Rare case of Pulmonary Tuberculosis presenting as subcutaneous swelling and
nodular pleural thickening: a Case Report

Abstract:

Tuberculosis (TB) is a global health concern and can affect various organs, including the
pleural. Pleural involvement in TB often presents as pleural effusion and smooth pleural
thickening 2. We present a case of a 12-year-old male who presented with complaints of
fever, weight loss and painful subcutaneous swelling below the lower left 9th rib.
Ultrasound screening was done to evaluate the painful soft tissue lesion in the lower left
antero-lateral chest wall, findings revealed a collection with necrotic areas within on the
left side along with minimal right sided pleural effusion. HRCT Chest Imaging revealed
nodular right pleural thickening with minimal right pleural effusion along with other
findings as seen on the left side on USG. The patient was diagnosed with tuberculous
pleural thickening based on cartridge based nucleic acid amplification test (CBNAAT)
examination of the fine needle aspiration cytology (FNAC) guided pleural fluid aspiration
and analysis. The case highlights the importance of considering TB as a potential etiology
for nodular pleural thickening, even in a young patient, particularly in high TB burden
regions.
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Introduction:

Tuberculosis (TB) remains a significant global health problem especially in the developing
countries?. While pulmonary involvement is the most common presentation,
extrapulmonary manifestations are also observed?3. Pleural involvement in TB typically
presents as pleural effusion, but nodular tuberculous pleural thickening is a rare
occurrence [6-10]. Nodular thickening of the pleura with associated effusion is often
diagnosed incidentally or after investigating symptoms such as chest pain or dyspnea.
While the most common causes of nodular pleural thickening include mesothelioma and
pleural metastasis*. Here, we present a case of nodular tuberculous pleural thickening in a
12-year-old male, highlighting the need for clinical suspicion and appropriate diagnostic
workup for tuberculosis in this rare presentation.



Case Presentation:

A 12 year old male presented to the hospital with complaints of high grade fever of 101
degree centigrade with chills from the last 20 days, painful swelling in left lower antero-
lateral chest wall of 6 days duration and history of significant weight loss.

The patient had no previous history of prior exposure to TB infection. On physical
examination, decreased breath sounds were noted on the right side of the chest. Laboratory
investigations, including complete blood count, renal and liver function tests, and
inflammatory markers, were within normal limits.

On clinical examination BCG scar was not present.

Chest X-Ray was done, and it showed erosion of the antero-lateral aspect of the left 9t rib
(as shown with solid blue arrow), with adjacent soft tissue swelling (as shown by solid red
arrow) {Fig. 1 with inset showing lytic destruction of the antero-lateral aspect of left sided
9th rib } and inhomogeneous opacity in the right mid and lower lung zones along with
bunting of the right costophrenic and cardiophrenic angles with linear homogeneous
opacity along right lateral chest wall, likely suggestive of pleural effusion.




Fig 1: Chest X-ray

Ultrasound screening was done to evaluate the painful soft tissue lesion in the lower left
antero-lateral chest wall along with minimal right pleural effusion. Findings revealed a
heterogeneous hypoechoic collection with necrotic areas within {Fig. 2} on the left side
and minimal pleural effusion on the right side.
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Fig. 2

Fig. 2: USG image showing a heterogeneous hypoechoic collection with necrotic areas
within in the lower left antero-lateral chest wall

As there was discrepancy with the radiograph and ultrasound findings in the quantity of
the pleural effusion, CT scan was performed. Bone window showed lytic destruction of the
antero-lateral aspect of the left 9th rib with an adjacent heterogeneous collection in the
intramuscular and subcutaneous plane. Along with findings on the right side as seen on
lung window, consolidation with air bronchograms in the right lower lobe {Fig. 3a}, a soft
tissue attenuation nodule in the right upper lobe {Fig.3a} and areas of subsegmental
collapse in the right middle lobe. Mediastinal window showed circumferential nodular
right pleural thickening {Fig.3b & 3c} with minimal pleural effusion, loss of right lung
volume and few prominent mediastinal lymph nodes. On CT, the possibility of infectious
etiology (likely Pleural TB) was suspected, despite the unusual presence of diffuse thick



right nodular pleural thickening which is more likely to be encountered in other conditions
like mesothelioma and pleural metastasis.
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Fig. 3. a. CT Chest lung window Images showing consolidation. b. Plain and c. post contrast
images in mediastinal window images showing diffuse circumferential nodular right
pleural thickening.

The patient was then investigated further with sputum, pleural fluid sample analysis (
CBNAAT). Sputum sample was negative and pleural FNAC fluid was positive for M.
Tuberculosis. FNAC was performed from the left chest wall swelling which revealed
inflammatory granulomatous smear.

The patient was started on a standard anti-tubercular regimen, including isoniazid,
rifampicin, pyrazinamide, and ethambutol according to the weight-based dosages. The
treatment was well tolerated, and the patient showed significant clinical improvement with
resolution of fever and reduction in pain and the size of the swelling at six week follow up.

Discussion:



Pleural tuberculosis can rarely present as nodular tuberculous pleural thickening even in
the absence of significant pleural effusion and can be difficult to diagnose due to gradual
onset of symptoms. It is important to consider tuberculosis as a potential cause of
unexplained pleural thickening, especially in areas with high tuberculosis prevalence, to
ensure timely diagnosis and treatment®. Maintaining a high level of suspicion, conducting a
comprehensive diagnostic assessment, and promptly starting anti-tubercular therapy are
crucial for achieving a positive clinical outcome.

Conclusion:

This case highlights the importance of ruling out TB as a possible diagnosis in individuals
with nodular pleural thickening. To ensure prompt diagnosis and effective treatment,
which will eventually improve patient outcomes, healthcare personnel should maintain a
high index of suspicion for tuberculosis, in areas where the disease is very prevalent.
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