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Primary tuberculosis of the thyroid gland
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ABSTRACT

Thyroid tuberculosis is a rare disease even in countries in which tuberculosis (TB) constitutes
an endemic disorder. The diagnosis is often difficult as the clinical presentation has no distinct
characteristics. We report a 47-year-old woman who presented with a painful nodular swell-
ing of the neck, confirmed by physical examination and sweating. Ultrasonography disclosed
nodules of the pyramidal lobe with cystic change, and bilateral multiple hypoechogenic lymph
nodes along the jugular and carotid chains. Thyroid function tests were in the normal range,
there were no signs of inflammation and the tuberculin test was negative. There was no evidence
of tuberculosis in any other organ. The patient had surgery in which the pyramidal lobe was
removed. Microscopic examination of the thyroid parenchyma and the excised lymph node re-
vealed necrotizing epithelioid granulomas with Langhans’ giant cells. The diagnosis of thyroid
tuberculosis was therefore made. The patient was put on isoniazid, rifampicin, ethambutol and
pyrazinamid for the subsequent 2 months and was subsequently given isoniazid and rifampicin
for the subsequent 6 months with a favourable outcome. Although seldom observed, tuberculosis

should be kept in mind in the differential diagnosis of nodular lesions of the thyroid.
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INTRODUCTION

Thyroid tuberculosis is rare even in countries in
which tuberculosis (TB) constitutes an endemic dis-
order, barely 200 cases having been reported in the
world literature. TB of the thyroid can present as a
mid-line neck mass and hence differential diagnosis
with other more frequent pathologic entities, such
as thyroglossal duct cyst, lipomas or thyroid neopla-
sia (lymphoma, thyroid cancer), should be made.
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Specific diagnosis is important as drug treatment is
effective.

CASE REPORT

A 47-year-old female, non smoker, with no signifi-
cant past medical history, presented with a 5-month
history of a nodular swelling of the neck. The patient
also reported nocturnal mass without fever for the
past year. There was no history of weight loss, ano-
rexia or asthenia. Physical examination revealed a 2
cm nodular mid-line mass in the anterior neck which
seemed to be separate from the thyroid gland. The
throat was normal. Body temperature was 37°C, the
heart rate was 70/min, and blood pressure was 130/80
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mm Hg. Enlarged lymph nodes were not palpable.
Chest examination was normal. Thyroid function tests
were in the normal range. The blood count was as
follows: haematocrit: 32.7%, haemoglobin: 10.7g/dl,
platelets: 424.000/mm?, WBC: 7000/mm? with a normal
differential count. Erythrocyte sedimentation rate
was 5 mm in the first hour and the C reactive protein
(CRP) was 2.95 mg/l (normal value <5mg/l). The
liver enzymes were normal. Ultrasonography of the
neck revealed that the pyramidal lobe of the thyroid
gland contained many nodules with cystic changes
resulting in an enlargement of the gland. The rest
of the gland had a normal echogenicity and regular
margins. Bilateral multiple hypoechogenic nodules
were detected along the jugular and carotid chains,
the largest being 0.62 cm in diameter. The chest X-
ray was normal. Tuberculin test with purified protein
derivative was negative. The patient had surgery
which revealed a hypertrophy of the pyramidal lobe
of the thyroid gland, the rest of the gland showing
no abnormality. Resection of the pyramidal lobe was
performed. On gross examination, the specimen was
whitish and measured 3x1 cm. One small lymph node
was attached to the specimen. Microscopic examina-
tion revealed necrotizing epithelioid granulomas
with Langhans’ giant cells. The lymph node included
epitheloid cell granulomas and caseous necrosis. The
diagnosis of thyroid and lymph node tuberculosis was
therefore made. Acid fast bacilli (AFB) were absent
in the sputum. Abdominal ultrasonography revealed
no lymph node enlargement. The patient was placed
on isoniazid (300 mg per day), rifampicin (600 mg per
day), ethambutol (1200 mg per day) and pyrazinamid
(1500 mg per day) for 2 months and isoniazid and
rifampicin for the subsequent 6 months. The clini-
cal outcome was good. Ultrasonography of the neck
and of the abdomen at 8 months of antituberculous
treatment revealed no abnormality of the thyroid
gland. The enlarged lymph nodes of the jugular and
carotid chains were not present.

