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ABSTRACT

Tuberculosis remains a major public health problespecially in our country. Tuberculosis of the
chest wall is a rare location. Clinically, it prases itself as a collection or abscess tissue niHss.
diagnosis is retained before signs of clinical aadiological call and confirmed by bacteriological
and or histology. Medical treatment alone is oftesufficient and must be associated with a
surgical cure excision or drainage.
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INTRODUCTION

Tuberculosis of the chest wall is a rare locatitirrepresents less than 5% of musculoskeletal
tuberculosis violations are themselves evaluatelb&t of extrapulmonary tuberculosis [1,2]. This

is an unusual presentation of tuberculosis, mostngonly described in immunocompromised

patients. Its incidence is increasing in endemaaar It poses a diagnostic problem with the parieta
tumors and other infections [1,2]. We report a myntubercular tumor-like shape of the chest wall
occurring in immunocompetent woman with a literatrgview.

MATERIALSAND METHODS

Observation

A 50 year old woman with no notion of TB contagiomhich featured for 6 months painless
swelling of the right anterior chest wall gradualtgreasing in volume without weight loss concept
or fever. Physical examination revealed a patieith \&@febrile presence of a mass in the right
pectoral region measuring 9 cm in major axis, faommsistency, painless and without inflammatory
signs. The remainder of the physical examinatiors waremarkable including no palpable
lymphadenopathy. The count in the blood picture wiawhite blood cells to 9200 cells / mm 3
with 25% lymphocytes and hemoglobin 12.5 g / dLe Enythrocyte sedimentation rate was 30 mm
in the first hour. Hydatid serology and intra-dersaxtion tuberculin were negative. The research
of Mycobacterium tuberculosis in sputum was negatimd the HIV serology. The standard chest
X-ray "was normal. Chest CT objectified mass hejer@ous density in the right breast (Figure 1)
requiring the practice of a surgical biopsy wittaidage. Culture on Lowenstein-Jensen medium
highlighted tubercle bacilli. The pathological exaation of surgical biopsy showed a
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caséofolliculaire granuloma with caseating homeekimg a parietal tuberculosis. The patient was
put under anti-bacillary chemotherapy for 6 montfith favorable development.

RESULTSAND DISCUSSION

Tuberculosis of the chest wall is a rare local@atof tuberculosis. Its frequency is 0.1% of all
forms of tuberculosis [3]. This unusual form of xulmonary TB more frequently interested ribs
and intercostal spaces [3,4]. The parietal diséasdten due to lymphatic drainage through an
infected pleura or contiguity when a tuberculougpgema breaks in the soft parts [5]. This location
may be secondary to hematogenous spread from aopahy focus, to direct inoculation
transcutaneous or an extension from a adénite chefit [4,5]. This latter mechanism is
predominant for cold subcutaneous abscesses ¢Bestrevious intercostal nodes are most often
affected, hence the parasternal preferential Ipattin of abscesses. The tubercular abscesses can
often fistuliser skin or rarely give a second lomat[4,5]. The parietal tuberculosis is charactediz

by the absence of specific clinical symptoms [1,Phe abscess is often quite localized at the
anterolateral chest wall [6,7]. The mass is oftant@iating, which rarely evokes an infectious arigi
[1,6,8]. In case of abscess of the chest wallstohy of tuberculosis were found in 83% of patients
[2,4,5] and is concomitant active tuberculosis ih4% of cases. Despite advances in imaging,
diagnostic parietal tuberculosis remains difficdlie to the lack of specific radiological signs
[1,2,6,7]. Furthermore, this research allows imggh pulmonary or pleural lesions underlying and
/ or other tuberculous localizations [4]. If ulteasmd and CT scans can confirm the parietal
abscesses, however they provide little evidence hisr tuberculous [4]. The diagnosis of
tuberculous certainty based on the isolation of dbacterium tuberculosis in the aspirate and / or
histological study of biopsies or surgical resewsiof parts [4,5,6]. Pathological examination of
biopsy or excision of the parietal mass identigpghelioid follicles and Langhans giant cells type
with or without caseous necrosis. The bacteriolmigexamination can confirm the diagnosis by
demonstrating acid-fast bacilli (AFB) direct exaation and finding of Mycobacterium
tuberculosis cultures [5]. The combination of TBatment to surgery is recommended to reduce the
risk of recurrence [1,9]. Indeed, medical treatmmnist be preceded by a surgical treatment that
allows resection of the abscess in full and to ta&erotic tissue underlying. Surgery is a diagmosti
tool for the realization of biopsies, excisionstmorectomies to obtain histological evidence [10].
The prognosis of this disease is usually favoraddtbough it depends on the time to diagnosis and
rapid initiation of treatment [1].

CONCLUSION
The tumor-parietal thoracic tuberculosis is a rémen of extrapulmonary tuberculosis that any
practitioner should think every time there is adiable ground. Surgery is the cornerstone of the

management of this particular form.
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Figure 1: chest CT showing a heterogeneous mass in thelnighst density.
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