
97

K. B. Gupta* Rajesh Gupta** Narinder Gulati*** Suman Vishvkarma* * * Raghuvir Shandilya***
*Senior Professor & Head **Associate Professor ‘Resident *Resident ****Senior Residen
(Department of Tuberculosis and Chest Disease and Medicine, Pt. B.D.Sharma PGIMS Rohtak)

Pulmon 2007; 9 : 3 : 97 - 105

Original Article

PULMON

Aetiological Profile of Non Tuberculous
 Upper Lobe Lung Lesions

Dr K.B.Gupta 18/6J
Medical Enclave Pt.B.D.Sharma PGIMS
Rohtak-124001(Haryana)

Introducion

Most commonly encountered lesion of the upper
lobe§ of the lungs is pulmonary tuberculosis which most
commonly involves the posterior or apical segments. Many
other lesions mimicking tuberculosis and having
predilection for the upper lobes of the lungs, such as lung
carcinoma, occupational lung diseases, fungal infections,
various interstitial lung diseases, bacterial pneumonias and
lung abscess etc. pose problems because of their similar
clinical presentation and inability of many medical
practitioners to diagnose them in routine practice. All such
lesions need to be differentiated from tuberculosis and
should be diagnosed specially when investigations for
tuberculosis are not suggestive.

In India primary carcinoma of the lung has been
thought to be extremely infrequent and in the absence of
proper and systematic registry, it is difficult to determine
the exact morbidity and mortality rate of lung carcinoma
The clinical manifestations of lung carcinoma are similar
to those of many other common diseases like tuberculosis,
bronchiectasis, unresolved , pneumonia or chronic lung
abscess. Moreover, investigative facilities to diagnose
carcinoma in clinical practice is oftenly not available and
most of the patients are treated with antitubercular
treatment on trial basis.

Therefore, tuberculosis remains most commonly
misdiagnosed whenever upper lobe lesions are seen on a
chest roentgenogram. There are several non-tuberculous
upper lobe lung lesions presented in all age groups.
Specially, in high risk group patients for malignancy,
approximately 50% cases may be diagnosed as
malignancy. Therefore, this study was planned to evaluate
the aetiological profile of the nontuberculous upper lobe
lung lesions specially the presentation of bronchogenic
carcinoma in patients with non-tubercular upper lobe
lesion.

Materials and Methods

The present study was conducted in Department
of Tuberculosis and Respiratory Medicine, Pt. Bhagwat
Dayal Sharma Post Graduate Institute of Medical
Sciences, Rohtak. A total number of 98 Patients of more
than 20 years of age and belonging to both sexes, during
a period of 2005-2006 were taken into the study.

Inclusion criteria

Essential : (i) Upper lobe pulmonary lesions with
or without extension to hilar and / or mediastinal glands,
as seen on x-ray chest (postereoanterior view), (ii)
negative sputum smear microscopy for acid fast bacilli
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(AFB) on three consecutive occasions and (iii) patients
more than 20 years of age.

Non-essential: (i) Chronic smokers, (ii)
radiological progression of the upper lobe lesions and (iii)
non-responders to anti-tuberculous treatment with sputum
being negative for AFB.

Exclusion Criteria

Patients who were ex-sputum positive cases
presently on antituberculous treatment and patients
unwilling to undergo fibreoptic bronchoscopy and/or lung
biopsy/FNAC were not included in the study. Patients with
other disorders like diabetes, cardiac failure, ~enal failure,
etc. were excluded from the study.

Each case was subjected to detailed clinical history,
thorough clinical examination and routine investigations.
Patients underwent specific investigations like
ultrasonograpy (98). computed tomography of the thorax
(38), fibreoptic bronchoscopy (65) and FNAC (56) lung.

Result

Out of the 98 patients, 53(54.1%) were found to
have malignant lesions. Next commonly found lesion was
pneumonitis seen in 42 (42.9%) patients. In 2 patients it
was the fungal lesion and in 1 patient tuberculoma was
found.

In case of malignant lesions most common age
group involved was between 41-70 years age group in
both the sexes in which 40(75.5%) cases were seen
whereas 7(13.2%) cases were seen in the <40 years age
group.

