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—Abstract—
Tuberculous Mediastinal Lymphadenopathy

—Simulating other mediastinal tumors in chest films—
Jae Hyung Park, M. D., Kun Sang Kim, M. D., Chu Wan Kim, M. D.
Department of Radiology. Seoul National University Hospital, Seoul, Korea

Radiographs of chest may hardly diffe entiate the tuberculous mediastinal lymphadenopathy in
children or adults with other mediastinal tumors sometimes when markedly enlarged mediastinal
lymph node is the main finding of tuberculosis.

6 cases of tuberculous mediastinal lymphadenopathy was collected which was confirmed histopathol-
ogically and of which findings in chest films are indistinguishable with other mediastinal tumors
especially lymphomas.

After analysing the findings in chest films, the followings: could be found

1) The locations of the lesions are mainly hilar and superior mediastinum but there are also many
variations of them, so these are of no significance in differential diagnosis with other mediastinal
tumors.

2) The contours of the lesions are unilateral in 5 caeses, and scalloped or diffusely widened appear-
ance in all cases. .

3) When mediastinal lymphadenopathy is the sole evidence of tuberculosis and even when additional
lesions are noted in lung parenchyme or pleura, occasionallyes chest x-ray only is insufficient to
differentiate the lesion with other mediastinal tumors including lymphomas.

4) Considering the frequency of tuberculosis in this country, whenever one suspecs any mediastinal
tumors in chest x-ray one should include the possibility of tuberculous mediastinal lymphadeno

pathy in differential diagnsis.
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Table I

Case Review

o 3 N & . .‘” \ o
No. | Age & Sex Clinical Findings §?§ﬁ°§gﬁ§‘1},‘_cu§1’1c‘%1‘g§fs | Confirmations
I 2y. F C.: A med. mass found | Ant. mediastinal mass ‘ Biopsy on operation:
in R.C. (Fig D fibrocaseous tb.
E.f WaN. L ‘
I 32y. M C.C.: Abd. distention R/O Lymphoma (Fig 2) | Biopsy on laparatomy:
P.E.: Ascites, Peritonitis | tb peritonitis. improved
sign(t) with anti-tb tx.

I 17y. F C.C.: Substernal dis- R/O lyphoma (Fig 3) Biopsy at neck mass
comfort, easy impoved with chemo
fatigability | therapy

P.E.: growing neck mass ;
v 2ly. F C.C.: Gen. weakness R/O Lymphoma (Fig 4 | Improved with anti-th. tx.
P.E.: L/N impalpable a~e) |
Rt. lung; breathing
sd. decreased
|
v 20y. M C.C.: known med. mass Ant. med. mass (Fig 5) | Exploratory thoracotomy
P.E.: WNL f
il 19y. F C.C.: Palpitation Sup. ant. med. mass | Scalene L.N. biopsy:
P.E.; Rt. scalene (Fig 6) | tb. lymphadenitis
node palpable
Table II Chest findings
Mediastinal findings Additional findings
No. Pt. -
Location Contour Lung Pleura

I 2y. F Lt. Hilar Well defined, smooth margin [ s

marked convexity

I 32y. M Rt. Sup. Med. Diffuse widening Radiating

Hilar nodular infiltration:
Bronchopul. Radisting border RM & RL

1l 17y. F Rt. Sup. Med. Well defined slight convexity with — —

diffuse widening

v 2ly. F Sup. Well defined scalloped Patchy inc. Effusion:

Both Hllar density: Rt.
RM,RU & LU
v 20y. M Rt. Sup. Hilar Diffuse widening nodular - Thickening
Rt.
W 19y. F Rt. Sup. Hilar Diffuse widening nodular — —
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Fig. 1.: A homogcnous round mass is seen in left Fig. 2.: Diffuse widening of right superior mediast-
hilar area and inseparable with left cardiac inum and nodular mass densities in right
border. hilar area. Raditing linear increased densi-

ties around the lower mass like lesion.

Fig. 8.: Diffuse widening of superior mediastinum, Fig. 4.—a. Bilateral superior mediastinal widening
right, with slight convexity. with some lobulatedcontour. Pleural effus-
ion, right. Small nodular convexity of left

hilum is seen.

Fig. 4—b, ¢. Similar findings with a.
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Fig. 4—d: Follow-up study of 6 months after the
initial check with antitb. medication shows
much improvement.

Fig. 5. : Diffuse mediastinal widening of right super- Fig. 6.: Diffuse widening with mild convex'ty of
ior portion. Semicircular nodular mass in superior mediastinum nodular mass density
right hilum. Pleural thickening, right. in right hilum.
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