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INTRODUCTION 

Tuberculosis (TB) continues to be a significant public 

health concern globally, causing high morbidity and 

mortality rates.1,2 TB can present with classical symptoms 

such as fever, cough, and weight loss, but it can also have 

atypical presentations with a varied range of symptoms, 

making it challenging to diagnose.3-6 

Atypical presentations of TB are those that do not fit the 

typical profile of the disease. While classical symptoms 

such as cough, fever, and weight loss are commonly 

associated with TB, atypical presentations can manifest in 

various ways, including extrapulmonary TB, which can 

involve different organs, such as the bones, lymph nodes, 

and abdomen, among others.4,7 Patients with atypical TB 

may also present with non-specific symptoms such as 

fatigue, malaise, and night sweats, which can easily be 

mistaken for other diseases. Additionally, patients with 

comorbidities such as HIV/AIDS or diabetes mellitus may 

experience atypical presentations of TB due to impaired 

immune function.3,5,6,8 

TB treatment consists of a combination of antibiotics, 

typically for a period of six to nine months. The first-line 

drugs used to treat TB, as seen in this case, include 

isoniazid, rifampicin, ethambutol, and pyrazinamide. 

These drugs are known to cause various side effects, 

including hepatotoxicity, and require careful monitoring 

during treatment.9-13 Drug-induced liver damage is a well-

known complication of TB treatment, and it can be severe 
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and life-threatening in some cases. The risk factors for 

developing drug-induced liver damage include pre-

existing liver disease, alcohol abuse, and advanced 

age.10,12,13 However, it can also occur in individuals with 

no pre-existing liver disease. It is crucial to monitor 

patients receiving TB treatment closely for the signs of 

liver injury, such as jaundice, abdominal pain, and 

elevated liver enzymes. If drug-induced liver damage is 

suspected, prompt discontinuation of the offending agent 

and appropriate management is necessary to prevent 

further complications.10,11 

This case report highlights the challenges encountered in 

diagnosing TB and emphasizes the importance of 

maintaining a high index of suspicion for TB, even in 

patients who do not fit the typical profile for the disease. It 

is worth mentioning that the patient was living the care 

home which could be additional risk factor, but the contact 

with TB infected patient was not reported. Although the 

patient had no recent travel to high-prevalence areas or 

immunosuppression, living in a country with an incidence 

of 16 per 100,000 people TB suggests that exposure to the 

bacterium may have occurred.1,14-16 

CASE REPORT 

The patient was a 32-year-old female with a known 

diagnosis of intellectual developmental disorders who was 

admitted to the hospital from a care centre with suspected 

pneumonia and acute respiratory viral infection (ARVI). 

She had a two-week history of high fever, cough, and 

chills. The body temperature continued to increase over 

time, and the patient developed pain in the left shoulder. 

On admission, inflammatory markers were significantly 

high and the chest X-ray revealed pneumothorax on the 

right side and pneumonia. The patient was admitted to the 

pulmonology department for further evaluation and 

treatment. 

The patient's oxygen saturation decreased, and on the first 

day of hospitalization, a right-sided thoracotomy with 

insertion of drain was done, which extracted air and a dark 

yellow, slightly cloudy substance. The analysis revealed 

cytosis (82696 cells/µl) with neutrophilic cells at 93%, 

protein at 45.6 g/l, lactate dehydrogenase (LDH) 10482 U/l 

and glucose of 0.08 mmol which was concluded as 

neutrophilic exudate indicative of complicated 

parapneumonic pleuritis.  

On the third day, repeated RTG showed that the lung had 

expanded, and oxygen saturation in the blood had 

significantly improved. No more discharge from the drain 

was seen, and it was evacuated. The patient was treated 

with amoxicillin and clavulanic acid.  

However, on the 4th day of hospitalisation, the oxygen 

saturation decreased again, and a repeated chest X-ray 

showed recurrent pneumothorax on the right side. A right-

sided thoracostomy was performed, and greenish-yellow 

fluid was extracted together with air. The patient's fever 

persisted, and the inflammation markers decreased 

slightly. Computed tomography (CT) scan of the lungs 

revealed increasing infiltrative changes, leading to a 

change in the antibacterial therapy to 

piperacillin/tazobactam on the 6th day of hospitalization 

(Figure 1). Drain from the pleural space continued to 

release 100-400 ml of the fluid, but without air. 

 

Figure 1: Lung CT on the 6th day of hospitalization. 

Patient’s inflammatory markers decreased slightly over 

time, but the fever of 37.6-37.8 degrees of Celsius 

continued and the bronchoalveolar lavage was performed 

from the right side, which showed cytologically 

lymphocytic alveolitis and negative bacterial pneumonia 

inducers. On the 12th day of hospitalisation, pleural fluid 

was tested and revealed a pH of 7.33, lactate 14.3 mmol/l 

and glucose less than 0.2 mmol/l. However, on the next 

day BAL test results came back - Mycobacterium 

tuberculosis DNA were detected in low concentrations 

without rifampicin resistance. Considering the clinical 

course, tuberculosis pneumonia with pleurisy was the new 

suspected diagnosis. The patient was transferred to the TB 

Hospital with the infectious diseases ward. 