Right lung was involved in 68(69.4%) of patients
and left lung was involved in 30(30.6%) of patients.
Associated pleural effusion was seen in 3 with right upper
lobe and 3 with left upper lobe lesions.

Table-1 shows the symptoms with which the
patients presented. Out of a total of 98 (100%) patients,
majority of the patients presented with chest pain,
productive cough and breathlessness. Haemoptysis was
present in 31 of the patients whereas dysphagia was seen
in 8 and hoarseness of voice in 11 of the patients.

Table-2 shows the diagnostic yield of FOB and
FNAC which could diagnose 54.1% of cases as
malignancy. Contribution of FNAC as diagnostic tool was
48.2%.

Table-3 shows 16 patients presented with history
of antitubercular therapy (ATT). out of which 3/4” i.e. 12
patients were found to have malignancy.

Table-4 : in upper lobe lesions, squamous cell
carcinoma was found in majority of the patients (34%).

Table-5 : majority of malignancy patients were
found in common age group (>50 years). However, 33%
of patients were found in below 50 years of age, out of
which 13.2% patients were found in <40 years of age.

Table 6 : In below 50 yrs age group, 6 patients of
squamous cell carcinoma were found.

Discussion

In the present study out of 98 patients, investigated
for upper lobe nontubercular lung lesions. 53(54.1%)
patients had malignant lesions. Of these, 7(13 2%) were
seen in the age group of <40 years and the majority
occurred in the above 40 years age group thereby indicating
that about  1/7 of the patients below 40 years of age group
are affected with malignancy. The majority of the cases
were seen in 41-59 years age group i.e. 31(58.5%).
Nagrath SP et al found that among the 35 cases of primary
lung carcinoma, maximum number qf cases were between
40-59 years of age (60%)1. Arora et al2 and Thippanna et
al3 had also reported that the most common age group
affected was between 40-60 years. In present study, the
male to female ratio is 6.5:1. Nagrath SP et al found male
to female ratio as 4:1. In a study, Reddy et a l4 has reported
a ratio of 6 4:1 and Kashyap et a1

5
 reported a ratio 6.17 1

which is similar with the present study.

In the present study. it was found that 42(91.3"%)
of male smokers and 1(14.3%) of female smokers were
having malignancy. The ratio of smokers to non smokers
in our study is 4.3:1. Gupta et al6 reported the ratio of
smoker to non-smoker as 4.5:1, Malhotra et al

7
 and Narang

et al
8
 quoted in their respective studies about the incidence
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of lung cancer in smoking and non-smoking population
with the ratio of 4.8:1 in favour of smokers.

In this study, majority of the patients 68 (69.3%)
presented with chest pain, 53(54%) patients with chronic
productive cough, 13 patients with fever, 43(43.9%)
patients with breathlessness and 31(32%) patients with
haemoptysis, mimicking tuberculosis but also indicating
the possibility of malignant lesions. Majority of these
malignant lesions were centrally located. Dysphagia was
seen in 8 patients indicating the compression of oesophagus
by enlarged lymph nodes whereas Hoarseness of voice
was noticed in a total of 11 patients indicating the
involvement of recurrent laryngeal nerve. Nagrath SP
et al in their study on presenting symptoms in 35 cases
of primary lung carcinoma showed that cough with
expectoration (94.3%), fever (68.6%) and haemoptysis
(60%) were observed w a considerable number. Many
other Indian studies have ‘reported a range for different
presenting features i.e. 16-66.7% for chest pain,
40-94.3% for cough with expectoration. 24-59% for
breathlessness, 8-60% for haemoptysis, 2.96% for
dysphagia, 9-33% for hoarseness of voice. Jindal and
Behra et al9 have reported 20.8% patients presenting
with dysphagia.

Fibreoptic bronchoscopy was done in 65 patients
in whom the opacity in the upper lobe of the lung did
not show any regression and persisted even after giving
a course of antibiotics for a period of upto 3 weeks
thereby necessitating its need for the definite diagnosis.
Bronchoalveolar lavage was found to be helpful in
detecting malignancy in 8 patients. Endobronchial biopsy
revealed malignancy in 20(30.8%) patients and
endobronchial FNAC diagnosed malignancy in only 3
patients.

