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Intrathoracic tuberculous lymphadenopathy:
clinical and bronchoscopic features in 17 adults
without parenchymal lesions
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Abstract
Background- Whilst intrathoracic lymph-
adenitis is a characteristic sign ofprimary
tuberculosis in children, its presence with-
out parenchymal lesions in adults is un-
usual and makes the diagnosis using non-
invasive techniques difficult. The diag-
nostic role of bronchoscopy in adults with
intrathoracic tuberculous lymphadenitis
is reported.
Methods - Seventeen patients with intra-
thoracic lymphadenopathy seen during
1993 who had all undergone bronchoscopy
and had been found to have tuberculosis
in the absence of any parenchymal lung
lesions were evaluated retrospectively.
Results - Right paratracheal lymph-
adenopathy was observed on the plain chest
radiograph in all the patients. Fifteen of
the 17 patients had an endobronchial ab-
normality and samples taken at broncho-
scopy gave a definitive diagnosis in
nine (53%) of the 17. Four patients had
ulcerating endobronchial granuloma and
all had biopsy samples positive for tuber-
culosis. Transbronchial or transcarinal
needle aspiration samples were diagnostic
in five of 11 patients (45%) subjected to the
procedure. Peripheral lymph node biopsy
diagnosed tuberculosis in two cases and in
the remaining six patients the diagnosis
was achieved by mediastinoscopy or thora-
cotomy.
Conclusions - Bronchoscopy has an im-
portant role in the diagnosis of intra-
thoracic tuberculous lymphadenopathy in
adults and should be considered before
other invasive procedures.
(Thorax 1996;51:87-89)
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Although intrathoracic lymphadenitis is re-
cognised as a characteristic manifestation of
primary tuberculosis, especially in children, its
presence in adults in the absence of any dem-
onstrable parenchymal lesion presents a diag-
nostic problem. There is a low diagnostic yield

from sputum examination in such patients.
However, sputum negative cases can be further
investigated by bronchoscopy which can be
useful in patients with suspected parenchymal
disease.' The diagnostic role of bronchoscopy
for intrathoracic lymphadenitis has not been
extensively studied,2 so we report a retro-
spective study of the yield from bronchoscopy
in 17 patients with intrathoracic lymphadenitis.

Methods
We retrospectively studied 17 adult patients
(five women) of mean age 30-1 years (range
15-59 years) who presented during 1993 with
intrathoracic lymphadenitis and no paren-
chymal lung lesion and were proven to have
tuberculosis. The diagnosis of tuberculosis had
been confirmed either by (1) a positive smear,
(2) a positive culture of sputum, lymph node
aspirate, or bronchial brushing, or (3) the pres-
ence of caseating granuloma in a bronchial or
lymph node biopsy sample. Chest radiographs
from all patients were assessed on admission
and on subsequent follow up and all had under-
gone computed tomographic (CT) scanning
of the thorax. All patients underwent a tuber-
culin skin test and had three sputum samples
examined for acid fast bacilli and cultured on
Loewenstein-Jensen medium.
Bronchoscopy had been undertaken on all

patients either because of negative findings for
acid fast bacilli on bacteriological examination
(15 cases) or to rule out malignancy (two cases).
Six patients in whom a diagnosis was not made
from bronchoscopy then underwent intra-
thoracic lymph node biopsy by media-
stinoscopy or thoracotomy. Bronchoscopy was
performed under general anaesthesia with a
rigid bronchoscope and bronchial secretions
were taken for smear and culture. Trans-
bronchial needle aspiration samples were ob-
tained under radioscopic control using a wide
bore needle.

Results
During the study period 6541 patients were
treated for tuberculosis at our centre with only
17 (0-26%) of these patients having intra-
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Figure 1 (A) A close up of the mediastinum and left
hilum from a posteroanterior chest radiograph of a patient
with bilateral mediastinal and left hilar lymph node
involvement and (B) computed tomographic scan of the
same patient.

Table 1 Radiographic findings in 17 cases of
intrathoracic tuberculous lymphadenopathy

Paratracheal
Imphadenopathy Hilar lymphadenopathy No. ofpatients

Bilateral Bilateral 3
Bilateral Right 1
Bilateral Left 2
Bilateral 2
Right Right 3
Right Bilateral 1
Right 5

None of the patients had any concomitant pulmonary par-
enchymal lesion.

Table 2 Diagnosis of intrathoracic tuberculous lymphadenopathy

Diagnostic method No. examined No. diagnosed Positivity ('o)

Peripheral lymph node (histological study) 2 2 100
Bronchoscopy 17 9 53
Mucosal biopsy for histological study 4 4 100
Transbronchial needle biopsy 11 5 45-4

Mediastinoscopy 4 4 100
Thoracotomy 2 2 100

thoracic lymphadenitis and no parenchymal
lung lesion. Sputum was smear negative in all
these 17 patients but was culture positive for
Mycobacterium tuberculosis in three patients
(18%). Tuberculin skin test with PPD gave an
induration of at least 10 mm in all cases (range
10-25 mm, median 16 mm).
Right paratracheal nodes were seen radio-

graphically in all patients. One patient had a
small pleural effusion, eight patients had bi-
lateral mediastinal lymph node involvement (fig
1A and 1B) and 10 had hilar lymphadenopathy
(table 1).

