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Summary

One 55 years aged male person was admitted with progressive painless neck swelling

with multiple discharging sinuses. His X-ray of the neck showed a dense radio-opaque

shildow & serum calcium level was 2 mmoi/i. On neck exploration, an irregular calculus

was revealed; hooking around the left carotid sheath. Histopathology confirmed the

clinical diagnosis of tuberculosis. Anti-TB chemotherapy for six months cured him.

Introduction

Dystrophic calcification means deposition of
calcium salts in dead or degenerative tissue while

plasma calcium and phosphate level remain
normal.l.) Tuberculous lymph node lesions may

heal and calcify.I.1>A tuberculous lymph node

may even be converted to stone. I This case report
communicates of such a big calculus formed at
the site of a tuberculous lymphadenitis in a

normocalcemic subject.

Case history

A man of 55 years was admitted into the ENT

ward of Chittagong medical college hospital on
17.06.92 with the complaints of progressive neck

swelling with two discharging sinuses on the left
side of the neck for an uncertain period. On

examination, a hard, fixed, non tender swelling
was found at the middle of the left side of the neck

with discharging sinus. The center of the lump
was black and hard. An ulcer with granulation

tissue and discharging sinus was present a little
below. Routine blood count revealed 11.2g/dl

hemoglobin, ESR 90 mm at Ist hour and normal
WEC count. Serum calcium level was 2m mol/I.

Urine analysis showed normal findings. Mantoux

tc';[ 10mm after 72 hours. Fasting blood sugar,

blood urea, pCG and chest X-ray were all within
normal limits. Serum phosphate level was not

measured. Plain X-ray of the neck PIA and lateral

views (fig. I)showed dense irregularradio-opaque
shadow on the left side of the neck. Previously, he

was treated with inj. penicillin, tab. cotrimoxazole
and inj. gentamycin but of no effect.

Fig -1: X-my lIeek lateral view slwwinR the hook

of the e(lleulus.
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Surgical exploration under general anesthesia

confirmed the presence of a big calculus hooking
behi nd the left carotid sheath which was separated

carefully and removed. Besides this, profuse

granular deposits were also found in the bed. The
whole area was cleared of the calculus, granulation

tissue and necrotic tissue. The calculus weighed

20.1 g and was 44x29x24 mm in ~ize (fig.2).
<L:hemicalanalysis of the stone revealed calcium

phosphate at the core and bilirubin at the surface.
Ziehl-Neelsen staining for acid fast baciJIi and
culture were not done.

j

LIX
o . F .'

Fig.-2: The removed stone

Histopathology showed features of tuberculous
lymphadenitis. He was then given a course of
combination chemotherapy comprising
rifampicin, INH, pyrazinamide and ethambutol
for the initial two months followed by rifampicin
and INH for the subsequent four months plus
pyridoxine.

At first follow-up after two months he improved
satisfactorily, the sinuses healed. Next follow-up
at six months showed ESR came down to 16mm

Ist hour. After two years he remained well and
healthy with no more features of calcification
over there.
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Discussion

Dystrophic calcification or deposition of calcium

salts in dead or degenerative tissue can occur in

normocalcemic subjects.I.3 One of its important

cause is tuberculosis. Plain X-ray chest show

calcification suggesting past tuberculous
infection.2,5.7 Presence of calcified densities in

the neck X-ray may provide evidence of healed
tuberculous adenitis.2.4.6Different a~thors report

that hypercalcemia may accompany active

pulmonary tuberculosis.x'llI While British
Thoracic Association (1981) in a survey of 287

cases of active pulmonary tuberculosis did not

find hypercalcemia. II The later observation was.

alsoreportedby Diaz-Curialet al.12

Here the subject was normocalcemic, Mantoux

test was borderline positive. Tuberculous
lymphadenitis in the neck may be due to

M. tuberculosis, M.bovis and atypical

mycobacteria. HI3 Tuberculous and atypical
mycobacterial lymphadenitis cannot be

differentiated histologically 5.7 Culture in

appropriate media and other bacteriologic studies

like ELISA, detection of DNA sequence by probes

and polymerase chain reaction techniques can
help to isolate the causative organism.4.6.13

Tuberculous lymphadenopathy responds well
to combination chemotherapy while many of
the atypical mycobacteria are resistant to
commonly used chemotherapeutic agents. So
atypical mycobacterial lymphadenitis require
surgical excision of the affected lymph node.Hl3

Since the specific causative mycobacteria could
not be isolated in this case and even wellcalcified

tuberculous lesion may contain living bacilli,3
surgical clearance was followed by six months
anti-TB combination chemotherapy.
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