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PRIMARY STERNAL TUBERCULOSIS PRESENTED AS A PAINFUL CHEST
SWELLING-A RARE CASE REPORT
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ABSTRACT

Extra—pulmonary tuberculosis constitutes 15-20% of total tuberculosis (TB) case load in immune-competent patients. Affliction of the skeletal
system is rare with still rarer presentation of sternal osteomyelitis even in endemic countries. Here, a 19 years old male patient with primary
sternal TB presenting with painful swelling in the anterior chest wall is being reported. Diagnosis was made on the basis of FNAC & CECT
thorax and managed conservatively with ATT (anti-tubercular therapy) without any surgical intervention. The patient is under follow up and

has improved clinically.
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INTRODUCTION

Sternum is one of the least common bones of the body to get infected.
In about 15-20% of cases of tuberculosis occurring in immune-
competent patients, the initial site is extra-pulmonary. The sternum is
very rare among extrapulmonary sites, accounting for less than 1% of
all cases of tuberculous osteomyelitis, even in endemic countries, and
falls under the differential diagnosis for chest wall masses.'” A high
index of suspicion is needed for diagnosis and institution of anti
tubercular treatment that can prevent complications.

CASE REPORT
A 19 year old boy presented with 2months history of painful para-
sternal swelling which was gradually increasing in size. It was Figure 1A & 1B: Showing anterior & lateral view of swelling on
aggravated by coughing and sneezing. History of loss of weight, local examination
fatigue, shortness of breath was present. There was no history of > -
fever, cough and anorexia. There was no past and family history of A-639/18 &\ -
Koch's. > : .
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Physical examination showed average body built, afebrile, no pallor, S 4 I W .
no dehydration, no lymphadenopathy. On local examination, there was . P -
a4x 3 cm, tender, soft to firm, warm, fixed, irregular swelling with well . }- A el .
defined margins located on the right side of the sternal angle. Systemic ; N e i
examination- no significant abnormality was there. 2 s Epithg'ic"d’g’a“"i!oma - o
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All routine investigations were within normal limits. Hb%-13.8g/dl, . = B A

TLC-4890/mm3, ESR-50mm/hr, chest radiograph was normal.
Mantoux test-14mm x 14mm and HIV serology was non-reactive.

Diagnosis was made on the basis of FNAC and CT scan. FNAC
features were suggestive of granulomatous lesion, likely to be
tubercular origin. However, stain for AFB from the smear was
negative. CECT thorax revealed a soft tissue density lesion eroding the
body of sternum with punctate calcification, showing heterogenous
contrast enhancement of bilateral 3" ribs and costochondral junctions
with confluent mediastinal lymphadenopathy.

Patient was treated with Category-1 anti-tubercular (ATT) regime
comprising Isoniazid, Rifampicin, Pyrazinamide and Ethambutol
without any surgical intervention. The patient is under follow up and - Lol

has improved clinically. Figure3A & 3B: CECT Thorax showing sternal erosion
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DISCUSSION

Tuberculosis (TB) can involve any organ system in the body.
Pulmonary TB is the most common presentation while extra-
pulmonary TB constitutes 15-20% of case load. Under skeletal system,
spine and hip are the most common sites.”

Sternum is an infrequent site of osteomyelitis, pyogenic infection due
to staphylococcal infection are reported to be the most common cause
of sternal osteomyelitis. Involvement due to TB is rare even in endemic
countries where the disease is extensive.’ India is the second-most
populous country in the world with more new TB cases annually than
any other country.'’

Serological markers of inflammation like ESR, CRP and TLC are
neither specific nor entirely reliable. The tuberculin skin test is positive
in 95% cases, pulmonary involvement occurs in about 50%. New
imaging techniques with computed tomography (CT) and CT-guided
fine needle aspiration biopsy have revolutionized the diagnostic
approach and have resulted in more accurate results and much less
invasive procedures than plain radiography and open biopsy."

The computed tomography (CT) scan is more sensitive for anatomical
localization and in detecting osseous destruction and soft-tissue
abnormalities. Khalil et al. reviewed the utility of CT scan findings in
the diagnosis of chest wall TB and described characteristic ring
enhancing hypodense soft-tissue lesion.'” Diagnosis rests largely with
the histological and microbiological examination of sternal tissue.
Needle aspiration, as compared to surgical exploration, is less invasive
and may represent the diagnostic procedure of first choice.

Intermittent short course chemotherapy regimens of 6-9 months are
recommended internationally for all forms of EPTB, which is usually
paucibacillary in nature.”"* Majority of authors are of the opinion that
standard anti-tubercular chemotherapy is sufficient whereas some
believe that surgical debridement with primary closure should be
combined with extended chemotherapy to prevent recurrence.

CONCLUSION

Tuberculosis of the sternum is a rare form of flat bone TB. It is
usually a disseminated TB. Anterior chest wall pain and swelling are
early manifestation, must be properly evaluated to avoid serious
complications.

A proper history and physical examinations are of utmost importance
and main key in forming differential diagnosis. FNAC serves as an
essential inexpensive and relatively safe procedure, which helps attain
diagnosis. Anti tubercular therapy is the mainstay of treatment. A
periodic follow-up is necessary to monitor response to treatment, drug
resistance, and to avoid complications.
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