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ABSTRACT
Tuberculosis (TB) and thoracic malignancy mimic each other clinically, and pose diagnostic challenges. Both diseases are characterised by similar symptoms. We aimed to emphasise that some forms of TB are associated with misleading clinical and radiological manifestations. We present a retrospective study of clinical and pathological results of 10 cases with a preliminary
presumptive diagnosis of thoracic malignancy. All patients were found to have TB without evidence of malignancy and were
successfully treated with standard antibiotherapy after completion of diagnostic procedures. TB should be considered as a noteworthy diﬀerential diagnosis in patients living in TB-endemic countries, and biopsy plays a vital role in correctly diagnosing TB.
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Tuberculosis (TB) is infamously known to mimic other diseases,
especially neoplasms.1 TB is reputably capable of inciting
various tumoural abnormalities; and the spectrum ranges from
nodal enlargement to tumoural lesions. It results unnecessary
diagnostic testing and delayed treatment due to the decline of
TB incidence in recent times and variable clinical presentations.
On the other hand, thoracic malignancy can manifest as benign
disease.2 Radiological characteristics, typical for malignancy,
such as consolidations with irregular borders and thick-walled
cavities, showing elevated metabolic activity on positron emission tomography (PET/CT) imaging are also suggestive of
thoracic TB. PET/CT is an important functional imaging technique, which is widely used in detecting and evaluating malignancy; and the diagnostic eﬃcacy of PET/CT remains controversial, because it is not a tumour-speciﬁc test.3 Due to these false-positive results of PET/CT imaging, some TB cases have been
erroneously labelled as malignant in previous studies.3 TB may
be seen as pulmonary mass lesions or mediastinal lymphadenopathies in the thorax. The imaging methods are not always accurate.
The pathological study comprises a valuable diagnostic tool.
Microbiological tests, such as sputum culture or acid-fast bacilli
(AFB) by Ziehl-Neelsen staining, are less valuable and time-consuming.
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The histopathological examination with presence of typical necrotising granulomas with Langhan’s giant cells usually assures the
correct diagnosis of TB by excluding malignant tumours.

We aimed to report about varied presentations and locations of
TB and to emphasise the major diagnostic role of pathology in
such cases. Proper history, physical examination, and histopathological examination are essential in the workup of suspected TB.
Early diagnosis and initiation of treatment are important to
achieve complete recovery and avoid delays.
We report 10 patients, who were referred to thoracic surgery with
a presumptive diagnosis of neoplasm. Sputum culture for AFB
and cytology was negative in eight patients, whose lesions were
similar to TB on chest imaging ﬁndings. Tuberculin skin tests
were negative in these patients. The age ranges of the patients
were 3-65 years, there was no gender predilection. Two of the
patients had a history of smoking. The general characteristics of
the patients are shown in Table I.
Table I: General characteristics of the patients.
Case

Age
(years)

Gender

Symptoms

Duration
(months)

1

62

Female

Shortness of breath, anorexia,
weight loss

2

2

53

Male

Chest pain

6

3

3

Female

Coughing

1

4

65

Female

Chest pain, coughing, fatigue,
shortness of breath,

4

5

42

Male

Fatigue, coughing

3

6

60

Female

Painful neck swelling

12

7

35

Female

Chest wall pain, swelling

6

8

30

Male

Chest pain, swelling

12

9

25

Female

Chest pain, coughing,

4

Male

Coughing, fatigue shortness of
breath

4

10
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Table II: Features of the lesions and diagnostic procedures in the patients.
Case

Lesion
location

Lesion
CT,
size
Bronchoscopy
PET/CT
(cm)

Surgical
procedure

1

Left lung upper
lobe, LAM

5

+, +

+

Mediastinoscopy

2

Mediastinal
LAM

2

+, –

+

Mediastinoscopy

3

Right lung
lower lobe

2,5

+, –

4

Left lung upper
lobe

5

+, +

+

Lobectomy

5

Right lung
upper lobe

4

+, +

+

Wedge
resection

6

Right retro
sternoclavicular

5

+, –

Excision

7

Right 8th rib

3

+, –

Excision
Excision

rd

Wedge
resection

8

Left 3 rib

3

+, –

9

Right
mediastinal
LAM

1,5

+, +

+

Mediastinoscopy

10

Right lung
lower lobe

3

+, +

+

Wedge
resection

CT, PET/CT: Computerised tomography, positron emission tomography /
computerised tomography LAM: Lymphadenomegaly.

The disease had a radiological presentation of a pulmonary
nodule in one patient, mediastinal lymphadenomegaly in
another one patient, and a single mass lesion in eight patients.
The lesions were found in the right lung (30.0%), in the left lung
(20.0%), in ribs (20.0%) and the mediastinum (20.0%). The
diseases that mimicked cancer were diagnosed correctly as
necrotising granulomatous inﬂammation via mediastinoscopy
in 30.0%, excision in 30.0%, wedge resection in 30.0%, and
lobectomy in 10.0%, as shown in Table II.
TB, as a major cause of morbidity and mortality, remains an
important health problem worldwide, particularly in developing
countries. Early diagnosis supports eﬀective treatment and
leads to reduction of the burden of active TB cases. About 10%
of benign diseases mimic thoracic malignancy on imaging
studies. Among infectious diseases, TB is the most common
benign disease mimicking lung cancer at initial presentation.4,5
The most common clinical presentations related to TB, such as
lymphadenopathy, fever, weakness, night sweats, and weight
loss, mimic other diseases such as neoplasms or sarcoidosis.5 A
deﬁnitive diagnosis cannot be provided on the imaging features
in some cases. The diagnosis has to be conﬁrmed by pathological and microbiological tests. The most frequent abnormalities
on chest imaging consist of multilobar inﬁltration, upper lobe
inﬁltration, and pleural eﬀusion. Certain features of lymphadenopathies on CT imaging help diﬀerentiate tuberculous from
neoplastic causes.6 Diﬀerentiating thoracic TB from neoplasms
can be challenging, according to the clinical and radiological

features. Both diseases present parenchymal inﬁltrations with
elevated metabolic activity on PET/CT. The later cannot diﬀerentiate between malignancy and TB. TB is considered one of the
diﬀerential diagnoses of PET positive thoracic inﬁltrations. The
activated inﬂammatory cells, similar to cancer cells, may
exhibit markedly increased glycolysis.3 The absence of a positive tuberculin test and chest imaging results do not exclude the
diagnosis of TB. These cases could easily be misdiagnosed as
neoplasms.5 Biopsy and pathological examination appear
necessary for a deﬁnite diagnosis of TB.
TB can easily be confused with malignancy, due to its overlapping clinical and radiological presentation. Pathological examination serves a vital role in TB diagnosis. Thoracic TB should be
included in the diﬀerential diagnosis of thoracic lesions
mimicking malignancy or metastasis.
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