
Eur Resplr J 
1991' 4, 758-760 

CASE REPORT 

Isolated intrathoracic tuberculous lymphadenopathy 

P. Van den Brande*t. J. Vijgen*, M. Demedtst 

Isolated intrathoracic tuberculous lymphadenopathy. P. Van den Brande, J. 
Vijgen, M. Demedts. 

• Geriatric Unit, St. Norbertusziekenhuis, Duffel, 
Belgium. 

ABSTRACT: We report an 82 yr old man with Isolated Intrathoracic 
lymphadenopathy of tuberculous origin, which Is an extremely uncommon 
presentatJon of tuberculosis especially In elderly Caucasian patients. The 
diagnosis was suggested by the computerized tomographic (CT)-scan 
showing central hypodense areas after contrast, and was subsequently 
proved by mediastlnoscoplc biopsy with histological and microbiological 
analysis. The atypical presentation of tuberculosis together with a nega
tive two-step S international units of purified protein derivative (IU-PPD) 
tuberculin skin test and a frequent contact with a cavernous index case 
points towards a primary Infection In this patient. 
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Intrathoracic tuberculous lymphadenopathy (ITL) has 
been a frequently encountered complication of primary 
lung tuberculosis in children but in the adult it has been 
reported as an unusual presentation [1-3]. ITL without 
parenchyma! infiltrations in the adult is an even rarer 
presentation and is commonly initially interpreted as a 
malignancy, especially lymphoma [3). 

We describe the presence of ITL without parenchyma! 
infiltration in an old man, with a nonspecific clinical 
presentation, a negative two-step tuberculin skin test, but 
a suggestive computerized tomographic (CI')-scan and a 
diagnostic mediastinoscopy. We discuss this very 
unusual manifestation of tuberculosis (TB) in the elderly 
in relation to data in the literature. 

Case report 

An 82 yr old, single man presented with a two month 
history of anorexia, weight loss and tiredness. The 
immediate reason for admission was cough and dysp
noea. On physical examination, a man in relatively good 
health was seen, however, a temperature of 37.5°C was 
noted. Auscultation of the lungs was unremarkable and 
no peripheral lymphadenopathies were palpated. The 
laboratory examination showed a sedimentation rate of 
112 mm after 1 h, but otherwise normal results, including 
liver function tests. 

Chest X-ray revealed a broadened upper mediastinum 
(fig. 1) without parenchyma! lung infiltrations. CT-scan 
of the thorax showed a non-homogeneous mass in the 
right paratracheal region (fig. 2, upper). On the 
postcontrast scan (fig. 2, lower) multifocal areas of lower 
density were seen in this mass. CT-scan of the abdomen 
showed no evidence of concomitant intra-abdominal 

Fig. 1.- Chest X-ray showing broadened upper mediastinum. 

lymph node enlargement. A fibreoptic bronchoscopic 
(FOB) examination did not reveal any tumoral process 
or eroding mucosa. Bone marrow examination showed 
no abnormal cells. 

Mediastinoscopy was performed which showed a 
smooth mass in which aorta and trachea were merged 
and which impeded further investigation of lower 
lymphadenopathies. Histological examination of the mass 
showed granulomas with centrally necrotic material. 
Staining of the biopsy specimen for acid-fast bacilli (AFB) 
was positive and culture of the biopsy specimen grew 
fully sensitive Mycobacterium tuberculosis after 6 weeks. 
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Fig. 2. - er scans of thorax. The lower scan was taken post contrast 
injection. 

A two-step tuberculin skin test with 5 international 
units (IU) of purified protein derivative (PPD) was 
negative on both occasions (interval of one week between 
the two applications). 

Treatment with isoniazid, rifampicin and ethambutol 
for 1 yr led to clinical improvement and the chest X-ray 
abnormality cleared up. A tuberculin skin test with 5 
IU-PPD after one year gave an induration of 12 mm. 

Epidemiological investigation detected another patient 
of the same village, who had been hospitalized a few 
weeks earlier with cavitary tuberculous disease. Once a 
week they had met when playing cards in the local 
association of retired people. The epidemiological 
survey did not reveal any other case of tuberculosis 
disease. 

One year after admission, antituberculous therapy was 
stopped. A tuberculin skin test with 5 IU-PPD showed 
an induration of 12 mm at that time. 

Discussion 

We report a patient with isolated ITL on chest X-ray, 
which was proved to be of tuberculous aetiology. 

Lru et al. [2], in their review of the literature in 1978, 
described only 23 cases of isolated ITL. Isolated ITL 
seems to be even less frequent in Caucasian than in 

non-Caucasian patients, which has been attributed to 
environmental and racial characteristics, previous 
exposure to tuberculous infections and differences in 
susceptibility and immunological reaction [2, 4, 5). It 
has to be emphasized that isolated ITL is even more 
uncommon in the elderly. Recently, four reviews 
describing clinical and radiographic features of pulmo
nary tuberculosis (PT) in elderly patients, did not report 
any case of ITL [6-9). Therefore, TB is generally not 
considered in the initial differential diagnosis and ITL is 
commonly interpreted as malignancy, especially 
lymphoma [3). 

We agree with AMOROSA et al. [10] that isolated ITL 
will probably be encountered more often in the future, 
owing to the changed epidemiological appearances of 
TB. 

