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Introducion Therefore, tuberculosis remains most commonly
misdiagnosed whenever upper lobe lesions are seen on a

Most commonly encountered lesion of the upper
chest roentgenogram. There are several non-tubersulou

lobe§ of the lungs is pulmonary tuberculosis which most . .
upper lobe lung lesions presented in all age groups

commonly involves the posterior or apical segmeviemny Specially, in high risk group patients for maligream
other lesions mimicking tuberculosis and havmgapproxir;lately 50% cases may be diagnosed as
predilection for the upper lobes of the lungs, sashung malignancy. Therefore, this study was planned ieate
carcinoma, occupational lung diseases, fungal tides, the aetiological profile of the nontuberculous uppEbe

various interstitial lung diseases, bacterial pneaias and . . ) .
. lung lesions specially the presentation of bronchogenic
lung abscess etc. pose problems because of their similar ™. : . .
S . o ~carcinoma in patients with non-tubercular upperdob
clinical presentation and inability of many medlcalIesion
practitioners to diagnose them in routine practidésuch '

lesions need to be differentiated from tuberculasisl Materials and Methods
should be diagnosed SpeCia”y when inveStigationS for The present Study was conducted in Department
tuberculosis are not suggestive. of Tuberculosis and Respiratory Medicine, Pt. Bhagwat
thought to be extremely infrequent and in the absesfc Sciences, Rohtak. A total number of 98 Patients ofeno
proper and systematic registry, it is difficultdetermine  than 20 years of age and belonging to both sexesagluri
the exact morbidity and mortality rate of lung camma @ Period of 2005-2006 were taken into the study.
The clinical manifestations of lung carcinoma aireitar  |nclusion criteria
to those of many other common diseases like tubbess) Essential: (i) Upper lobe pulmonary lesions with
bronchiectasis, unresolved , pneumonia or chronic lung . S I '(_I) PP , pu y _I W

. L - . or without extension to hilar and / or mediastigidnds,
abscess. Moreover, investigative facilities to diage

. L L . as seen on x-ray chest (postereoanterior view), (ii
carcinoma in clinical practice is oftenly not aatile and negative SpULM Smear microscony for acid fast bacilli
most of the patients are treated with antitubercula 9 P Py

treatment on trial basis.
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(AFB) on three consecutive occasions and (iii) pats Table-2 shows the diagnostic yield of FOB and
more than 20 years of age. FNAC which could diagnose 54.1% of cases as
Non_essentia': (|) Chronic Smokers’ (“) ma“gnancy Con'[l‘lbu'[lon Of FNAC as dlagnOS'[IC '[WHS

radiological progression of the upper lobe lesiand (i) ~48-2%.

non-responders to anti-tuberculous treatment witktism Table-3 shows 16 patients presented with history
being negative for AFB. of antitubercular therapy (ATT). out of which 3/4&. 12
Exclusion Criteria patients were found to have malignancy.

Patients who were ex-sputum positive cases  Table-4 : in upper lobe lesions, squamous cell
presently on antituberculous treatment and patienf&rcinoma was found in majority of the patients¥a4

unwilling to undergo fibreoptic bronchoscopy andiang Table-5 : majority of malignancy patients were
bIOpsy/FNAC were not included in the Study. Patsanith found in common age group (>50 years)_ However, 33%
other disorders like diabetes, cardiac failure,aldailure,  of patients were found in below 50 years of age, afut

etc. were excluded from the study. which 13.2% patients were found in <40 years of age.

Each case was subjected to detailed clinical hystor Table 6 : In below 50 yrs age group, 6 patients of

thorough clinical examination and routine investigas.  squamous cell carcinoma were found.

Patients underwent specific investigations like .

ultrasonograpy (98). computed tomography of thedkor Discussion

(38), fibreoptic bronchoscopy (65) and FNAC (56) dun In the present study out of 98 patients, investigat
for upper lobe nontubercular lung lesions. 53(54)1%
patients had malignant lesions. Of these, 7(13 2%) were

Out of the 98 patients, 53(54.1%) were found t@een in the age group of <40 years and the majority

have malignant lesions. Next commonly found lesi@$  occurred in the above 40 years age group theretiyating

pneumonitis seen in 42 (42.9%) patients. In 2 patiéntsthat about 1/8f the patients below 40 years of age group

was the fungal lesion and in 1 patient tuberculoma wayre affecteavith malignancy. The majority of the cases

found. were seen in 41-59 years age group i.e. 31(58.5%).

In case of malignant lesions most common agdagrath SP et al found that among the 35 casesmgpy
group involved was between 41-70 years age group f#1g carcinoma, maximum number qf cases were betwee
both the sexes in which 40(75.5%) cases were se8f-59 years of age (60%Rrora et at and Thippanna et

whereas 7(13.2%) cases were seen in the <40 years afjehad also reported that the most common age group
group. affected was between 40-60 years. In present sthdy,

Right | involved in 68(69.4%) of patient male to female ratio is 6.5:1. Nagrath SP et al tborale
'ght lung was involved in 68(69.4%) of patien “to female ratio as 4:1. In a study, Reddy éteak reported

. . 0 .
and Igft lung was mvo!ved n 30(39'6/0)_0f patlentsa ratio of 6 4:1 and Kashyap etEaﬂaported aratio6.17 1
Associated pleural effusion was seen in 3 with tighbper C .

which is similar with the present study.

lobe and 3 with left upper lobe lesions.

