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ABSTRACT

Neoplastic and non-neoplastic pathologies can cause lesions in the mediastinum. Bronchogenic cysts, 

germ cell tumors, lymphoma, lymph node hyperplasia, thymoma, thymic cysts, and thyroid masses 

tend to develop in mediastinal compartments. Tuberculosis would cause lymph node enlargement in 

many areas of the body but it is a very rare cause of mediastinal mass. We report a case of tuberculosis 

presenting with isolated, large middle mediastinal mass with high FDG uptake in PET/CT. We also 

present a short review of reported cases of mediastinal tuberculosis.
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Introduction

The mediastinum is the central compartment of the tho-
racic cavity that was divided into three compartments 
as anterior, middle and posterior. Different anatomical 
classifications of the mediastinum are reported in the lit-
erature [1]. These classifications are helpful in clinical 
practice to classify the mediastinal pathologies.

The middle mediastinum is located in between 
pericardium in anterior and vertebral body in poste-
rior. Bronchogenic cysts, bronchogenic tumors, lymph 
nodes, vascular masses and pleuropericardial cysts tend 
to develop in this mediastinal compartment. Tubercu-
losis would cause lymph node enlargement in different 
parts of the body, but it is very rare cause of mass in the 
middle mediastinum [2]. We report a case of tuberculo-
sis that presenting with isolated, large middle mediasti-
nal mass with high FDG uptake in PET/CT.

Case Report

A 67-year-old female presented with complaints of breath-
lessness and chest pain for the last four months was referred 
to our department. The patient was a non-smoker, and there 
was not any history of chronic illness, prior hospitalization 
or surgery. Her family history was also non-significant. The 
laboratory tests showed only leukocytosis (13.0 × 109/ L) 
and mild anemia (hemoglobin 11g/dL). Chest radiogram 
revealed mediastinal enlargement, so thorax computed to-
mography is taken.  Thorax CT is revealed a 6x7 cm solid, 
homogeneous, smoothly limited mass located in the para-
tracheal region in the middle mediastinum (Figure 1). 

Figure 1. 6x7 cm solid, homogeneous, smoothly limited mass lo-

cated in right paratracheal region. 

There were no invasion of structures such as the 
phrenic nerve, major vascular structures, lung, or ster-
num. To differentiate malign and benign conditions, 
PET-CT reported a high FDG uptake (Figure 2).

Figure 2. PET-CT demonstrate high FDG uptake in the mass.

Because of the paratracheal localization of the mass, 
EBUS-TBNA is performed, but the diagnostic sample 
could not be obtained. So surgical excision was planned 
to make a definite diagnosis and alleviate symptoms of 
the mass effect. 

Surgical Technique

Video-assisted thoracoscopic surgery was performed 
with a selective intubation. The first incision, about 3-4 
cm long  was performed at the 4th intercostal space in 
the mid-axillary line to have a good access for the dis-
section of the middle mediastinum. The second incision 
was performed in the 7th intercostal space, in the mid-
axillary line and was used as a camera port. The thoracic 
cavity was inspected visually and mediastinal, paratra-
cheal mass was seen as surrounded by the mediastinal 
pleura above the level of the azygos vein (Figure 3). 

Figure 3. Mediastinal, paratracheal mass is seen as surrounded with 
mediastinal pleura above the level of the azygos vein.

Mediastinal pleura was incised and the mass was 
freed up from superior vena cava and azygos vein with 
blunt and sharp dissection. The mediastinal mass was 
totally excised and the rapid diagnostic procedure per-
formed via frozen section (Figure 4). 
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Figure 4. Paratracheal region; seen after total excision of the medi-

astinal mass.

The frozen section reported that, the mass excised 
from middle mediastinum is a granulomatous lymph 
node secondary to tuberculosis infection (Figure 5).  

Figure 5. A 6x7 cm solid mass was reported as granulomatous 

lymph node by frozen section.

After the air leakage and hemorrhage control, a 28 
French chest tube was inserted into the thoracic cavity 
through the camera port. 

Postoperative Follow-up

The postoperative course was uneventful. The chest 
tube was removed on the post-operative day 2, and the 
patient was discharged on the postoperative third day.

Discussion

Neoplastic and non-neoplastic pathologies can cause le-
sions in the mediastinum. It is usually difficult to make 
a definitive diagnose due to the wide range of etiolo-
gies. Bronchogenic cysts, bronchogenic tumors, lymph 
nodes, vascular masses and pleuro-pericardial cysts 
may present as a large mass in the middle mediastinum 

[1]. In most of the cases patients don’t have any symp-
toms and mediastinal lesions are usually detected inci-
dentally. If the lesion is large enough to make a com-
pression to neighboring structures clinical presentations 
like chest pain, dyspnea and cough would be seen.

Chest computed tomography (CT) is a valuable im-
aging modality for the evaluation of mediastinal masses. 
Also, magnetic resonance imaging (MRI) are used to dis-
tinguishing cystic from solid masses and to prove invasion 
to mediastinal structures especially in malign conditions.

Fluorodeoxyglucose (FDG) - positron emission to-
mography (PET) is helpful to make a differential diag-
nosis and evaluation of treatment response, especially in 
malign conditions like thymoma and germ cell tumors.  
Because of metabolic activity of inflammatory cells are 
increased FDG uptake also seen in a granulomatous dis-
ease like sarcoidosis and tuberculosis.  Tuberculosis is 
the common cause of peripheral lymphadenopathy, es-
pecially in developing countries. However, tuberculosis 
presenting as a large mediastinal mass is a rare condition.

In literature 11 cases of isolated mediastinal mass 
were reported [3-13].  In four cases, mediastinal mass 
was excised with thoracotomy. In other cases only a 
punch biopsy was performed (Table 1).

To the best of our knowledge, this might be the first 
case of total excision of a mediastinal mass with  VATS 
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procedure and diagnosed as tuberculosis,. The impor-
tant point for performing a VATS procedure is the ad-
vantage of decreased postoperative pain and a shorter 
hospital stay as known [14].

Total excision of a mediastinal tuberculosis is not 
necessary in all cases. However, if the patient has com-
pression signs and the diagnostic sample could not be 
obtained with biopsy, surgical excision should be needed. 

In conclusion, establishing the etiology of mediasti-
nal masses can be difficult. Imaging techniques includ-
ing CT, MRI, and PET-CT narrow the possible causes, 
but definitive diagnosis is performed only with histo-
pathological verification. If total excision is planned, 
VATS is a safe and feasible procedure even for large 
masses as in our case. We aimed to present this case in 
the immunocompetent patient presenting with an iso-
lated mediastinal mass. We also recommend the use of 
VATS when surgical excision is required.
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