CT-scan abnormalities in our patient, consisting of low 
density areas within the mediastinal lymphadenopathies 
on the postcontrast images, have been described by IM 
et al. [11] as very suggestive for ITL. They considered 
CT-scan very helpful in differentiating mediastinal masses 
due to ITL from other causes of mediastinal lymphaden
opathy. Central hypodense areas in mediastinal masses 
may, however, also be found in malignancies, especially 
thymoma but associated abnormalities generally allow 
for differential diagnosis by other non-invasive techniques 
to be made: in a thymoma the mediastinal mass is 
distinguishable from adenopathies; metastatic adenopa
thies are mostly associated with a non-occult primary 
malignancy which may frequently be a testicular tumour 
if the adenopathies show central hypodense areas; a 
lymphoma may cause an identical CT-scan abnormality 
to ITL but is often recognized because of associated 
features. 

Although the CT-scan may thus be of valuable 
diagnostic help, it should be complemented by a 
histological and microbiological confirmation especially 
in the elderly patient in whom the incidence of mediastinal 
malignancy is much higher than that of ITL. Therefore, 
mediastinoscopy should still be the standard method for 
diagnosis and should provide tissue for histological ex
amination, staining and culture (12). 

The question arises whether isolated ITL in the elderly 
patients, represents primary or postprimary TB [3, 10). 
Primary TB, indeed, implies a source of infection which 
has to be traced because of the risk for endemic spread 
of infection, especially in institutionalized elderly patients, 
as was shown by STEAD er al. [13). A classical method 
for documenting primary infection is the conversion of 
the tuberculin skin test. However, especially in elderly 
patients, the interpretation of a negative tuberculin skin 
test may be difficult, since temporary suppression of the 
immunological system or loss of cutaneous tuberculin 
sensitivity in untreated active PT becomes more frequent 
in this age group, for reasons not yet fully understood 
[14). In addition, the tuberculin reactivity may diminish 
with age in previously infected healthy subjects, but be 
enhanced again by a booster phenomenon of a test con
sisting of two to four steps [15]. However, the presence 
of the cavernous index case is a strong evidence for 
primary TB in our patient. Such primary TB in the 
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elderly may be a second primary infection due to the fact 
that the patient had outlived the bacilli of a previous 
infection as well as the T-cell clone that responded to 
tuberculin. 

Acknowledgement: The authors are very 
grateful to Dr J. Verschakelen for his advice 
and help with the interpretation of the er-scan. 

References 

1. Kittredge R, Fin by N. - Bilateral mediastinal 
lymphadenopathy in the adult. Am J Roentgen, 1966, 86, 1022-
1026. 
2. Liu C, Fields W, Shaw C. - Tuberculous mediastinal 
lymphadenopathy in adults. Radiology, 1978, 126, 369-371. 
3. Dhand S, Fisher M, Fewell W. - Intrathoracic tubercu· 
lous lymphadenopathy in adults. JAmMed Assoc, 1979, 241, 
505-507. 
4. Chang S, Lee P, Perng R. - Clinical role of bronchos
copy in adults with intrathoracic tuberculous lymphadenopathy. 
Chest, 1988, 93, 314-317. 
5. Choyke P, Sostman H, Curtis A, Ravin C, Chen J, Godwin 
J, Putman C. - Adult-onset pulmonary tuberculosis. Radiology, 
1983, 148, 357-362. 
6. Umeki S. - Comparison of younger and elderly 
patients with pulmonary tuberculosis. Respiration, 1989, 55, 
75-83. 
7. Morris C. - The radiography, haematology and 
biochemistry of pulmonary tuberculosis in the aged. Quart J 
Med, 1989, 71, 529-535. 
8. Alvarez S, Shell C, Berk S. - Pulmonary tuberculosis in 
elderly men. Am J Med, 1987, 82, 602-606. 

9. Katz P, Reichman W, Dube D, Feather J. - Clinical 
features of pulmonary tuberculosis in young and old veterans. 
JAm Geriatr Soc, 1987, 35, 512-515. 
10. Amorosa J, Smith P, Cohen J, Ramsey C, Lyons H. -
Tuberculous mediastinal lymphadenitis in the adult. Radiology, 
1978, 126, 365-368. 
11. Im J, Song K. Kang H, Park J, Yeon K, Han M, Kim C. 
- Mediastinal tuberculous lymphadenitis: CT manifestations. 
Radiology, 1987, 164, 115-119. 
12. Cameron E. - Tuberculosis and mediastinoscopy. 
Thorax, 1978, 33, 117-120. 
13. Stead W, Lofgren JP, Warren E, Thomas C. - Tuber
culosis as an endemic and nosocomial infection among the 
elderly in nursing homes. N Eng J Med, 1985, 312, 1483-1487. 
14. Battershill J. - Cutaneous testing in the elderly patients 
with tuberculosis. Chest, 1980, 77, 188-189. 
15. Van den Brande P, Tack J, Lambrechts M, Saldien V, 
Ceuppens J, Demedts M. - Evaluation of four sequential 
tuberculin skin tests in elderly subjects. Am Rev Respir Dis, 
1989, 139, A395. 

Adenopathie tuberculeuse intrathoracique isolee. P. Van den 
Brande, J. Vijgen, M. Demedts. 
RESUME: Nous rapportons !'observation d'un homme ageS de 
82 ans avec des ganglions mediastinaux solitaires. L'origine 
tuberculeuse de cette 16sion etait sugg6ree par le CT-scan 
d6montrant des zones centrales hypodenses. Cette etiologie a 
ete confirmee par l'examen histologique et des cultures du tissu 
obtenu par la m6diastinoscopie. Cette localisation de la 
tuberculose est tr~s rare dans les vieillards caucasiens. Une 
telle Usion peut etre d'origine tuberculeuse primaire plus-tot 
que du type de r6activation, et n6cessite le depistage du cas 
contaminateur. 
Eur Respir J., 1991, 4, 758-760. 




