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Abstract: Isolated mediastinal tuberculous lymphadenitis is a

relatively common entity in children, second in frequency after

cervical localization. In the absence of an accompanying

parenchymal lesion, mediastinal tuberculous lymphadenitis

may pose a diagnostic dilemma on admission and must be

distinguished from other causes of mediastinal masses. Broncho-

scopy is suggested as a diagnostic tool where tuberculosis cannot

be excluded by radiology or specific skin tests. Thoracotomy

and excision is reported as necessary to treat the obstructive

symptoms. In this report, the diagnostic and therapeutic

feasibility of thoracoscopic mediastinal node biopsy in a

4-month-old presenting mediastinal tuberculous lymphadenitis

is reported.
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Tuberculosis lymphadenopathy is the most common
inflammatory mediastinal mass in pediatric age. It is a

prominent feature of primary tuberculosis (TB) most
often seen in children with a high incidence (47.7%
to 54%).1

It is reported that 60% of children with TB infection
and normal chest radiographs had enlarged lymph nodes
assessed by computed tomography (CT).2 Isolated
mediastinal TB is unusual but is more common in
children.3,4 The establishment of definitive diagnosis of
TB in children requires biopsy in patients with mediast-
inal lymphadenopathy without concomitant pulmonary
lesion.5,6 We present the diagnostic and therapeutic
feasibility of thoracoscopic mediastinal node biopsy
required for identification of TB-originated mediastinal
mass in a pediatric case.

CASE REPORT
A 4-month-old infant boy (size 58 cm, 5200 g) who was

under investigation for immune deficiency and cystic fibrosis
disease, presented with history of fever, productive cough,

and dyspnea since 40 days old. On examination, his body
temperature was 391C, respiratory examination revealed wide-
spread rhonchi, and hepatomegaly was present. On serologic
investigation, erythrocyte sedimentation rate was 46mm/h,
C-reactive protein was positive and white blood cell count was
29400. Mantoux testing and gastric juice culture were negative.
There was no clinical or laboratory evidence of cystic fibrosis
and/or immune deficiency. Patient had a history of grandfather
having TB. He had not had bacillus Calmette-Guerin (BCG)
vaccination and the remainder of his medical history was
unremarkable with no specific disease in his family. Plain chest
radiogram showed mediastinal extension and mass.

Thorax CT revealed enlargement of several lymph nodes
including the cervical as well as the infraclavicular, upper
paratracheal, prevascular, and paraesophageal groups, with the
largest node measuring 45� 50mm. There was right middle lobe
collapse owing to bronchial obstruction by the enlarged nodes
(Fig. 1).

FIGURE 1. The right middle lobe collapse owing to bronchial
obstruction by the enlarged nodes can be observed in MRI
study (left upper picture showing white outlined black arrow).
Prevascular, and paraesophageal mass, the largest node
measuring 45�50 mm with central abscess formation is seen
in CT images. CT indicates computed tomography; MRI,
magnetic resonance imaging.Copyright r 2008 by Lippincott Williams & Wilkins
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He was treated with nonspecific antibacterial agents for 15
days with the presumed diagnosis of pneumonia. The mentioned
cervical adenopathy was not palpable. Regarding the possibility
of a neoplastic lesion, the patient was considered for biopsy
because the mass persisted in the chest magnetic resonance
imaging after medical treatment. A diagnostic thoracoscopic
mediastinal biopsy was performed under bilateral lung ventila-
tion. A 5-mm scope was advanced through the anterior axillary
line at fourth intercostal space with the patient in a modified
prone position. An instillation of low flow pressure of CO2 (3 to
4mm Hg) was maintained to help collapse the ipsilateral lung.
Two additional ports (5mm and 3mm) were used to perform
an excisional biopsy from the conglomerated mass, apparently
an enlarged lymph node (Fig. 2). An intraoperative culture
was obtained from the resected specimen. The procedure
was sufficient for diagnosis and extensive surgery including a
possible conversion to open thoracotomy was regarded un-
necessary. Our surgical intervention enabled us to bring down
the size of the mass, and prompt peroperative diagnosis
supported by histopathology, led the pediatricians to start a
much earlier drug therapy. In result of this, the patient did not
develop postobstructive pneumonia.

