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Abstract

Tuberculosis can involve many organs and have a broad spectrum of image presentation. It may
resemble malignant diseases and thus confuse the judgment of the clinician. We report a 60-year-old
diabetic woman suffered from chronic cough for 2 years and whose computed tomography scan re-
vealed multiple pleural nodules with mediastinal lymphadenopathy and multiple liver masses. We ap-
proached this case as malignant disease initially but found it to be a systemic tuberculosis infection af-
ter a series of examinations. Tuberculosis may have radiological presentation like malignant disease.
Physicians should consider tuberculosis as a possibility for those patients with underlying diseases,
which can potentiate tuberculosis infection. ( J Intern Med Taiwan 2007; 18: 356- 359 )
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Introduction

Tuberculosis infection ( TB ) is an important
public health problem. The global prevalence of
Mycobacterium tuberculosis infection has been esti-
mated at 32% ( 1.86 billion people ) and the annual
number of new cases has been given as 7.96 million .
Mycobacterium tuberculosis infection can involve
many organs. The lung is the most common lesion

site but extrapulmonary involvement is not uncom-
mon especialy in immunocompromised patient. In
addition to the typical radiological presentation of
pulmonary TB, the infection can mimic many di-
seases with a variable image manifestation. Here we
present one disseminated tubercul osis patient of me-
diastinal lymphadenopathy together with pleural and
liver involvement but without visible lung parenchy-
ma lesion found.
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Case Report

A 60-year-old femal e patient had suffered from
chronic dry cough for two years. She cameto our ho-
spital for second opinion because malignancy was
suspected after radiological examination ( Chest X-
ray ( CXR) and chest computed tomography ( CT ) )
at another hospital. Her daily activity and exercise
tolerance were good during these two years. There
were no fever episodes and no body weight loss in
her history. Neither was there any chest wall pain or
complaints of abdominal discomfort. CXR showed
nodularity along right side pleura ( Fig. 1). Contrast
enhanced CT revealed multiple right nodular pleural
thickening, multiplelymph nodesin the mediastinum
(Fig. 2); however, no lung parenchymalesionswere
found and multiplelobulated hypodenselesionswere
found in the liver ( Fig. 3 ). The physical examina-
tion did not find any pal pable lymph nodes. The bio-
chemical examination showed hyperglycemia ( fast-
ing blood sugar: 302 mg/dL ), abnormal liver func-
tion ( aspartate aminotransferase; 91 |U/L, alanine

Fig.1.CXR showed nodularity ( arrow ) along right side
pleura

Fig.2.Chest CT revealed multiple right lung nodular
pleural thickening ( thin arrow ) and multiple lymph
nodes ( thick arrow ) in the mediastinum

Fig.3.Multiple lobulated hypodense lesions ( arrow )
were found in the liver

aminotransferase: 187 IU/L, akaline phosphatase
(ALP): 776 1U/L, bilirubin total/direct: 0.6 mg/dL
/0.2 mg/dL ) and inversion of the albumin to globulin
ratio (albumin: 3.8g/dL, globulin: 4.1g/dL ). Diabetic
mellitus was diagnosed in this admission. The hepati-
tis markers examination revealed HBs antigen: nega-
tive, anti-HBs antibody: positive and HCV antibody:
negative. The hemogram waswithin thenormal range.
The patient was subjected to aliver needle biopsy of
the hepatic hypodense lesion. Bronchoscopic exami-
nation was also performed and copious purulent spu-
tuminthebronchial treeswasfound aswell asdlightly
widened carinawith somenodular lesions. Bronchiolo-
alveolar lavage ( BAL ) and biopsy were carried out
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during the bronchoscopic examination. In addition,
medi astinoscopy was performed on the mediastinum
lymph nodes to obtain a biopsy sample. Pathological
examination of the bronchoscopic and medi-
astinoscopic biopsies showed caseating granuloma-
tous inflammation. Pathological examination of liver
biopsy specimen also showed fibronecrosis and gran-
ulomatous inflammation with giant cells. A nested
polymerase chain reaction ( PCR ) assay with 1S6110
as the target of amplification for Mycobacterium tu-
berculosis was positive in the BAL specimen. Later,
Mycobacterium tuberculosis was isolated from the
BAL specimen and the mediastinoscopic biopsy.
Systemic tubercul osis was diagnosed and the patient
started to receive anti-tuberculosis chemotherapy
with isoniazid 300mg, rifampin 600 mg, pyrazi-
namidel500 mg, and ethambutol 800 mg for 2
months, and isoniazid 300mg, rifampin 600 mg,
pyrazinamidel500 mg for another 10 months
( The patient's body weight was 60 kg ). A chest CT
examination after 6 months of treatment showed
marked shrinkage of mediastinal, pleural and hepatic
lesions; and some bronchiectasis changes were aso
foundat right middleand right lower [obes. Liver func-
tion tests returned to normal limit and ALP also
showed significant improvement ( from 776 IU/L to
323 IU/L ) 4 months later. In addition, the patient no
longer complained of cough and her general condition
had improved since treatment.

Discussion

Systemicinvolvement of liver macronodular le-
sions together with pleural nodular thickening and
mediastinal lymphadenopathy was a very unusual
manifestation of tuberculosis. It was not reported to
the best of our knowledge. Thisis not surprising that
we approached this case asamalignant diseasein the
beginning and tubercul osis was diagnosed following
serial non-disputed evidences.