The patient’s diagnosis was confirmed with molecular 

testing which came back positive from BAL with MTB 

DNA in low concentration and pleural fluid also was 

confirmed with molecular testing The patient's treatment 

was discussed in Concilium and the treatment was 

determined to be with isoniazid, pyrazinamide, 

rifampicinum and ethambutol which complies with the 

guidelines for the first line TB treatment 

Unfortunately, on the 21st day of hospitalization, the 

patient's labs showed a spike in alanine transaminase 

(ALT) – 1008 (U/I) which was an indication of liver 

damage and the treatment of those medications was 

cancelled and the patient was put on detoxication protocol. 

The patient was transferred to the intensive care unit and 

laboratory markers went up to ALAT 2169 (U/I) and 

aspartate transaminase (AST) 10731 (U/I). Patient rapidly 

decompensated and entered hepatic coma.  
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Unfortunately, patient had an exitus letalis on the 25th day 

of hospitalisation. 

DISCUSSION 

The presented case is an example of an atypical 

presentation of tuberculosis, where the patient had no 

typical symptoms such as cough and weight loss, and only 

presented with pleuritic chest pain. This highlights the 

importance of considering TB as a differential diagnosis 

even in the absence of typical symptoms.3,5,6,15 

The rapid onset and progression of symptoms, in this case, 

was also unusual for TB. Typically, TB presents with a 

more insidious onset, with symptoms developing 

gradually over several weeks to months. However, this 

patient's symptoms progressed rapidly, with dyspnoea and 

pleuritic chest pain developing within just a few days. In 

addition, the patient's liver function test results suggest 

drug-induced liver damage, which is a known potential 

side effect of anti-TB medications.9-13 This highlights the 

need for close monitoring of liver function in patients 

receiving TB treatment and the importance of considering 

alternative medications or dose adjustments in patients 

with pre-existing liver disease. 

In terms of diagnosis, it is important to consider various 

diagnostic tests such as sputum and pleural fluid analysis, 

chest X-ray, and CT scan to aid in diagnosis. However, in 

cases where TB is suspected but not confirmed, it may be 

necessary to consider more invasive diagnostic procedures 

such as bronchoscopy or biopsy.1,7,15,16 

The development of pleural TB in this patient also adds to 

the diagnostic challenges of TB. While pulmonary TB is 

the most common form of the disease, extrapulmonary TB 

can occur in up to 23% of cases.17 Pleural TB, in particular, 

can be difficult to diagnose, as it may not present with 

typical radiological findings or laboratory findings in the 

pleural fluid. In this particular case, it may also be worth 

considering screening for TB in care homes where the 

patient was living, as TB transmission can occur in 

communal settings.2 Additionally, potential risk factors 

such as immunosuppression, travel history, and exposure 

to individuals with active TB should be considered. 

Regarding the pleural TB presentation with neutrophilic 

exudate and no radiological findings, this may be due to 

the patient's immune response to the infection or due to the 

limitations of imaging studies in detecting the early stages 

of TB. Therefore, a high degree of clinical suspicion is 

necessary to ensure prompt diagnosis and appropriate 

treatment. 

In summary, this case highlights the importance of 

considering TB as a potential diagnosis even in atypical 

presentations, the need for close monitoring of liver 

function during anti-TB treatment, and the importance of 

utilizing various diagnostic tests to aid in diagnosis. 

Screening in communal settings and consideration of 

potential risk factors are also important in ensuring timely 

diagnosis and treatment. 

CONCLUSION 

This case highlights the importance of maintaining a high 

index of suspicion for TB, even in patients who do not fit 

the typical profile for the disease. While TB is often 

associated with immunosuppression or recent travel to 

high-prevalence areas, this patient did not have either of 

these risk factors. However, the fact that the patient lived 

in a country with an incidence of 16 per 100,000 people of 

TB suggests that exposure to the bacterium may have 

occurred – however it is worth to note that the TB 

incidence in the care homes could be higher.  

The diagnostic challenges, in this case, were also 

noteworthy. The initial workup, including chest X-ray and 

pleural fluid analysis, did not suggest TB as the underlying 

cause. The neutrophilic exudate found in the pleural space 

was atypical for TB, which usually presents with 

lymphocytic exudate. This further emphasizes the 

importance of considering TB as a potential cause of 

pleural effusion, even when the clinical presentation and 

laboratory findings do not fit the typical profile which is 

rather rare because even atypical TB is often associated 

with immune compromise, as well as drug-resistant strains 

of the bacterium. 

In addition to the diagnostic challenges of TB, this case 

also highlights the potential for TB drug-induced liver 

damage. The patient in this case had elevated liver 

enzymes, which can be a result of TB medication-induced 

liver damage. Monitoring liver function during TB 

treatment is important to prevent drug-induced liver 

damage and ensure appropriate dosing of TB medication.  
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