Case report

Primary Thyroid Tuberculosis: An
Incidental Finding- Case Report

ABSTRACT

Thyroid tuberculosis (TT) is a very rare condition, even in countries where.tuberculosis is
endemic. However, the prevalence of tuberculosis has increased worldwide and thyroid
involvement can be a primary manifestation of the disease. The total number-of such cases is
about a hundred; most of them are autopsy findings. We present:the case of a 60 years old
female patient with primary thyroid tuberculosis. TT should be considered in the differential
diagnosis of a thyroid nodule. Typical caseous necrotic granulomas:are the hallmark in
biopsy.
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INTRODUCTION

Tuberculosis of thyroid gland is extremely uncommon.. The.incidence of thyroid tuberculosis
is low even in those countries where the prevalence of tuberculosis is high." The supposed
reasons for the relative immunity of thyroid.gland from tuberculosis are the bactericidal
attribute of the colloid, extensive vascularity and’ high.iodine content of the gland.? Most of
the cases are accompanied by other foci of the disease in the body elsewhere. Sometimes
associated with regional lymph nodes, thyroid tuberculosis can mask a thyroid tumour, which
poses diagnostic and therapeutic issues:® Tuberculosis of the thyroid gland assumes various
forms, such as diffuse goitre, soft.or hard nodule, painful and swollen thyroiditis, or an acute
or cold abscess.”

CASE REPORT

A 60 years old woman presented. to outpatient department with complaint of neck swelling
on the left side since last two years, which was sudden in onset and gradually progressive in
size. Patient had history of breathing difficulty in lying down position for last two weeks.
There was no history of travel to endemic areas. There were no clinical findings of thyroid
dysfunction; neither.had she experienced fever or neck pain. General physical examinati



was unremarkable. On local examination swelling was present of approximate size 4x3 cm
on left side of neck with smooth surface, moving with deglutition & not moving with
protrusion of tongue, skin over swelling was normal. On palpation firm swelling of size ~4x3
cm was present on left side of neck, non-tender, no cervical lymph nodes were palpable.
Routine investigations and thyroid function tests were normal. Cervical ultrasonography
showed left lobe thyroid to be bulky and showed heterogeneous lesion measuring 3.5x3.7cm

Figure 1. Microscopic image showing granulomatous changes (10x & 40x)

in left lobe of thyroid with cystic changes and smooth-margins (TIRADS-111). Right lobe was
normal. Few cervical sub-centimetric: lymph nodes were present. Fine-needle aspiration
cytology (FNAC) was performed, obtaining colloid material which showed tiny clusters of
epithelial cells with bare nuclei in‘the background of colloid, suggestive of colloid goitre.
Patient underwent left hemi thyroidectomy and histological findings were nodular goitre with
extensive areas of haemorrhage. Surrounding thyroid tissue showed features of
granulomatous thyroiditis. ZN staining for AFB with 20% H2SO4 was positive (Fig.1). Post-
operatively CECT neck & thorax-.was done to find out any evidence of pulmonary koch’s but
no evidence of pulmonary koch’s was found (figure 2). Patient was put on anti-tubercular
drugs and is doing well three months after surgery.
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Figure 2. CECT images of thorax and neck

DISCUSSION

It has been observed that primary or secondary form of thyroid gland tuberculosis is an
extremely rare disease. According to various studies, its frequency«is 0.1 t0 0.4% in
histologically diagnosed specimens. Middle-aged women are most frequently affected.’
Thyroid is resistant to infections because of colloid possessing bactericidal action.® The
pathology of tubercular thyroiditis may be as follows: a) Multiple lesions throughout the
gland like miliary TB; b) Enlargement of gland due to caseating granulomas; ¢) Cold abscess
formation sometimes with multiple sinuses; d) Chronic fibrosing tuberculosis; e) Acute
abscess formation.” Symptoms of thyroid tuberculosis are nonspecific and variable.® The
patient may be asymptomatic or have symptoms of dysphonia, dysphagia, dyspnoea and
rarely recurrent laryngeal nerve paralysis due to expanding gland.” Ultrasonographic and
computed tomography (CT) findings can be_helpful in"making the diagnosis of tubercular
thyroiditis. On USG heterogeneous hypoechoic mass is seen and on CT scan peripheral-
enhancing low-density abscess with regional lymphadenopathy is demonstrated. Seed (1939)
described three criteria for diagnosis-of thyreid tuberculosis-1) Demonstration of acid fast
bacilli within thyroid; 2) A necrosed or abcessed gland and 3) Demonstration of tuberculous
focus outside the gland. Histological and bacteriological confirmation is adequate to make
diagnosis and fulfilment of third criteria is not essential.? In our case the diagnosis was made
on histological examination (Fig. 1) and ZN staining. Many diseases may cause
granulomatous inflammation in thyroid, like granulomatous thyroiditis, fungal infection,
tuberculosis, sarcoidesis, granulomatous vasculitis, and foreign body reaction. However,
caseating necrosis is characteristic feature of tuberculous inflammation.

Treatment of -tubercular thyroiditis is complex and involves the administration of
antituberculesis drugs combined with surgical removal of the affected parts of the thyroid
gland or surgical drainage.'* The medical approach for TTB treatment is the same as for other
forms.of TB and involves the administration of antituberculosis drugs for at least 6 months.
Although there is a consensus on the medical treatment regimen, there is controversy as to
which patients should be treated medically. Some suggest that a thyroidectomy alone is
sufficient since primary TTB is a localized disease, while others state that antitubercular
treatment should be initiated. In our case antituberculosis drugs were started after left
hemithyroidectomy.

CONCLUSION

Tuberculosis of thyroid, although a rare entity, should be kept in mind as a differential
diagnosis when evaluating a thyroid nodule or abscess. Final diagnosis is made on
histopathological examination of specimen. The treatment is mainly based on the anti-
tubercular agents, but surgery or drainage sometimes required large abscess along with anti-
tubercular drug therapy.
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