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ABSTRACT

Primary thyroid tuberculosis is an extremely rare disease, even in countries where other forms of
tuberculosis are abundant. TT has no age bar but usually affects women in fourth and fifth decade.
Hereby, we report a case of 16-years-old girl presented with complaint of progressively increasing,
painful thyroid swelling. Diagnosis of TT was made on cytology and there was no evidence of
involvement of any other organ by tuberculosis. Despite of its rarity, TT is usually misdiagnosed.
So, a clinician should always consider this entity in the differential diagnosis of thyroid swelling.
Fine needle aspiration cytology is the best diagnostic method and can result in the avoidance of
unnecessary thyroid surgeries.
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INTRODUCTION
Tuberculosis of thyroid gland (TT), rather primary
or secondary, is an extremely rare disease, even in
countries where tuberculosis in an endemic disease.1
Because of its rarity, it is generally not considered
as differential diagnosis in case of thyroid swellings.
Hereby, we report a case of 16-years old female
presenting with primary TT which was diagnosed on
cytology.

CASE REPORT

of fever, cough, hemoptysis, dyspnea, dysphagia and
weight loss. No symptoms of thyroid dysfunction
were present. There was no significant family and past
medical history. Local examination revealed an oval
shaped, 5 x 2.5 cm sized, firm thyroid swelling which
was more on left side (Figure 1). The swelling was
moving on deglutition. Overlying skin was inflamed.
No palpable cervical lymph nodes were noted. Physical
examination including respiratory system revealed no
abnormality.

A 16-year-old girl presented with complaint of
progressively increasing, slightly painful swelling in
midline of neck since one month. There was no history
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tubercular lymphadenitis. The patient was counseled
and antitubercular therapy was reinstituted.

Figure 2. Cytosmear showing epithelioid cell
granulomas in the background of acute inflammatory
exudates (MGG stain, x100.

DISCUSSION

Figure 1. Asymmetrical thyroid swelling in a 16-yearold female.
Routine blood count, biochemistry and urine analysis
were within normal limits. Erythrocytic sedimentation
rate (ESR) was 38mm after one hour by westergren
method. Mantoux test resulted in 22mm induration
at 48 hours. The patient was seronegative for HIV.
Thyroid function tests were within limits (Free T3=
2.9 pg/ml; Free T4= 1.0 ng/dL and TSH= 3.9 µIU/
ml). Chest x-ray and abdominal ultrasound were
unremarkable. The patient was advised for fine needle
aspiration cytology (FNAC). FNA was performed with a
23 gauge needle and suction applied by 10ml syringe.
Scanty blood mixed pus was obtained and smeared on
glass slides. Smears were stained with May-GrunwaldGiemsa (MGG) stain and Ziehl-Nelsen stain (ZN stain).
Cytosmears showed casseous necrosis, epithelioid cell
granulomas, and occasional giant cells in the background
of inflammatory exudates (Figure 2). However, ZN
stain for acid fast bacilli (AFB) was negative. On
the basis of above findings, diagnosis of primary TT
was made. Incision and drainage was performed and
the patient was started on antitubercular therapy.
Though there was significant clinical improvement,
the patient discontinued the treatment after 3 months
and became defaulter. After ten months, she again
presented to us with a left supraclavicular lymph node
enlargement and normal thyroid gland. FNAC from
left supraclavicular lymph node showed features of
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Even in countries, like India, where tuberculosis is an
endemic disease, thyroid tuberculosis is incidentally
diagnosed.1 According to previous studies in literature,
incidence of tuberculosis in thyroid gland was less than
1.1%.2-4 In last three years, we performed 463 FNACs
from thyroid lesions, out of which this was the only
maiden case of TT.
TT can be primary or secondary but primary disease is
much rarer and more difficult to diagnose.5 Resistance
of thyroid gland to tuberculosis may be due to its
high vascularity, rich lymphatics, strong capsule and
bactericidal effect of colloid and iodine.6-8
TT usually affects middle aged women (age range 30 to
46years)2,3 but in our case, the patient was a 16 year
old girl. Patients with thyroid tuberculosis are usually
asymptomatic and sometimes, present with solitary
thyroid nodule or diffuse thyroid enlargement. So, may
be clinically misdiagnosed as colloid goiter, grave’s
disease, various types of thyroiditis and even thyroid
neoplasm.9 Few cases of coexistence of malignancy
and tuberculosis in thyroid have been also reported
in literature.10 Patients with TT can also present with
abscess formation due to secondary infection as in our
case. Most of the patients are euthyroid as in our case
but both hypothyroidism due to gland destruction and
hyperthyroidism due to increased secretion of thyroid
hormone also not uncommon.8 That’s why, thyroid
function tests do not aid in diagnosis of TT.5 Ultrasound
of neck usually shows heterogenous, hypoechogenic
mass, however, not helpful in establishing the
diagnosis.5
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FNAC is the main modality to diagnose and differentiate
TT from other thyroid pathologies and thus, helps to
prevent unnecessary thyroid surgeries. FNAC findings
include epithelioid cell granuloma, casseous necrosis
and Langhen’s giant cells. Although, epithelioid cell
granuloma is not specific, presence of casseous necrosis
confirms the diagnosis of tuberculosis. The presence
of AFB in the aspirated material by ZN stain can also
validate the diagnosis; however, tubercular bacilli are
rarely identified by the stain. High ESR and a positive
Mantoux test may also be contributory while making
the diagnosis. Other investigations like chest X-ray,

sputum examination and abdominal ultrasound can also
help in searching other sites involved by tuberculosis.
The main treatment modality is medical, based on
anti-tubercular drugs. If patient presents with abscess
formation, then incision and drainage combined with
anti-tubercular therapy is considered. Further surgical
intervention is usually not required.8
Primary TT is an extremely rare disease even in endemic
areas but clinician should always consider this entity in
the differential diagnosis of any thyroid swelling. FNAC
is the main diagnostic modality and can help in avoiding
unnecessary thyroid surgeries.
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