2 cm painless,

Fig.1: Sinus in anterior chest wall.
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performed with low thoracic slices showed
homogenous cystic area. No parenchymal lesions
were noted. Fine needle aspiration showed few
degenerated epithelioid cells along with abundant
muscle bundle and hemorrhage suggesting chronic
granulomatous disease. Further work up was
done and biopsy was done for histo-pathological
examination. Histopathology report gave the final
diagnosis of chest wall tuberculosis. Based on the
context of the clinical and radiological aspects,
the fact that the mass was localized, the surgical
treatment was indicated. The indication of surgical
treatment decided upon diagnostic and therapeutic
purposes, and the treatment was initiated. The
patient underwent surgical resection of a mass and
was given anti-tubercular drug therapy. His postoperative course was uneventful and on follow up
three months after completion of anti-tubercular
therapy he was stable and asymptomatic.

activation of a dormant tuberculous focus or direct
extension from a lymphadenitis of chest wall.
Tuberculous bacilli invade the pleural space and
set up a local or widespread pleuritis; some bacilli
transport from the pleural space to the parasternal
(or posterior intercostal) lymph nodes; these nodes
become caseous and rupture; necrotic and caseous
material burrows anteriorly (or posteriorly) to form
a cold abscess in the chest wall. Delay in diagnosis
and treatment may lead to discharging sinus in
chest wall tuberculosis. Fine needle aspiration
is important to establish the diagnosis and to
exclude other infectious diseases or malignancy.
Drainage and debridement procedures adjunct to
anti-tuberculous therapy is needed for the rapid
alleviation of symptoms and clinical recovery
in the treatment of chest wall tuberculosis [6,7].
WHO recommends a standard 6-month regimen,
according to clinical presentation, bacillary load
and response to anti-tubercular therapy, the
treatment can be extended up to 9-12 months [8].

Discussion
Tuberculosis is a serious infectious disease
which mainly affects lungs. The bacteria causing
tuberculosis spreads from one person to another
through tiny droplets released into the air via
coughing or sneezing, lungs being the main target.
When the bacteria remains in the body in an
inactive state and cause no symptoms, it is termed
as latent TB or inactive TB or TB infection. This
stage is not contagious. It can turn into active
TB, so treatment is important for the person with
latent TB to help control the spread of TB. Due
to non-specific sign and symptoms, the diagnosis
may be delayed. In endemic areas possibility of
tuberculosis should be ruled out as early as possible
in a patient presenting as pyogenic abscess. Pleura
and mediastinal or chest wall lymph nodes must
be examined. Rib destruction may or may not be
present. Tuberculosis is second only to metastatic
malignancies as a cause of destructive lesions of
the ribs.

Conclusion
Anti-tuberculous medical treatment and adjunctive
surgery are quite effective in chest wall tubercular
cases.
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