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  BACKGROUND 
 Thyroid gland abscess formation is a rare occurrence owing 
to its inherent resistance to infections. 1  It also presents both 
medical and surgical dilemmas. The case we present in 
this report is an immune reconstitution infl ammatory syn-
drome (IRIS) presenting in form of a tuberculous abscess 
of the thyroid gland. To the best of our knowledge; this is 
the fi rst reported case of a paradoxical tuberculous thyroid 
abscess IRIS in an immunocompromised patient.  

  CASE PRESENTATION 
 We initiated a 37-year-old woman on highly active anti-
retroviral therapy (HAART) – zidovudine, lamivudine 
and nevirapine in October 2010 at the Infectious Diseases 
Institute, Kampala, Uganda. Her nadir CD4 count at 
HAART initiation was 11 cells/ml (2%). She had however, 
completed an 8 month tuberculosis (TB) chemotherapy 
program for pleural TB, 1 month prior to HAART initia-
tion. Thirteen weeks later, the patient presented with an 
8-week history of a neck mass, associated drenching night 
sweats, evening fevers, anorexia, general malaise, muscle 
aches, intolerance to heat, dysphagia and pressure symp-
toms including hoarseness of the voice. 

 Physical examination revealed a sick looking woman 
who was mildly wasted. Her vital signs were as follows: 
blood pressure 110/70 mm Hg, pulse rate 110 beats/min, 
respiratory rate 12 breaths/min and body temperature 
38.7 o C. 

 Examination of the neck revealed a uniformly enlarged, 
non-tender, non-pulsatile, slightly warm and fl uctuant 
mass measuring about 6 cm × 7 cm. Precordial and oph-
thalmic examinations were unremarkable. Laboratory 
studies revealed a white blood cell (WBC) count of 5100/
mm 3 , an elevated erythrocyte sedimentation rate (ESR) of 
53 mm/h and a raised mean corpuscular volume (MCV) 
of 114fl . The rest of the routine laboratory tests were nor-
mal. Thyroid-stimulating hormone levels were 0.28 μIU/l 

(0.27 – 4.2) while free tri-iodothyronine was 3.2 nmol/l 
(1.3 – 3.1) and free thyroxine was 180 nmol/l (66–181). The 
chest x-ray was unremarkable. Ultrasonography revealed a 
complex left thyroid lobe cystic mass measuring 55.3 mm 
× 41.7 mm with retrosternal extension. Fine needle aspi-
ration and cytology (FNAC) of the lesion disclosed thick 
yellow pus. Histopathology revealed 5–10/HPF Gram 
positive cocci and 10–15/HPF acid-fast bacilli on Gram 
and Ziehl–Nielsen stains respectively. Initial cultures were 
negative for both bacterial and mycobacterial growth on 
conventional solid culture medium and Lowenstein-Jensen 
medium. The repeat CD4 count in January 2011 was 99 
cells/ml (9%). The viral loads could not be done due to the 
high costs involved. 

 We subsequently admitted her and management 
included incision and drainage of the abscess, placement of 
a drain, non-steroidal anti-infl ammatory drugs (NSAIDs) 
and antibiotics- cloxacillin, ampicillin and metronidazole. 
In the interim, we started her on anti-TB therapy as cul-
tures take up to 8 weeks. Continual adherence to cotri-
moxazole, anti-TB drugs and HAART is continually being 
emphasized.  

  INVESTIGATIONS 
 CD4 counts, complete blood count, ESR, T3, T4, TSH, 
chest x-ray, thyroid ultrasound scan, renal function tests, 
liver function tests, fi ne needle aspiration and cytology, 
histopathology, cultures and sensitivity.  

  DIFFERENTIAL DIAGNOSIS 
 Hyperthyroidism (Grave’s disease) IRIS.  

  TREATMENT 
 Incision and drainage of the abscess, placement of a drain, 
NSAIDs and antibiotics – cloxacillin, ampicillin, metroni-
dazole, anti-TB therapy and HAART.  
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  Summary 
 Abscess formation in the thyroid gland is particularly a rare phenomenon and presents a medical and surgical dilemma especially in HIV 

seropositive patients. The authors report a case of a paradoxical tuberculous abscess immune reconstitution infl ammatory syndrome involving 

the thyroid gland in a 37-year-old woman who presented 12 weeks after initiation of antiretroviral therapy at the Infectious Diseases Institute, 

Kampala, Uganda. The patient is still undergoing treatment.     
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  OUTCOME AND FOLLOW-UP 
 The patient is still undergoing TB treatment and care.  

  DISCUSSION 
 Tuberculosis of the thyroid gland is uncommon. This is 
because of its inherent characteristics particularly which 
include extensive lymphatic and blood drainage, anatomic 
isolation, elevated iodine content and total encapsulation. 
Anastomosing superior and inferior arteries also hinder 
bacterial invasion of the thyroid. 2  –  5  Immunosuppression 
secondary to HIV has become associated with atypical 
clinical manifestations. The HAART era has further com-
plicated clinical manifestations with the increasing emer-
gence of IRIS events and in the case of TB, the emergence 
of paradoxical and unmasking TB IRIS. 

 Paradoxical TB-IRIS occurs when TB is previously 
treated but returns or worsens after HAART initiation. 
On the other hand, unmasking TB IRIS occurs when TB 
is newly diagnosed after HAART initiation, having not 
been present at the time of HAART commencement. 6  –  8  
We commenced our patient on HAART with a nadir CD4 
count of 11 cells/ml (2%), 1 month after completing an 
8-month chemotherapy course for pleural TB. Although 
she developed neck swelling 5 weeks after HAART com-
mencement, she reported to the institute 8 weeks later. A 
ninefold increase in absolute CD4 counts and a 4.5-fold 
increase in CD4 percentage in our patient clearly illustrate 
immune system recovery. In the absence of viral loads, 
another observation that illustrates immune system recov-
ery is the raise in MCV from 90fl  at HAART initiation in 
October 2010 to 114fl  5 weeks after HAART initiation. 
The rise in MCV attributed to zidovudine also suggested 
good adherence to HAART. We believe what we are dis-
cussing is a paradoxical TB IRIS event on the basis of the 
history of TB 1 month prior to HAART initiation, 4.5-fold 
increase in CD4 percentage after 5 weeks of HAART and 
the development of a signifi cant clinical event fi ve weeks 
after HAART commencement. 

 Albeit hyperthyroidism was a differential diagnosis, we 
excluded it on the basis of the thyroid profi le and FNAC 
fi ndings. On the contrary, our patient presented with the 
classic symptoms of thyroid abscess: anterior neck swell-
ing, hoarseness of the voice and dysphasia. 5  Upon review 

of literature, we have not come across a similar case in 
immunocompetent patients. 

 We admitted our patient for surgical drainage, intrave-
nous antibiotic therapy, anti-infl ammatory therapy, steroid 
therapy and anti-TB therapy. 

  Learning points 

 ▶    We learnt that tuberculosis can manifest as an IRIS 
event even in areas where such presentations are not 
expected to occur as in the thyroid as we have seen in 
this patient.  
  Appropriate referral systems need to be put in place at  ▶

HIV treatment centres in order to adequately manage 
medical emergencies due to IRIS events.  
  Clinicians therefore need to be aware of such  ▶

presentations as a form of an IRIS event when patients 
are initiated on HAART.      
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