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Case Report

Tuberculous Involvement of the Thyroid

H.R. Abbasi', B. Geramizadeh?,
A. Sadegholvaad®, S. Sefidbakht®,
S. Bolandparvaz*

'Departments of Surgery, *Pathology,
®Endocrinology and “Radiology,

Shiraz University of Medical Sciences,
Shiraz, Iran

Correspondence: Hamidreza Abbasi, MD,

Department of Surgery,
Namazee Hospital,
Shiraz, Iran

Tel: +98 711 2331006

E-mail: abbasih@sums.ac.ir

Abstract

Despite increasing detection rates of various forms of ex-
trgpulmonary tuberculosis (TB), thyroid involvement with
tubercle bacilli is rarely encountered and its imaging features
have been reported in less than a handful of cases. Herein, we
present the dinical, pathologic and imaging (ultrasound and
CT scan) features of TB involvement of the thyroid gland in a
65-year-old woman who presented with a painful and rapidly
enlarging thyroid mass. While reviewing fine needle aspira-
tion results, the diagnosis of TB should be borne in mind, es-
pecialy in the presence of imaging findings of a peripherally
enhancing thyroid mass or thickening of the adjacent muscula-
ture and skin, the so-caled dermal sign.
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Introduction

extra pulmonary tuberculosis (TB) in the last decades,

involvement of the thyroid gland with TB is still ex-
tremely rare. It has been reported sporadically as isolated
cases, or small surgical and fine needle aspiration (FNA) se-
ries.” It appears that CT scan findings have been reported in
only five cases.®® Nevertheless, despite the fact that pulmo-
nary TB is prevalent in Iran, no cases of TB involvement of thy-
roid has yet been reported. In this study, we present imaging,
surgical and pathologic findings of a 65-year-old woman with
TB involvement of thyroid gland in absence of a previous his-
tory of TB.

m espite increasing detection rates of various forms of

Case Presentation

A 65-year-old woman who had had repeated visits over the
past two months, complained of persistent fever and weak-
ness. Despite negative results of available laboratory tests, she
had received few courses of empirical antibiotic therapy with-
out significant improvement. She was finally referred to an en-
docrinologist because of progressive painful swelling in the
anterior aspect of her neck. High resolution sonography was
carried out followed by fine needle aspiration. A complemen-
tary imaging with CT scan also was performed. She, then un-
derwent surgical operation for lack of response to antibiotic
therapy and suspicious CT scan in favor of malignancy. Ultra-
sonography revealed a slightly enlarged thyroid gland harbor-
ing several nodules, the largest of which measured 2.4 cm, in
the right side, and a solitary hypoechoic nodule in the left side.
The most noticeable finding, however, was a 50x90 mm sep-
tate mass continuous to the left lobe that extended to the left
retroclavicular region (Fig 1). A FNA biopsy yielded a few ml of
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Tuberculous involvement of the thyroid gland

Fig 1: Non-homogeneous predominantly
hypoechoic nodule in the left thyroid lobe.

pus which was negative for malignancy. Con-
trast-enhanced CT scan of the neck and medi-
astinum showed enlargement of the right lobe
with a normal left lobe with foregoing mass in
its lower border (Fig. 2). This mass clearly
showed cystic changes extending down to the
retrosternal region which suggested a malig-
nant degeneration arising in a background goi-
ter. There was no lymphadenopathy in the
neck or mediastinum.

Chest x-ray was unremarkable except for
the lower neck and upper mediastinal mass
and a small non-specific area of nodular con-
solidation in the right mid-zone. No abdominal
abnormality was revealed on ultrasound.

The hemoglobin level was 10.1 g/dl with
slight anisocytosis, poikilocytosis and hy-
pochromasia. The WBC count was normal
throughout the course of the illness. Wright
and Widal tests were negative but the ESR
values were 90 and 120 mm after the first and
the second hour, respectively. Other laboratory
data were unremarkable. Intraoperative find-
ings reviled a 5x10 cm abscess in the left ante-
rior neck, with the left thyroid lobe constituting
the superior wall of the abscess and the mid-
line structures shifted to the right. The abscess
contained a thick cream-colored fluid which
was not malodorous. Partial thyroidectomy and
abscess drainage was performed. Since
pathologic sections of the thyroid gland
showed multiple granulomas (Fig. 3) and acid-
fast bacilli (Fig. 4), the patient was put on 4-
drug regimen anti-TB therapy which led to
dramatic improvement. There was a complete
resolution of the mass and its associated
symptoms seven months after surgery.
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Fig 2: Hypodense mass involving lower left
thyroid lobe.

Discussion

TB involvement of the thyroid gland is a rare
event. Only one case has been reported in
Singapore in 1993,° and 44 cases in the Japa-
nese literature until 1994. To the best of our
knowledge, 58 cases have so far been re-
ported.>®" % |n the largest series of thyroid
TB we found, the disease was reported in only
18 out of 1565 cases (1.15%) subjected to
FNA biopsy over a 9-year period.2 In this se-
ries no imaging or surgical data were reported.
In another series, TB was reported in 8 out of
1283 cases (0.6%) who underwent FNA. Ultra-
sound findings were described briefly in 7 of
them and none had CT scan performed. It ap-
pears that only 5 of sporadically reported
cases of thyroid TB included descriptions of
CT scan findings,ﬁ'8 whereas most of other
series had only described surgical and FNA
reports. Various forms of TB involvement of
the thyroid gland have been reported which
include a painless solitary nodule,****** a rap-
idly enlarging mass or goiter,** and ab-
cesses.”” Less commonly, these maﬁy appear
as euthyroid multinodular goiter."®*" Very
rarely, it may Present as a draining sinus or
thyrotoxicosis."” A diffuse miliary type of in-
volvement of the thyroid has been described
pathologically, which in the absence of cas-
eous necrosis did not give rise to clinical mani-
festations.”®  Associated cervical lymphade-
nopathy seems to be less prevalent than ex-
pected. It was reported in 3 out of 8 cases in
one s'[udy,1 and 3 out of 18 in another series.
However, in presence of lymphadenopathy,
the affected nodes showed a characteristic
peripheral rim enhancement in CT scans which
is similar to malignant lymphadenopathy in-
volving squamous cell carcinoma of the head
and neck.” This finding, first described by Kim
et al, was absent in our case. Moreover, the
so-called dermal sign or thickening of the adja-
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Fig 3: Sections from thyroid shows granuloma
with Langherhans type giant cells and without
typical caseating necrosis (H&E, x100).

cent muscles and the skin® was also ob-
served in our case.

In this regard, a concomitant focus of infection,
either pulmonary or extra-pulmonary, was un-
usual in most series; Mondal et al, treated only
4 out of 18 patients for lung TB.” Our case did
not show any lymphadenopathy and her pul-
monary involvement seemed to represent dis-
section of mediastinal infection through peri-
bronchial soft tissues accounting for the air
bronchograms observed in the CT scan, and
the apparent nodular density in the CXR.
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