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Introduction:
Chest wall tuberculosis, an extra pulmonary 
tuberculosis is not infrequently encountered in 
countries endemic to the disease.1 Th e incidence 
of tuberculosis has shown a decline with the use 
of eff ective anti tuberculous drugs.2 Chest wall 
tuberculosis characteristically presents as a cold 
abscess.3 Th e lungs are the main target in prima-
ry infection. Extrapulmonary tuberculosis has 
been reported to constitute 15-20% of all tuber-
culosis cases.2 Rib destruction may or may not 
be present in every case.4 Most skeletal localiza-

tions occur in vertebrae, hip and knees and the 
incidence of rib involvement is reported to be 
0-3%.5,6,7  More common in males with variable 
age groups, it is generally solitary but multiple 
lesions are possible8. Cold abscesses present as a 
progressively enlarging mass with a soft  or fi rm 
consistency and with or without destruction of 
the underlying bone and cartilage.9 Diagnosis is 
established using needle aspiration or biopsy of 
the lesion.10 Although, anti tuberculous drugs 
and some surgical procedures have been used 
for the treatment of chest wall tuberculosis, op-

Abstract:
Objective:Th e aim of this study is to assess the success rate of aspiration and anti tuberculous 
therapy(ATT )  in cases of tuberculous cold abscess of chest wall.
Study Design: Quasi Experimental study.
Place of Study:  Department of Th oracic Surgery Jinnah Post Graduate Medical Centre Kara-
chi, Pakistan.
Methodology:  Aft er the approval of institutional review board, this study was conducted on 
60 patients from December 2006 – April 2010.  Aft er history, examination and informed con-
sent, aspiration of cold abscess was done to confi rm the diagnosis.  All patients were aspirated 
and started on ATT . Patients were followed for 6 weeks and treatment results observed by 
resolution of abscess. Th ose patients who  responded well to aspiration and 6 weeks ATT  were 
continued with the ATT  for one year and others who failed to respond were proceeded for sur-
gery and continued ATT  post-operatively for one year. All patients were followed for one year.
Results: Patients ages were between 15-45 years (mean 23).  Out of sixty, 40 (67%) were 
males and 20 (33%) were females (M:F 2:1). Th e usual presentation was a solitary swelling 
in 58 (96.6%) patients.  28 (46.6%) patients responded well to aspiration and 6 weeks ATT  
with complete resolution of  abscess with no recurrence during one-year follow up while other 
32 (53.4%) patients who had a re-emergence of abscess, underwent  surgery. Among these 
patients, an involved rib was also resected in 20 (33.3%) patients. No recurrence was seen aft er 
surgery. ATT  was continued in both type of patients for a total period of one year.
Conclusion: We recommend non dependent aspiration of cold abscess of chest wall with com-
bination of ATT  as the initial management.  If however it fails, surgical intervention is manda-
tory for complete cure. 

Keywords: Cold abscess, aspiration of chest wall abscess, anti-tuberculous therapy 

Jinnah Post Graduate 
Medical Centre, Karachi, 
Pakistan
NH Soomro
SW Ahmed
K urram Rais

Dow University of Health 
Sciences, Karachi, 
Pakistan
AA Zafar
A Javed

Correspondence:
Dr. Niaz Hussain Soomro
Department of Th oracic 
Surgery, Ojha Institute 
of Chest Diseases, Dow 
University of Health 
Sciences Karachi, Pakistan
E-mail:  soomroniaz@
yahoo.com
Cell #:  +923332151543

Niaz Hussain Soomro, Syed Waqar Ahmed, Aneeqa A. Zafar, Khurram Rais, Anum Javed

Tuberculous cold abscess of the chest wall; is surgery 
mandatory in all?



46

Pak J Surg 2015; 31(1): 45-48

NH Soomro, SW Ahmed, AA Zafar, K Rais, A Javed

timal therapeutic management remains contro-
versial2 . Some respond to medication and aspi-
ration only, however most of them need surgical 
intervention. Th e aim of this study was to assess 
the success rate of aspiration and ATT  in cases of 
tuberculous cold abscess of chest wall.