DISCUSSION

Tuberculosis of the thyroid gland, whether primary
or secondary, is an extremely rare disease with only
isolated reports and a small number of case series
having been reported in the literature, even in coun-
tries with endemic TB."? The prevalence varies from

0.1% to 0.6% in histologically diagnosed specimens,
including areas with endemic TB.!*> However, at least
200 cases have been recorded in the English language
literature since the first case reported by Leber.5"!
The reason for the rarity of thyroid TB is unknown."
In most cases, thyroid tuberculosis is secondary that
is associated with another location of the disease. In
such cases the thyroid is affected by bacillus spread
via the haematogenous or lymphogenous route or
directly from the larynx or cervical lymphadenitis.'>!*
TB primarily affecting the thyroid gland is much more
rare and, predictably, more difficult to diagnose.

Most frequently the patients are, as in our case,
middle-aged women.'* Although dysphagia, dyspnea
and more rarely dysphonia are the main symptoms of
the disease, the patient may be asymptomatic.” The
most frequent clinical presentation is a solitary thyroid
nodule that may present a cystic component.!31416
Our patient presented a swelling of the anterior neck
which was thought to be outside the thyroid gland.
Sometimes the patients present with thyrotoxicosis,
hypothyroidism, thyroid abscess, thyroid enlargement
mimicking cancer, or show signs of subacute granu-
lomatous thyroiditis (De Quervain’s) or of chronic
non-suppurative thyroiditis.!'>1”18 In the majority of
cases, however, the patients are euthyroid and this was
the case in our patient.** Imaging techniques are not
helpful in establishing the diagnosis. Ultrasonography
mostly shows a heterogeneous, hypoechogenic mass
that may include a cystic degeneration.”! Contrast-
enhanced CT may reveal a necrotic centre with a
peripheral rim enhancement related to the caseous
lesion along with regional lymphadenopathy."” Tu-
berculous thyroiditis can mimic many pathologies.
Localized pain is a predominant symptom and facili-
tates differential diagnosis in such cases. The other
pathologies to consider are infectious thyroiditis and
subacute granulomatous thyroiditis (De Quervain’s,
thyroid sarcoidosis, etc).”” In the event that pain is
absent, tuberculous thyroiditis can often be mistaken
for carcinoma.?* It is important to note that tuber-
culous thyroiditis may coexist with thyroid carcinoma
in the same patient.?*%

The diagnosis is mainly made by ultrasound guided
fine-needle aspiration cytology, a diagnostic step that
helps to avoid unnecessary surgery.**”? In most cases
definite diagnosis is made post-operatively by means
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of histopathological examination of the surgical speci-
men, as in our patient.*>!* Since granulomatous lesions
are not pathognomonic of tuberculosis, as they may
be seen in sarcoidosis and subacute thyroiditis, the
caseating necrosis, if present, confirms the diagnosis
of tuberculosis. In our case, the tuberculous origin of
the thyroid disease was confirmed by the presence
of caseaum in the lymph node. The demonstration
of AFB in the gland by Ziehl Nelsen stain can also
validate the diagnosis. However, the mycobacteria
are rarely recognised by the stain.’>® Furthermore,
the surgical specimen is rarely submitted for culture,
as the tuberculosis is not suspected.

Treatment includes antituberculous drugs com-
bined with surgical removal of the affected parts of
the thyroid gland or surgical drainage, with a good
outcome.*>?’ For some authors drugs alone are suf-
ficient.*® In our patient, although surgery was applied
for the purpose of diagnosis, the affected lobe was
also resected.

Besides surgical treatment, antituberculous drugs
were given in accordance with our national antituber-
culosis program. The total duration of chemotherapy
was 8 months with a favourable outcome.

In conclusion, Tuberculosis is an uncommon cause
of thyroid disease. It can manifest in various ways with
nonspecific symptoms. The diagnosis is difficult since
thyroid tuberculosis needs to be differentiated from
other diseases of the thyroid gland. The main method
for establishing diagnosis is fine-needle aspiration with
subsequent histological and bacteriological investiga-
tion, whereas in certain cases the dignosis is made
only via histopathological examination of the resected
gland. Treatment includes antituberculous drugs,
surgery or repeated puncture drainage procedures,
or combinations of these methods. A preoperative
diagnosis of the disease can help in avoiding surgery
in many patients.
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