TB pleurisy isacommon site of extrapulmonary
tuberculosis. However, it isunusual to have multiple

pleural nodules without a visible pulmonary
parenchyma lesion. These multiple pleural nodules
may resembl e a manifestation of malignant mesothe-
lioma, pleural lymphoma, hematogenous pleural
metastases and malignant thymoma®. The majority of
pleural metastasis can be found in patients with lung
cancer, ovarian or gastric cancer °. Tuberculous pleu-
ritiswith pleural masses or nodul es presentation was
very unusual and only described in few patients®, It
is not easy to differentiate these diseases by such ra-
diological presentation. Disappearance of pleural
nodular lesion following anti-tubercul osis treatment
confirmed its nature. In addition, mediastinal lym-
phadenopathy without parenchyma consolidation is
also an uncommon radiological presentation in adult
tuberculosis. Lymphoma, sarcoidosis, neoplasm and
histoplasmosis are the more common causes of the
mediastinal lymph nodes enlargement. However, tu-
berculous adenopathy is preponderant in the right
paratracheal nodes’. The adenopathy of our case was
also preponderant in the right paratracheal and tra-
cheobronchial areas. Multiple right pleural nodules
of the patient might have contributed to the predom-
inant right side lymphadenopathy.

Hepatic tuberculosis may presented as three
forms: miliary or pulmonary tuberculosis with dif-
fuse liver involvement, primary hepatic miliary tu-
berculosis and focal hepatic nodular lesions ",
Millary pattern is more common in hepatic tubercu-
losis. Macronodular formationisrareand often shows
as low density and non-enhancing, with or without a
thick enhancing rim, on CT **. Our patient presented
with multiple hypodense macronodul ar patterns. This
can simulate metastases, abscess or primary hepato-
biliary malignancy. At present there are no specific
radiological features, which may allow diagnosis of
abdominal tubercul osis. Thepresence of apulmonary
lesion may give a suggestion of the possihility of tu-
berculosis infection.

Our case demonstrated that tuberculosis infec-
tion might have variable presentation. The radiolog-
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ical lesions in our patient were so extensive that it
confused us and was presumed to be malignancy ini-
tially. Diabetes mellitus without control may be one
of the reasons. We emphasized that tuberculosis
should be considered in patients with relatively ex-
tensive radiographic findings but disproportionately
minor clinical symptoms™,

References

1.Dye C, Scheele S, Dolin P, et al. Consensus statement. Global
burden of tuberculosis: Estimated incidence, prevalence, and
mortality by country. WHO Global Surveillanceand Monitoring
Project. JAMA 1999; 282: 677-86.

2.Ariyurek OM, Cil BE. Atypical presentation of pleural tubercu-
losis: CT findings. Br J Radiol 2000; 73: 209-10.

3.Bonorno L, Feragalli B, Sacco R, et al. Malignant pleural
disease. Eur JRadiol 2000; 34: 98-118.

4.Atasoy C, KayaA, Fitoz S, et a. Discrete pleural nodules asso-
ciated with a parasternal mass: an unusual manifestation of tu-
berculosis. J Thorac Imaging 2002; 17: 74-7.

B PR IE A AR
A % 4k

K LI G~

5.Blut SB, Harries MG. Discrete pleural masses without effusion
inayoung man: an unusual presentation of tuberculosis. Thorax
1989; 44 436-7.

6.McAdamsHP, ErasmusJ, Winter JA. Radiol ogic manifestations
of pulmonary tuberculosis. Radiol Clin North Am 1995; 33: 655-
7.

7.Balsarkar D, Joshi MA. Isolated tuberculous hepatic abscessin
a non-immunocompromised patient. J Postgrad Med 2000;
46(2): 108-9.

8.0livaA, Duarte B, Jonasson O, et a. The nodular form of local
hepatic tuberculosis. J Clin Gastroenterol 1990; 12: 166-73.

9.Denton T, Hossain J. A radiological study of abdominal tuber-
culosis in a Saudi population, with special reference to ultra-
sound and computed tomography. Clin Radiol 1993; 47: 409-
14.

10.Kohli V, Kumar L, Kataria S. Multiple hepatosplenic tubercu-
lousabscessesinan eight-year-old boy. Pediatr Infect DisJ1996;
15(2): 178-9.

11.Nyman RS, Brismar J, Hugosson C, et al. Imaging of tubercu-
losis-experience from 503 patients |. Tuberculosis of the chest.
Acta Radiol 1996; 37: 482-8.

M & A% Jm B ILEE R
AR e B B

R AT WAz I

RES BREX HEA

AR RABERER

A

W EE T X I AT I AR

i@

TP AR RS

BREZROHFS E

=2

C ELEBHRE LLTAR SRR G LRT

Koo AL EGTEG RBNBERROVE > Bh i REERE HH BT ORI - KRAEL

WA T b Ay A — B 2R o — 45 60 BRAT R B
FT 0 WA MBI BT R L AF S B
BB VIR R A 6 ) > A2 ke —

MRIER - — Bl RAVAZ 2

s KRG HBARBL  RRCERR
A W HR A A AR S R A
RO IRER » T HRE

R ABREPTER - I BHREYE LSRR KROIZREBREH » ERAK
H 0 REIR F7 B SR AT BT RAFE MR T BE B ERT BTZ— -