All but two patients had an endobronchial
abnormality with a widened carina in eight
patients, bronchial or tracheal displacement
by lymph node enlargement in seven patients,
ulcerating granuloma in four patients, and mu-
cosal erythema and swelling in five patients.
In all four patients with ulcerating granuloma
bronchial biopsies revealed caseating gran-
uloma and in three of these the biopsy cultures
were positive forM tuberculosis. Eleven patients
underwent transbronchial or transcarinal
needle aspiration and in five of these the
samples yieldedM tuberculosis. Thus, broncho-
scopy diagnosed tuberculosis in a total of nine
(53%) of the 17 patients.

In two patients with peripheral lymph node
enlargement the diagnosis of tuberculosis was
made by prior lymph node biopsy whilst the
bronchoscopy was not diagnostic. In the re-
maining six patients the diagnosis was made
from samples taken at mediastinoscopy (four
patients) or thoracotomy (two patients) (table
2).

All 17 patients were successfully treated with
a short course of standard antituberculous
therapy.

Discussion
Although lymph node enlargement as a mani-
festation of primary tuberculosis is much more
common in children, the presentation in adults
of such an abnormality on a chest radiograph
is not rare.34 In a large series reported in 1959
by Lyons and coworkers5 tuberculosis was the
fifth commonest cause of mediastinal en-
largement, accounting for 6% of 782 cases.
Intrathoracic lymphadenitis has been found to
be present in between 0 5% and 26% of cases
of tuberculosis in earlier studies.26 S Our lower
incidence of intrathoracic lymphadenitis at
0-25% of cases may be due to our selection of
only patients who did not have any dem-
onstrable parenchymal lung lesion, which was
not applied in previous studies. We found right
paratracheal lymphadenopathy in all our
patients with intrathoracic lymphadenitis and
this has been found to be the most commonly
affected site in other studies.23
The diagnostic value of sputum examination

is low in patients without parenchymal lesions
of tuberculosis. The value of bronchoscopy in
this situation has not been extensively evaluated
and Cameron et al9 noted that the procedure
had no diagnostic merit under these cir-
cumstances. Chang and coworkers2 observed

88

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thx.51.1.87 on 1 January 1996. D

ow
nloaded from

 

http://thorax.bmj.com/


Intrathoracic tuberculous lymphadenopathy

endobronchial involvement in 12 out of 16
patients (75%) with intrathoracic tuberculous
lymphadenopathy who underwent broncho-
scopy. In our study bronchoscopy yielded
the diagnosis in only nine out of 17 patients
(53%). This lower success may be explained
by the absence of parenchymal disease in all
our patients. We found a very high diagnostic
yield from mucosal biopsy samples taken from
the site of ulcerating granuloma and a 45%
success rate from transbronchial or trans-
carinal aspiration in the presence of tracheal,
carinal, or bronchial displacement by enlarged
lymph nodes. This high yield may relate to
our use of wide bore needles with the rigid
bronchoscope.
The presence of mediastinal lymph-

adenopathy, a positive PPD skin test, and a
chest radiograph suggesting a parenchymal
lesion are all highly suggestive of the diagnosis
of intrathoracic lymphadenitis. However, the
absence of any parenchymal lesions and a
high population prevalence of PPD skin posi-
tivity, such as is found in Turkey, make a

definitive diagnosis of intrathoracic lymph-
adenitis difficult. Our study indicated that
rigid bronchoscopy with appropriate sampling
can give the diagnosis in about half of such
cases, and direct lymph node biopsy, which
may require mediastinoscopy or thoracotomy,
diagnosed the remaining patients.
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Impairment of endothelium-dependent
pulmonary vasodilation in patients with
primary pulmonary hypertension
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Background - Pulmonary vascular tone
may be modulated by endothelium-
derived vasoactive mediators. Endothelial
dysfunction is thought to occur in primary
pulmonary hypertension. The aim of this
study was to evaluate the vascular re-
sponses of patients with severe primary
pulmonary hypertension to endothelium-
dependent vasodilators (for example,
substance P) and non-endothelium-
dependent vasodilators (for example,
adenosine).
Methods - Six patients with primary pul-
monary hypertension (mean (SE) systolic,
diastolic, and pulmonary artery pressures
91*1 (7), 45-2 (3), and 62 (4.2) mmHg, re-
spectively, and baseline total pulmonary
vascular resistance (TPVR) 1949 (164)
dynes *s* cm-5) underwent sequential in-
fusions of substance P (5-100 pmolmin)
and adenosine (5-50 pg/kgImin) in ran-
dom order. Pulmonary and systemic
haemodynamics were monitored by in-
dwelling radial and pulmonary arterial
catheters.
Results - Substance P caused a marked
fall in systemic vascular resistance (SVR)
but minimal pulmonary vasodilation

(mean maximal percentage change from
baseline in TPVR:SVR ratio 27 85 (6.5)%,
p <0.01). Adenosine caused TPVR to fall,
but resulted in no change in SVR (mean
maximum percentage change from base-
line in TPVR:SVR ratio -9.85 (3.5)%, p
<0 05).
Conclusion - Endothelium-dependent vaso-
dilation is deficient in the pulmonary cir-
culation of patients with primary pul-
monary hypertension and may contribute
to the abnormalities of pulmonary vas-
cular tone and reactivity seen in that con-
dition.
(Thorax 1996;51:89-91)
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Primary pulmonary hypertension is rare, oc-
curring most frequently in women in their third
and fourth decades, and with a mean survival
time after onset ofsymptoms of only 2-3 years.1
Early studies speculated that vasoconstriction
was a major component of the increase in
pulmonary vascular resistance (PVR) that char-
acterises the condition. However, more recently
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