
RESEARCH POSTER PRESENTATION DESIGN © 2019

www.PosterPresentations.com

Tuberculosis (TB) remains a leading cause of 

mortality and morbidity in developing countries 

and is a well known multisystem disease. 

However, in the absence of the classical 

pulmonary manifestations, it can be difficult to 

diagnose radiologically. This pictorial review 

highlights an imaging overview of this young 

patient’s difficult journey with TB, and whose 

diagnosis remained a mystery until histological 

confirmation.
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A 27 year old male of Sudanese nationality 

presented to hospital febrile and tachycardic, 

on a background of a 4 month history of 

feeling generally unwell, including night 

sweats, haemoptysis and weight loss. He had 

arrived in the UK 11 months prior; no previous 

imaging or known past medical history. 

A chest radiograph in A&E showed bilateral 

pleural effusions, but given how systemically 

unwell he was he soon proceeded to have a 

CT Thorax Abdomen Pelvis to further 

investigate for the source of his septic picture.

‘TB or Not TB – That is the Question…’

INTRODUCTION

CASE

Left:

Admission 

chest 

radiograph in 

A&E.

CT revealed multifocal patchy consolidation 

within bilateral upper lobes with hilar 

lymphadenopathy, suspicious for TB, but 

lymphoma was also considered. Large 

bilateral pleural effusions were again 

demonstrated, along with partial collapse-

consolidation of bilateral lower lobes and there 

were features of pulmonary oedema. 

However, in addition to the lung findings, there 

was a large paravertebral collection/abscess 

anterior to the upper thoracic spine. The report 

advised MRI of the Spine to look for features of 

spondylodiscitis or extension into the spinal 

canal.

Left: Large 

paravertebral 

abscess ( ) 

anterior to the 

upper thoracic 

spine. This is 

splaying the 

intercostal 

vessels (       ) 

and significantly 

displacing the 

oesophagus and 

trachea anteriorly 

(arrows).

OBJECTIVE

To illustrate various possible pulmonary and 

extrapulmonary manifestations of Tuberculosis 

(TB) through this pictorial review of an 

interesting case.

Top images: CT Thorax with contrast shows multifocal dense

opacities and ground glass changes. Some interlobular septal

thickening, in keeping with oedema, is demonstrated (top left).

Bottom images: Soft tissue window clearly shows sizeable bilateral

pleural effusions ( ) surrounding partial collapse-consolidation of

bilateral lower lobes (bottom left). There was also a bulky right hilar

node (bottom right) and mediastinal lymphadenopathy (not shown).
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Clockwise from Top Left: Axial T2 MRI, Axial T1 + Gadolinium,

Sagittal T1 + Gadolinium and Sagittal T1. The abnormality on CT

corresponded to an area of homogenous T1 hypointensity and T2

hyperintensity ( ), consistent with fluid content. This peripherally

enhanced with contrast, in keeping with an infected collection.

The relationship to the thoracic spine and abnormal areas of bony

involvement in the adjacent thoracic spine are demonstrated on

sagittal views. The report suggested tuberculous spondylitis,

although the signal changes in multiple vertebrae meant

malignancy was still considered a differential.

Follow-up CT (above/left) 

and  MRI (middle) showed                                                                                                                       

progressive enlargement                                                                                

of the paravertebral abscess,                                                                         

now extending into the spinal canal and retropharyngeal space. This 

was drained multiple times under ultrasound and CT guidance (right) -

drain shown coiling in the collection (   ). At one stage, his collection 

was complicated by development of a haemothorax and required an 

urgent thoracotomy.

Further follow-up scans showed some improvement in collection

size but development of Gibbus deformity in the spine (Sagittal T2

MRI (left) and CT (right)). The Neurosurgical team managed this

conservatively with a brace.

In the meantime, while treating the source of 

acute sepsis via drainage, the clinical team 

continued to investigate for possible 

malignancy. On clinical examination, a hard 

nodular testicular lump was palpated and the 

patient was referred for ultrasound to further 

characterise. This site of concern was reported 

as an epididymal head tuberculoma ( ).

Above: T3/4 disc targeted via the right T4 pedicle with co-axial needle.

The Interventional Radiology team performed a 

spinal biopsy and final histology confirmed the 

presence of TB as the underlying diagnosis. 

This was an interesting revelation given that 

pleural fluid sampling was repeatedly negative 

for Acid-fast bacilli.

CONCLUSION
It is important to remember that TB is a 

multisystem disease and we should all be 

aware of the pulmonary and extrapulmonary

manifestations, as demonstrated by this 

patient’s arduous journey. A better awareness 

of this will enable a more timely diagnosis and 

ensure the best patient management.
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