Result

In the present study. it was found that 42(91.3"%)

. Table-1 shows the symptoms with WhICh theof male smokers and 1(14.3%) of female smokers were
patients presented. Out of a total of 98 (100%)gyds, . . .
having malignancy. The ratio of smokers to non serek

majority of the patients presented with chest P&y our study is 4.3:1. Gupta et®aleported the ratio of

productive cough and breathlessness. Haemoptysis Wsarlnokerto non-smoker as 4.5:1, Malhotra eant Narang

!oresent in 31 of the patlen'Fs whereas dysphagm was Sear guoted in their respective studies about the ienizk
in 8 and hoarseness of voice in 11 of the patients.
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of lung cancer in smoking and non-smoking popufatioFine needle aspiration cytology (FNAC) was done in
with the ratio of 4.8:1 in favour of smokers. patients in whom the lesion was located periphgrall

In this study, majority of the patients 68 (69'3%)as on USG and also in these patients in whom lesion

presented with chest pain, 53(54%) patients witrooic could not be visualized with fibreoptic bronchoseop

productive cough, 13 patients with fever, 43(43.9%£l\t|c:2| IOfnSG '\p/)latllie:tsnwerx dlzgi]nor?ed V(;”T: t2h7e::f§(y
patients with breathlessness and 31(32%) patierits w ung. Malignancy was diagnose (48.2%)

. oo . o patients and in 22(39.3%) patients findings were
haemoptysis, mimicking tuberculosis but also intiiug suggestive of pneumonitis. Rajasekaran &tialtheir
the possibility of malignant lesions. Majority ohése 99 P - ~a

. i . study showed the success rate of 63.6% i.e. 7 of 11
malignant lesions were centrally located. Dysphagia wa

) . o . atients who were subjected to FNAC for the diageos
seen in 8 patients indicating the compression ebpbagus P ) g

by enlarged lymph nodes whereas Hoarseness of voﬁ):fep“mary malignant tumours. Another study by Vyas

was noticed in a total of 11 patients indicatingeth JJ et @’ showed a positive yield for primary lung lesions
. to an extent of 76%.
involvement of recurrent laryngeal nerve. Nagrath S
et al in their study on presenting symptoms in aSes Of total 16 patients who were on antitubercular
of primary lung carcinoma showed that cough wittthemotherapy either in the past or taking presently
expectoration (94.3%), fever (68.6%) and haemopstysivithout any improvement. 12(75%) patients were
(60%) were observed w a considerable number. Maripund to have malignancy. In old healed lesions,
other Indian studies have ‘reported a range fofedéfint  possibility of scar carcinoma may be a reason. @sca
presenting features i.e. 16-66.7% for chest pairuerbach et af in their study on prevalence of scar
40-94.3% for cough with expectoration. 24-59% focarcinoma showed that 56.1 % scar carcinoma were
breathlessness, 8-60% for haemoptysis, 2.96% féeund associated with an infarct whereas 23.2% were
dysphagia, 9-33% for hoarseness of voice. Jinddl a@ssociated with tuberculosis, 1.2% with granulomata
Behra et &l have reported 20.8% patients presenting@nd 1.2% were associated with asbestosis. Scaecanc
with dysphagia. are found in right lung a little more frequentlyath in
Fibreoptic bronchoscopy was done in 65 patienttshe left, the upper lobes (right and.left) were dived
. o . almost equally and together contained 76.8% of ¢hes
in whom the opacity in the upper lobe of the lung d
. . .~ tumours.

not show any regression and persisted even afténgji
a course of antibiotics for a period of upto 3 week Among the histological subtypes of malignancy,
thereby necessitating its need for the definitegdiesis. Squamous cell carci noma was the most common distin
Bronchoalveolar lavage was found to be helpful inmalignancy i e. 18 (34%).However, undifferentiated
detecting malignancy in 8 patients. Endobronchiapby ~carcinoma was reported in the majority i.e. 28(52)8
revealed malignancy in 20(30.8%) patients and  gajasekaran et lshowed that out of 232 cases,
endobronchial FNAC diagnosed malignancy in only 34,amous cell carcinoma and undifferentiated caria
patients. was found in maximum number of cases i.e. 59.2% and

Nagrath SP et al in their study on the relativd1.8% respectively in the 41-60 years age groufhén
value of various investigations in bronchogenigresent study also, similar findings were observed
carcinoma revealed that most useful procedure w&guamous cell carcinoma in 34% and undifferentiated
FOB combined with bronchial biopsy which resulted i carcinoma in 53%
the detection of 25(38.5%0) patients with malignancy In the present study it was found that specific
In a study by Vyas JJ et:althe yield for malignancy gjiagnosis of nontubercular upper lobe lung lesioftenly
with the FOB was 40%. delayed as clinically it mimicks tuberculosis invaig
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apicoposterior segment and radiologically non-retsa
pheumonia or centric cavitation in malignancy iempreted
a tubercular. In high risk group of malignancy. eaped

it may become quite advance.