Material and Methods:
A Quasi-experimental study was conducted on 
60 patients at the Department of Th oracic Sur-
gery, JPMC, Karachi, Pakistan from December 
2006 – April 2010.  Detailed history and thor-
ough examination was done. Consecutive pa-
tients of age more than 12 years, irrespective of 
sex, having soft  to fi rm swellings on chest wall 
that proved to be an abscess on aspiration and/
or ultrasound were included in this study.  Pa-
tients with pleural eff usion, TB empyema, em-
pyema necessitatis and those with traumatic 
chest wall swellings and hard swellings were ex-
cluded from the study.  

All patients presented with cold abscess were as-
pirated and started on ATT  due to strong clinical 
suspicion of tuberculosis. Pus was sent for mi-
crobiology (C&S, AFB smear and AFB C&S).  
CXR was done to confi rm the soft  tissue swell-
ing with or without the involvement of rib or 
sternum and to exclude pleural collection and 
communication.  Th ese patients were followed 
in OPD on weekly basis for 6 weeks and results 
of treatment observed.  Patients who responded 
well to aspiration and 6 weeks ATT  were contin-
ued with the ATT  for a total period of one year 
and those who failed to respond were advised 
CT scan and bone scan to confi rm the under-
lying bony involvement i.e., osteomyelitis aft er 
which they underwent optimal surgical inter-

vention and continued ATT  postoperatively  for 
a total period of one year. All patients in this 
study were followed for a period of one year. 

Results:
Th e study was conducted on 60 patients with 
ages between 15-45 years (mean age being 23 
years). 40 (67%) were males and 20 (33%) 
females (M:F 2:1). Usual presentation was a 
solitary swelling in 58 (96.6%) patients, only 
2 (3.3%) patients had multiple swellings. 28 
(46.6%) patients had swelling on the anterior 
chest wall, 20 (33.4%)patients had lateral and 
12 (20%)patients presented with a posterior 
wall swelling.  Duration of  swelling was be-
tween 1-8 months.  34 (56.6%) out of 60 pa-
tients complained of a  painful, tender, gradually 
increasing mass with fever.  26 (43.3%) patients 
presented with a painless non tender mass.  As-
sociated weight loss was present in 24 (40%) 
patients. Th e mass, in all cases, was soft  to fi rm 
with size ranging between 5x5 – 8x8 cms. Chest 
X-ray was done in every patient, which revealed 
soft  tissue swelling with radiologically  visible 
rib destruction in 6 (10%) patients.  No visible 
pulmonary disease was seen.  Patients not re-
sponding to aspiration and initial 6 weeks ATT  
were advised CT scan chest and Bone scan to 
confi rm any bony involvement.  Bone scan de-
tected rib involvement in 16 (26.6%) patients.  
In addition, those with abscess on anterior chest 
wall were also advised CT scan chest to rule out 
sternal involvement.  Sternal osteomyelitis was 
not seen in any patient.  Needle aspiration was 
done in all patients and aspirated pus was sent 
for microbiology. C&S showed Staphylococcus 
aureus in 10 (16.6%) patients while no growth 
was detected in the remaining partients. AFB 
smear and AFB C&S were positive in 6 (10%) 
cases.  All 60 patients were advised ATT  for 6 
weeks and followed in outpatient department 
weekly.  28 (46.6%) patients responded well 
with complete resolution of the abscess with no 
recurrence during one-year follow up while oth-
er 32 (53.4%) patients needed surgery and were 
subjected to biopsy from the wall of abscess. 
(Table 1). Excision of the abscess was done and 
involved rib resected in 20 (33.3%) patients. 
Histopathology of all 32 (53.3%) patients oper-

Figure 1: Cold abscess on right lateral chest 
wall.

Figure 2: CT scan chest shows cold abscess in 
sternal region, with no bone involvement
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ated revealed giant cells and granuloma forma-
tion with caseous necrosis. Primary closure was 
done in all cases. Th ey were given ATT  for a total 
of one year and were followed for recurrence 
during that time. 2 (3.3%) patients developed 
sinus and were managed conservatively.  No re-
currence was seen during the follow up period 
of one  year.

