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ABSTRACT

Paradoxical reactions like immune reconstitution inflammatory syndrome (IRIS) as seen with patients on retroviral treatment in HIV infection,
have also been identified in HIV sero-negative patients with extra pulmonary tuberculosis especially lymph-node tuberculosis. Musculo-
skeletal tuberculosis presenting as a cold abscess of the anterior chest wall is a rare entity which poses diagnostic and therapeutic
challenge. A 35-year-old immunocompetent male came with complains of painless lump on right side of his chest over 9" and 10"
intercostal space which gradually increased and extended upto 11* rib area. Clinically, diagnosis of cold abscess was made and anti-
tubercular therapy (ATT) was started. Despite of being on ATT for 3 weeks, patient developed pain and signs of inflammation. Fluid was
aspirated and sent for biochemical and microbiological investigations. The aspirated fluid was positive for acid fast bacilli by ZN stain and
grew Mycobacterium tuberculosis in culture, sensitive to first line ATT. Pyogenic and fungal culture was negative. This case presented as
an anterior chest wall cold abscess which deteriorated on initiation of first line ATT, thus creating a suspicion of resistance to ATT which
was cleared on ATT susceptibility testing. Hence, this case underlines the possibility of treatment paradoxes seen in immunocompetent
musculo-skeletal tuberculosis.
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CASE REPORT X-ray chest was within normal limits [Table/Fig-2]. Ultrasonogram
A 35-year-old immunocompetent male came to Out-Patient —Showed well defined hypoechoic lesion with dense internal echoes
Department (OPD) of PGIMER & Dr. R.M.L. Hospital, New Delhi,  in anterolateral aspect of thorax. There was minimal fresh fluid with
with complaints of painless lump on right side of his chest over 9" dense echoes. Mantoux test was negative. Clinically, a diagnosis of
and 10" intercostal space which gradually increased and extended ~ Musculoskeletal tuberculosis was made and the patient was started
to 11" rib area [Table/Fig-1]. Patient also complained of weight loss ~ ON ATT.

and loss of appetite over the period of two months. On examination _-_— R

the patient was conscious and oriented to time, place and person.
He was febrile (100°F), had pulse rate of 110/min and blood
pressure of 90/60 mm Hg. Local examination showed a swelling
of 5x5 cm which was soft, movable and not adhered to underlying
structures and non fluctuant. There was no history of fever, cough,
expectoration or any past history of tuberculosis.

Routine hematological investigations revealed haemoglobin as 12
mg%, total leucocyte count (TLC) was 14,000/ cu mm [polymorphs
80%, lymphocytes 20%] and platelet count of 2.6 lac/cu mm.
Erythrocyte sedimentation rate (ESR) was 45 mm in 15t hour. Fasting
blood sugar was 81mg%. Serum electrolytes, thyroid function tests,
liver function tests and kidney function tests were within reference
range. Peripheral blood smear showed mild anisopoikilocytosis.
Anti-HBsAg, anti-HCV, HIV1 and 2 antibodies were non-reactive.

[Table/Fig-2]: x-ray chest PA view

After three weeks of initiation of ATT, the swelling gradually increased
and became tender. Abscess fluid was aspirated and sent for acid
fast staining and culture. The Ziehl Neelsen (ZN) stain demonstrated
Acid fast bacili morphologically resembling Mycobacterium
tuberculosis. Culture on conventional LJ medium and liquid
media grew Mycobacterium tuberculosis sensitive to first line of
antitubercular drugs [Table/Fig-3]. Thus, the clinical diagnosis of
cold abscess was confirmed and ATT was continued. NSAIDS were
given for symptomatic relief of pain and swelling, which improved
patient’s condition after two months of ATT.

[Table/Fig-1]: Lump on right chest wall over 9" and 10" intercostal space
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[Table/Fig-3]: Cording as seen in Mycobacterium tuberculosis in Liquid culture

DISCUSSION

Chest wall tuberculosis constitutes 1% to 5% of all cases of
musculoskeletal TB, and is most frequently found at the margins
of the sternum and rib shafts along with costochondral junctions,
costovertebral joints and the vertebrae [1,2]. However, in this case
single solitary abscess was seen with no evidence of primary focus
in the lungs or any mediastinal lymphadenopathy. This suggests
that chest wall involvement was primary in nature.

There have been multiple case reports of primary chest wall
tuberculosis responding well to anti-tuberculosis therapy while
another study reported immunocompetent patients with extra-
pulmonary tuberculosis on ATT showing paradoxical reactions
[3-6]. Paradoxical reactions are seen in up to 25% of patients with
tuberculosis typically in the initial phase of therapy. It is characterized
by clinical deterioration or radiological worsening of pre-existing
tuberculosis, or the development of new lesions. Mostly, cases
of IRIS with Tuberculosis have been associated with patients on
antiretroviral treatment in HIV infection [7-9].

Chest wall tuberculosis may occur either by hematogenous or
lymphatic dissemination. Hematogenous spread may be associated
with activation of a dormant tuberculous focus while lymphatic
spread involves direct extension from a lymphadenitis [2]. In the
present case, it is hypothesized that the patient developed chest
abscess due to dissemination of dormant tuberculous bacilli. Our
patient was Mantoux negative which correlates with the activation
of suppressor T cells and regulation of TGF-Beta which down-
regulates the action of cytotoxic T cells causing Mantoux test to be
negative and dissemination of the tubercular bacilli.

Even after three weeks of initiation of ATT, the swelling did not
subside but gradually increased and became tender. In this case,
it appears that with the advent of treatment, there was activation
of the immune system and release of pro-inflammatory cytokines.
This response was considered as paradoxical response to ATT and
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NSAIDS were started to provide symptomatic relief to the patient.
There was suspicion of MDR-TB initially which was ruled out by
anti-tubercular susceptibility testing. Thus saving the patient from
being labeled as MDR-TB and also being given 2™ line drugs.

Management of paradoxical reactions requires essential knowledge.
For mild reactions symptomatic treatment is sufficient as seen
in our case where patient responded well to NSAIDS. However,
severe cases may require the administration of immunomodulators
or surgery. Unnecessary testing and treatments should not be
attempted in a patient presenting with paradoxical reactions after
ATT [9]. Rather this reaction itself should be considered a response
to specifically targeted treatment, which leads to release of microbial
products after mycobacterial cell disruption. Clinicians need to be
aware of the occurrence of paradoxical reactions to ATT and should
counsel every patient before initiating ATT [6]. There is insufficient
data on IRIS-Tuberculosis in immunocompetent patients. Hence,
this rare entity needs to be highlighted to avoid misdiagnosis and
mistreatment. Prompt recognition and treatment of such reactions
should be done to reduce the associated morbidity and restore
patient confidence in treatment.

CONCLUSION

The case here highlights the need for the physician to consider
the possibility of paradoxical reaction in diagnosed cases when
patient’s condition deteriorates while on treatment. These reactions
are easily treatable, thus preventing over-treatment of patients and
further creating drug resistant strains.
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