Out of a total of 98 cases, 45(45.9%) were found
o ] . } to have nonmalignant lesions, majority 42(93.33%) of
Sputum smear negalivity of AFB in patients with epp patients had pneumonitis and 2 patients had funégdtion

lobe lesions should make the clinician to suspéet t
possibility of bronchogenic carcinoma. Clinician’s
awareness in this regards specially in respechajaing

RNTCP is very important as many category-lll patsen

may be misdiagnosed cases of tuberculosis and A&y m
cause further delay in management of malignancyrwhe
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Table - 1

PRESENTING SYMPTOMS OF PATIENTS

Symptoms Sex No. of Patients
Male (%) Female (%)
Chest Pain 58 (85.3) 10 (14.7) 68
Cough 48 (90.6) 5(9.4) 53
Breathlessness 36 (83.7) 7 (16.3) 43
Haemoptysis 28 (90.3) 3(9.7) 31
Dysphagia 7(87.5) 1(12.5) 8
Harseness of Wice 10(90.9) 1(9.1) 1
Fever 10 (90.9) 3 (9.7) 13
Table - 2
OUTCOME FINDING ON FOB & FNAC LUNG
Type of Lesion BAL (%) FB EB FNAC
Biopsy (%) FNAC (%) Lung (%)
Malignancy 8(12.3) 20 (30.8) 3 (60) 27 (48.2)
Suggestive of Pneumonitis 34 (52.3) 24 (36.9) 2 (40) (323)
Non-Conclusive 23 (35.4) 21 (32.3) - 7(12.5)
Total 65 (100.00) 65 (100.00 5(100.00 56 (100.00

BAL - Bronchoalveolar Lavage

EBB - Endobronchial biopsy

FB FNAC - Endobronchial fine needle aspiration dgptgily

FNAC - Fine needle aspiration cytology.
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Table - 3

APPLICATION OF PAST HISTORY OF ATT WITH THE MALIGNA  NCY
Nature of Lesion No. of Patients No. of Patients Total
with Treatment without
(%) treatment (%)

Malignant 12 (75.0) 41 (50.0) 53 (54.1)

Non-Malignant 4 (25.0) 41 (50.0) 45 (45.9)

Total 16 (100.00) 82 (100.0) 98 (100.00)

Table -4
TYPE OF MALIGNANT LESIONS

Type of Malignant Lesion Sex No. of

Patient
Male (%) Female (%) (%)

Squamous Cell 18 (39.1) 0 18 (34.0)

Carcinoma

Small Cell Carcinoma 3(6.5) 0 3(5.7)

Adenocarcinoma 2(4.49) 1(14.3) 3(5.7)

Large Cell Carcinoma 1(2.2) 0 1(1.8)

Undifferentiated 22 (47.8) 6 (85.7) 28 (52.8)

Carcinoma

Total 46 (86.8) 7(13.2) 53 (100.00)
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Table -5
AGE WISE DISTRIBUTION OF MALIGNANCY

Type of Malignant Lesion Sex No. of
Patient (%)
Male (%) Female (%)
30-40 6(13.1) 1(14.3) 7(13.2)
41-50 11 (23.9) 0(0.0) 11 (20.8)
51-60 17 (37.0) 3(42.8) 30(37.7)
61-70 6 (13.0) 3(42.9) 9(17.0)
71-80 4(8.7) 0 (0.0) 4 (75.)
>80 2(4.3) 0(0.0) 2(3.8)
Total 46 (86.8) 7(13.2) 53(100.00
Table - 6
AGE WISE DISTRIBUTION OF DIFFERENT MALIGNANT LESIONS
Age Male Female
Group Sq. Small | Adeno| Large Undiffer-| Sq. Small | Adeno| Large |Undiffer-
Cell Cell Ca Cell entiated| Cell Cell Ca Cell | entiated
Ca Ca Ca Ca Ca Ca Ca Ca
30-40 2 - - - 4 - - - 1
41-50 4 2 1 - 4 - - - -
51-60 5 1 1 1 9 - - - 3
61-70 3 - - - 3 - 1 - 2
71-80 2 - - - 2 - - - -
>80 2 - - - - - - - - -
Total 18 3 2 1 22 - 1 - 6
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Patient - 1

Fig. 1 Chest X-ray PA view showing collapse lefpeplobe

Fig. 2 CT-Thorax showing collapse left upper Lobe

Fib. 3 FNAC Lung smear showing atypical cells wiigjh nuclear cytoplasmic ratio
and prominent nucleoli suggestive of malignanaglu
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Patient -2

Fig. 1 Chest X-ray PA view showing left upper |laawitating lesion suggestive of pulmonary tubersislo

Fig. 2 CT-Thorax showing left hilar mass lesionhvgitnall ndular parenchymal opacities

Fig. 3 Bronchial Biopsy smear showing equamousceetinoma.
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