Tuberculous infection was determined on the histopatho-
logic analysis of the lesion with caseous necrosis and Langhans
giant cells. The diagnosis of TB was accomplished and an
antituberculous drug (pyrazinamide, rifampin, and isoniazid)
therapy depending on the sensitivity tests, excluding steroids was
given for 8 months. The lesion disappeared on control chest
tomography 4 months postoperatively.

DISCUSSION
Isolated mediastinal TB lymphadenitis is a relatively

common entity in children presenting an incidence of 2%
to 5.8%, second in frequency after cervical localization.7

It is a complication of the primary pulmonary TB, which
could appear without parenchymal disease.5,8 In the
absence of an accompanying parenchymal lesion, med-
iastinal TB lymphadenitis must be distinguished from
other causes of mediastinal masses such as lymphoma,
sarcoidosis, and other malignant process.4,6 Ultrasound
and CT examinations may aid in detection of TB
lymphadenopathy, but unfortunately are limited to one-
third of the cases according to reported patients.6 It is
reported that such an enlargement reaches its maximum
2 to 6 months after the date of primary infection.1 In our
case, this period is 3 months.

Bronchoscopy and fine needle biopsy are reported
to have a low value for decisive diagnosis of TB lympha-
denopathy in childhood.7 The combination of tuberculin
skin test and cytologic examinations are reliable with a
sensitivity of 90%.6 Tuberculin skin test is a basic tool in
the diagnosis of TB infection, but false-negative reaction
is a common problem. Thus, excisional lymph node
biopsy is necessary for histologic analysis.5,9

Surgical treatment is not recommended in mediast-
inal TB lymphadenitis until it causes certain complica-
tions such as acute perforation of a major airway, severe
respiratory occlusion, or subcarinal esophageal obstruc-
tion.1,3 Failure of treatment of the gross enlarge hilar
lymph node may cause obstruction of the trachea and/or
bronchi, resulting in segmental or lobar collapse. The
small size of bronchi in children and the lack of rigidity is
the underlying cause in the pathologic process, easily
leading to collapse of the lumen. The incidence of collapse
owing to hilar lymphadenopathy is reported as 9.9%
between 0 and 4 years of age and drops dramatically to
1.9% in those over 12 years.1 The clinical picture in our
case was atelectasia owing to obstruction.

The indications for obtaining a lymph node biopsy
either through a thoracotomy or by minimal invasive
approach (video-assisted thoracoscopic surgery) are more
or less the same and the choice of approach is dependent
on the surgeon’s ability and expertize. A standard or
limited anterior thoracotomy and mediastinoscopy are
known as the traditional methods of approach in the
investigation and evaluation of a mediastinal mass.6,8 All
of these procedures have evident surgical morbidity and a
long time period is required for postoperative improve-
ment. Recently, pediatric thoracoscopic surgery has been
introduced as a preferred technique facilitating diagnosis
and treatment in mediastinal hilar lymphadenopathy
without parenchymal disease.9,10 The minimal invasive
surgical approach provided definitive diagnosis and a
shorter hospital stay with relative less pain and better
cosmetics in our 4-month-old case.

TB and its concomitant extrapulmonary lesions are
still an important issue in developing countries and have
to be distinguished in differential diagnosis. We must
point out that lymphadenopathy is not a complication
but an integral part in the pathophysiology of TB. The
fact that the mass effect has disappeared completely after
proper drug treatment supports this remark. Thoraco-
scopic biopsy of the mediastinal lymph node for definitive
diagnosis is a feasible technique even in the youngest age.
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FIGURE 2. Pleural attachment covering the relative healthy
lung tissue (white arrow) is carefully dissected away from the
conglomerated mass. Caseous necrotic discharge is draining
from the mediastinal lymph node, in the left picture.
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