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Unusual presentation of more common disease/injury

Bilateral nodular pulmonary tuberculomas simulating
metastatic disease
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Summary

A 62-year-old lady presented with bilateral nodular lung opacities suspicious of metastatic disease on chest radiography and high-resolution
CT. Histopathology, however, revealed caseating granulomas. The correct diagnosis of tuberculosis (TB) was confirmed when she responded
clinically and radiologically to antitubercular treatment. TB should be considered in the differential diagnosis of bilateral nodular opacities
which is the usual presentation of secondary malignancies of lung.

BACKGROUND to suggest the diagnosis. Patchy, poorly defined consoli-
Pulmonary tuberculosis (TB) is a common worldwide lung dation in the apical and posterior segments of the upper
infection. The radiological features show considerable lobes and in the superior segments of the lower lobes is
variation, but in most cases they are characteristic enough the usual roentgenographic manifestation. Presentation as

Figure 1 Chest x-ray showing bilateral ill-defined nodular opacities (arrows).
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Figure 2 CT of thorax shows multiple and bilateral nodular opacities without cavitation in the right lower lobe (A) and left upper lobe (B).

multiple bilateral nodules is an unusual roentgenographic

finding.!

CASE PRESENTATION

A 62-year-old female, non-smoker, was admitted to our
hospital with complaints of low grade fever, fatigue,
decreased appetite and exertional dyspnoea of 2 months
duration. Physical examination revealed a temperature of
98.5°E pulse rate of 94 beats/min, blood pressure of 126/84
mm Hg, respiratory rate of 16/min with an oxygen satura-
tion of 96% on room air. She did not have any abnormal-
ity on general physical examination. Respiratory system
examination revealed diminished breath sounds with
prolonged expiration without any adventitious sounds.
Cardiovascular, neurological and abdominal examination
was within normal limit.

INVESTIGATIONS

Chest x-ray showed bilateral ill-defined nodular opacities
(figure 1) and spiral CT of the thorax revealed multiple
bilateral nodular shadows (figure 2). Her haematological
and biochemical parameters were within normal limits.
After studying the chest x-ray and CT thorax, possibil-
ity of secondaries in lungs were considered. As thyroid,
breast, genitourinary- and gastrointestinal tract malig-
nancies can very commonly present initially as lung
metastasis, ultrasound neck for thyroid, mammography
for breast nodule, gynaecological evaluation and CT of
the abdomen and pelvis were done. But all investiga-
tions came out to be normal. Tuberculin test was nega-
tive. Bronchoscopy was done and bronchoalveolar lavage
was negative for acid fast bacilli, fungi as well as malig-
nant cells. Finally, a CT scan—guided transthoracic needle
biopsy of the right lower lobe nodule was performed and
the histopathology showed caseating granulomas sug-
gestive of tuberculosis (figure 3). However, the specimen
staining with Ziehl-Neelsen technique was negative for
acid fast bacilli. Staining for fungi also proved negative.
Therefore, the patient was diagnosed with ‘bilateral mul-
tiple tuberculoma’.

DIFFERENTIAL DIAGNOSIS
The differential diagnosis for multiple pulmonary nodules
is given below?
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» Inflammatory
Granulomas
Fungal and opportunistic infections
Septic emboli
Rheumatoid nodules
Wegener’s granulomatosis
Sarcoidosis
» Langerhans cell histiocytosis
» Neoplastic
» Metastases
» Malignant lymphoma/lymphoproliferative disorders
» Congenital
> Arteriovenous malformations (Osler-Weber—Rendu
syndrome)
» Miscellaneous
» Haematomas
» Pulmonary infarcts
» Occupational (silicosis).
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TREATMENT

She was prescribed category 1 regimen of Revised National
Tuberculosis Control Programme of India which consists of
isoniazid (600 mg), rifampicin (450 mg), ethambutol (1200
mg) and pyrazinamide (1500 mg) three times weekly for
2 months followed by isoniazid (600 mg) and rifampicin
(450 mg) three times weekly for 4 months.

OUTCOME AND FOLLOW-UP

After completion of treatment, there was both clinical and
radiological improvement (figure 4), and she was asympto-
matic in the short follow-up period of 1 year.

DISCUSSION

Tuberculomas are avascular, spherical and granulomatous
masses of small tubercles with varying incidence in differ-
ent parts of the world.3 These represent the manifestations
of primary as well as post primary disease. Calcification is
not uncommon and cavitation may also be present.* The
margins are usually smooth and sharp, and the usual loca-
tion is in the upper lobes. A negative tuberculin test in this
case could be due to the advanced age of the patient, as it
has been observed that many older patient fail to respond
to tuberculin test due to age-related immune defects. The
diagnosis of tuberculomas remain a challenge, not only
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Figure 3 Epithelioid granuloma with Langerhans’ giant cell (thick arrow) and wall of epithelioid cells (small arrow) around a central area of
necrosis on the needle biopsy of the right lower lobe nodule (H&E % 525 x digital magnification).

Figure 4 CT of thorax at the completion of antitubercular treatment revealed complete resolution of nodular opacities in the right lower

lobe (A) and left upper lobe (B).

because these require invasive procedures, such as percu-
taneous needle aspiration or transbronchial lung biopsy;,
but also because there may also be accompanying malig-
nancy as well, although rare.>® The importance of early
detection lies in the fact that the findings on chest radiog-
raphy and CT scans may be indistinguishable from those
of malignancy.” The pattern of multiple bilateral, non-
cavitary discrete pulmonary nodules as seen in our case, is
not generally recognised as a radiographic presentation of
pulmonary tuberculosis, but such findings have been pre-
viously reported by us as well as others.>!! In conclusion,
tuberculomas should be considered in the differential diag-
nosis of the patients presenting with clinical and radiologi-
cal features of metastatic lung disease.
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» All multiple pulmonary opacities are not malignant.

» In tuberculosis-endemic countries like India,
pulmonary tuberculosis should be one of the
differential diagnoses of nodular pulmonary opacities.

» The treatment of nodular pulmonary opacities should
be based on histological diagnosis.
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