Discussion:
Tuberculous cold abscess of chest wall, although 
a rare entity, has high incidence in some parts of 
the world. It may sometimes mimic a pyogenic 
abscess or chest wall tumour and has a contro-
versial treatment plan.10,11 .It occurs usually in 
males with varying age groups (12-35 years). 
Mean age in our study was 23 years; however 
some report it to be higher. Literature also 
shows cold abscess formation in the pediatric 
age group.12,13 . As was the case in our study, the 
abscess is usually solitary, more frequently oc-
curing at the margins of the sternum and the 
shaft s of ribs. In contrast to our work conducted 
on patients at JPMC, studies give evidence of 
painless swellings being painful sometimes, sug-
gestive of super infection of cold abscess. More 
than half of our patients however had pain and 
tenderness.  2 of the 6 patients in a study by 
Akin and co workers had erythema and local 
tenderness and purulent material was drained 
from the abscesses of these patients.2. Needle 
aspiration seems to be the procedure of choice 
in detecting acid fast bacilli in direct smear14,15 
or culture14,16, although Faure et al17  reported 
only a 36.3% success rate of diagnosis by needle 
aspiration; hence it is not always reliable8. CXR 

and CT scan further helps in the diagnosis.  Op-
timal treatment plan for chest wall cold abscess 
remains controversial.  Successful treatment of 
tuberculosis is one having a relapse rate of less 
than 5%, two years aft er completion of therapy17.  
Some show good results with only ATT 15,16 while 
others show recurrence despite adequate medi-
cal treatment8. Since ATT  alone does not give 
100% results, surgery is considered a preferred 
choice including drainage of fl uid, excision of 
abscess and abnormal looking surrounding tis-
sues, tract of the fi stula and involved rib/ribs or 
sequestrum as the usual procedure. 

In our study, 28 (46.6%) out of 60 patients 
responded well to aspiration and ATT  alone 
without surgical intervention making it a fair 
choice although other author’s experience is 
not available for comparison. Hopefully in the 
future, research work will be undertaken to 
further elaborate its effi  cacy as a fi rst line man-
agement in cases of tuberculous cold abscess of 
chest wall.  34 (53.3%)patients needed surgery 
with combination of postoperative ATT . WHO 
recommends standard 6 months ATT  regimen 
and according to clinical presentation, bacillary 
load and response to anti tuberculous therapy, 
may be extended up to 9-12 months18; although 
some forms e.g. tuberculous osteomyelitis may 
require somewhat longer course of therapy19 
. For the same reason we advised ATT  for 12 
months. Some, however, emphasize that cold 
abscess of the chest wall can be managed suc-
cessfully surgically with low operative risk and 
that complete resection of the abscess, including 
a portion of the involved chest wall is manda-
tory to avoid recurrence20. In a study conducted 
by Paik HC et al, recurrence was reported to be 
7.8% in a series of 89 patients undergoing sur-
gery21. Th ey recommend pre and postoperative 
tuberculosis medication and complete resection 
of chest wall mass including any suspicious rib21. 
Th ey further emphasized that postoperative tu-
berculosis medication should be taken for mini-
mum of 12 months to decrease recurrence21  

In this study around half of the patients respond-
ed well to aspiration and ATT  alone, which re-
duces the operative risk, morbidity and mortal-

Table 1: Results

Percentage (No. of Patients)
Gender Distribution

Male 67% (40)

Female 33% (20)

Site of Abscess

Anterior 46.6% (28)

Lateral 33.3% (20)

Posterior 20% (12)

Results of Treatment

Responded to aspiration & ATT 46.6% (28)

Responded to surgery & ATT 53.4% (32)
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ity of undergoing anesthesia, burden on elective 
theatres and also decreases the fi nancial burden 
on patients and hopsitals.  Th ese  results are en-
couraging enough for other workers to opt for 
aspiration and ATT  as a fi rst line of management 
and further signifi es its role in the management 
of tuberculous cold abscess of chest wall.

Conclusion: 
We conclude that non dependent aspiration of 
cold abscess of chest wall with combination of 
anti-tuberculous therapy is the initial manage-
ment,  if however it fails, surgical intervention is 
mandatory for complete cure. 
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