
http://ijdi.sciedupress.com                                                                      International Journal of Diagnostic Imaging, 2016, Vol. 3, No. 2 

Published by Sciedu Press                                                                                                                                                                                     21

CASE REPORT 

A case of pulmonary tuberculosis presenting as a 
large pseudo-tumour 

Abdulhalim Ibrahim1, Mozafar Khalid2, Mohammed KM Ali3 

1. Manchester Royal infirmary, Manchester, UK. 2. North Tees University Hospital, Stockton-on-Tees, UK. 3. Royal Derby 
Hospital, Derby, UK 

Correspondence: Mohammed KM Ali. Address: Royal Derby Hospital, New Uttoxeter Road, Derby, UK.  
Email: Mohammedkhider84@hotmail.com 

Received: February 4, 2016 Accepted: April 14, 2016  Online Published: April 21, 2016 
DOI: 10.5430/ijdi.v3n2p21 URL: http://dx.doi.org/10.5430/ijdi.v3n2p21 

Abstract 
Despite the many major developments in identifying the disease, the diagnosis of tuberculosis can still be very challenging 
specially when it encounters unusual picture. This is a case report of 27-year-old Asian male with pulmonary tuberculosis 
presented with a well-defined large and rounded mass-like opacity on chest radiographs which resembled a tumour. A 
subsequent CT scan suggested tuberculosis as a possibility and eventual fine needle aspiration results confirmed the 
diagnosis. It is of crucial importance that clinicians are well attentive to this rare presentations of tuberculosis to make sure 
that appropriate laboratory tests are conducted and correct treatment is administered in order to manage patients properly 
at earlier stages and to avoid any residual complication.  
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1 Introduction 
Despite the many major developments in identifying the disease, the diagnosis of tuberculosis can still be very challenging, 
especially when it is faced by unusual pictures. Patient with tuberculosis may present with atypical, unusual or complex 
features. So delay in diagnosis is very common which leads to increase in number of cases of extra-pulmonary 
tuberculosis. 

2 Case report 
Patient with tuberculosis may present with atypical, unusual or complex features. The reported case is of a 27-years-old, 
non-smoker, Asian male who is normally fit and healthy, presented with ten days’ history of left sided pleuritic chest pain. 
He denied experiencing cough or haemoptysis, also he had no history of dyspnoea, orthopnoea or paroxysmal nocturnal 
dyspnoea. Add to that, there was no history of night sweat neither loss of weight or pyrexia. No previous history of 
tuberculosis or cardiopulmonary disease and the patient denied being on any regular medications. There was nothing 
significant on the clinical examination and the routine laboratory investigations were also unremarkable. However, the 
initial radiographs showed left upper zone pleural based mass measuring 75 mm × 56 mm. There were no pleural effusions 
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take place in the hilae or inside the mediastinum and may represent one of the findings. Lymphadenopathy can occur with 
or without an associated Atelectasis or consolidation. 

Having some these signs on initial radiographs focuses the light on what the possible pathologies are. The differ- 
ential diagnosis brings in: sarcoidosis, silicosis, Wagner’s granulomatosis, lymphoma, neoplasms, actinomycosis, 
histoplasmosis and TB. 

Wallace et al. [8] reported seven patients with TB presented with mass-like densities which were felt to be a lung cancer. 
Majority were in locations unusual for tuberculosis; anterior segment of the upper lobe, lingula, and middle lobe, and 
lower lobe. They suggested that, these lesions may represent another manifestation of primary tuberculosis. 

Jones et al. [9] studied the radiographic patterns in patients with recently or remotely acquired tuberculosis. They concluded 
that the radiographic findings were comparable regardless of the presumed timing of infection. However, other researchers 
believe that this study has some limitations that could have had a significant influence on the final results [10].  

In our case, chest radiographs show a well-defined large and rounded mass-like opacity in the left upper zone which 
resembled a tumour. The pseudo-tumours of tuberculosis are uncommon manifestation of the disease and they have 
mostly been reported in gastrointestinal system, mediastinum and brain [11-14].  

Usually, pulmonary tumours are located in lungs, possess obtuse angles with the lateral chest wall with tapered margins, 
and surround or displace the pulmonary vasculature. Furthermore, they alter location based on which phase during the 
respiratory cycle [15]. Pleural tumours can have a wide-ranging imaging spectrum, may be calcified or non-calcified, 
unilateral or bilateral and focal or diffuse.  

To differentiate pleural from extra-pleural origin we need to remember that extra-pleural tumours may arise from 
intercostal muscles, ribs, extra-pleural fat, and neurovascular bundle, while typical pleural tumours do not cause erosion of 
ribs. Add to that pleural tumours displace the extra-pleural fat outward, while extra-pleural displace the extra-pleural fat 
inward.  

4 Conclusion 
Thus, tuberculosis can have a varied presentation, clinical features and radiological pictures. In view of the recent 
resurgence of pulmonary TB and the high values of chest radiographs in its diagnosis and management, all rare 
radiographic patterns need to be taken into account in order to manage patients properly at earlier stages and to avoid any 
residual complication. Tuberculosis should be thought about for every mass lesion of the chest especially in patients with 
benign pulmonary cytology. We think this case is of a great value especially for doctors in countries where there is no 
rapid access to CT scanning or FNAs and countries where TB is considered as a history or a very uncommon entity. 
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