Nagrath SP et al in their study on the relative
value of various investigations in bronchogenic
carcinoma revealed that most useful procedure was
FOB combined with bronchial biopsy which resulted in
the detection of 25(38.5%) patients with malignancy.
In a study by Vyas JJ et al

10
, the yield for malignancy

with the FOB was 40%.

Fine needle aspiration cytology (FNAC) was done in
patients in whom the lesion was located peripherally
as on USG and also in these patients in whom lesions
could not be visualized with fibreoptic bronchoscope.
A total of 56 patients were diagnosed with the help of
FNAC lung. Malignancy was diagnosed in 27(48.2%)
patients and in 22(39.3%) patients findings were
suggestive of pneumonitis. Rajasekaran et al11 in their
study showed the success rate of 63.6% i.e. 7 of 11
patients who were subjected to FNAC for the diagnosis
of primary malignant tumours. Another study by Vyas
JJ et al10 showed a positive yield for primary lung lesions
to an extent of 76%.

Of total 16 patients who were on antitubercular
chemotherapy either in the past or taking presently
without any improvement. 12(75%) patients were
found to have malignancy. In old healed lesions,
possibility of scar carcinoma may be a reason. Oscar
Auerbach et al

12
 in their study on prevalence of scar

carcinoma showed that 56.1 % scar carcinoma were
found associated with an infarct whereas 23.2% were
associated with tuberculosis, 1.2% with granulomata
and 1.2% were associated with asbestosis. Scar cancers
are found in right lung a little more frequently than in
the left, the upper lobes (right and left) were involved
almost equally and together contained 76.8% of these
tumours.

Among the histological subtypes of malignancy,
squamous cell carci noma was the most common distinct
malignancy i e. 18 (34%).However, undifferentiated
carcinoma was reported in the majority i.e. 28(52.8%).

Rajasekaran et al13 showed that out of 232 cases,
squamous cell carcinoma and undifferentiated carcinoma
was found in maximum number of cases i.e. 59.2% and
81.8% respectively in the 41-60 years age group In the
present study also, similar findings were observed i.e
squamous cell carcinoma in 34% and undifferentiated
carcinoma in 53%

In the present study it was found that specific
diagnosis of nontubercular upper lobe lung lesion is oftenly
delayed as clinically it mimicks tuberculosis involving
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apicoposterior segment and radiologically non-resolving
pneumonia or centric cavitation in malignancy is interpreted
a tubercular. In high risk group of malignancy. repeated
sputum smear negativity of AFB in patients with upper
lobe lesions should make the clinician to suspect the
possibility of bronchogenic carcinoma. Clinician’s
awareness in this regards specially in respect of on going
RNTCP is very important as many category-III patients
may be misdiagnosed cases of tuberculosis and ATT may
cause further delay in management of malignancy when

it may become quite advance.

Out of a total of 98 cases, 45(45.9%) were found
to have nonmalignant lesions, majority 42(93.33%) of
patients had pneumonitis and 2 patients had fungal infection
(mycetoma) and one patient had tuberculoma. Out of these
42 pneumonitis patients, 36 improved on giving an extensive
course of antibiotics.  Six paients had to be put on
antibercular chemotherapy and all showed improvement.
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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 Voice 10 (90.9) 1 (9.1) 11

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) 22 (39.3)

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 cytotog1y

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 (4.4) 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

FemaleMaleAge
Group Sq.

Cell
Ca

Small
Cell
Ca

Adeno
Ca

Undiffer-
entiated

Ca

Large
Cell
Ca

Sq.
Cell
Ca

Small
Cell
Ca

Adeno
Ca

Undiffer-
entiated

Ca

Large
Cell
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 left-upper lobe

Fig. 2 CT-Thorax showing collapse left upper Lobe

Fib. 3 FNAC Lung smear showing atypical cells with high nuclear cytoplasmic ratio
 and prominent nucleoli suggestive of malignancy lung.
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Fig. 2 CT-Thorax showing left hilar mass lesion with small ndular parenchymal opacities

Patient -2

Fig. 1 Chest X-ray PA view showing left upper lobe cavitating lesion suggestive of pulmonary tuberculosis.

Fig. 3 Bronchial Biopsy smear showing equamous cell carcinoma.
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