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CASE REPORT
A 12-year-old female presented to the pediatric outpatient 
department with a swelling in the right side of the neck since 
one month associated with cough, weight loss and lethargy. 
On examination, the right cervical lymph nodes were matted 
and enlarged, measuring 4x3x1cm.  Chest X-ray was normal 
and sputum was negative for Acid Fast Bacilli (AFB). Peripheral 
smear examination showed microcytic hypochromic anaemia. 
Serological and biochemical tests were normal. Ultrasound 
imaging of the swelling showed heteroechoic lymph nodes in the 
right supraclavicular region (35 X 24mm). Fine needle aspiration 
of the right cervical lymph nodes showed cohesive clusters and 
singly scattered epithelioid histiocytes surrounded by small mature 
lymphocytes and neutrophils with granular caseous material in the 
background. A diagnosis of tuberculous lymphadenitis was made 
and anti-tubercular therapy (Category 1; Revised National TB 
Control Program) was started.

After five months of therapy, she developed breathlessness and 
mild intermittent fever without chills and rigors. The neck swelling 
had decreased in size. Examination of the respiratory system 
revealed increased vocal resonance in the right suprascapular area 
and monophonic wheeze along with coarse biphasic crepitations in 
the right infraclavicular area.

Chest X-ray showed an anterior mediastinal mass while the lung 
fields were normal. Therefore, the crepitations and wheeze were 
attributed to possible bronchial obstruction due to the mediastinal 
mass. The subsequent contrast enhanced computed tomography 
revealed focal atelectasis with associated fibrotic changes of the 
right upper lobe and multiple rim enhancing mediastinal lymph 
nodes [Table/Fig-1]. Ultrasound-guided fine needle aspiration of 
the mediastinal mass showed caseating epithelioid granulomas 
suggestive of tuberculosis. The probability of drug resistant 
tuberculosis was considered based on clinical and radiological 
assessment. The patient underwent thoracotomy. Intraoperatively, 
the mass was identified as the thymus and excision was done.

Macroscopically, the right lobe of thymus and the cystic left lobe 
of thymus measured 6.5x6.5x3cm and 9x3.5x1.5 cm respectively. 
The cut surface of both lobes showed a variegated appearance 
with hemorrhagic grey-white caseating areas rimmed by a fibrous 
capsule [Table/Fig-2]. The cyst in the left lobe was also filled with 
whitish granular caseating material.

Microscopically, the thymic tissue was studded with numerous large, 
confluent, caseating and non caseating epithelioid granulomas 
with dispersed Langhans giant cells [Table/Fig-3]. There were foci 
of dystrophic calcification, haemorrhage surrounded by reactive 
lymphoid tissue and thymic parenchyma with Hassalls corpuscles. 
Acid fast bacilli were seen on Ziehl Neelsen staining.
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 ABSTRACT
Tuberculosis is a severely debilitating disease and it rarely presents with involvement of the thymus. Only fifteen cases have been reported 
worldwide. We report a case of thymic tuberculosis in a 12-year-old female presenting with cervical lymphadenopathy. Computed 
tomographic imaging revealed a mediastinal mass which was then excised via thoracotomy. The gross appearance of the cut surface of 
both lobes was variegated with white, granular caseating material. Microscopy revealed multiple, caseating, epithelioid granulomas with 
dispersed Langhans giant cells surrounded by thymic parenchyma with Hassals corpuscles. The patient was treated with anti-tubercular 
drugs and her condition improved. On follow up, the patient is healthy and has gained weight.     

[Table/Fig-1a-d]: a) Axial section of CT chest showing an ill-defined hypodense 
peripherally enhancing lesion with smooth margin; b) Coronal section of CT showing 
ill-defined hypodense peripherally enhancing lesion in bilateral peri-hilar region; c) 
Sagittal sections showing similar findings as (b); d) Ill-defined peripherally enhancing 
lesion with central non-enhancing areas.

[Table/Fig-2]: Gross specimen of left lobe of thymus showing a cyst filled with 
whitish granular material.
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characteristics number Percentage

1. age Group (n=15)

Infant (<1year) 1 6.7

Childhood (1-15years) 1 6.7

Adolescent (15-18 years) 3 20.0

Early Adulthood (19-30 years) 6 40.0

Late Adulthood (>30years) 4 26.7

2. Gender (n=15)

Male 9 60.0

Female 6 40.0

3. Presentation (n=13)

Dyspnoea 6 46.0

Cough 5 38.5

Chest Pain 4 30.8

Wheezing 2 15.4

Weight Loss/ Failure to thrive 2 15.4

Asymptomatic 3 23.1

4. location of lesion (ct; n=10)

Anterior mediastinum 9 90.0

Middle mediastinum 1 10.0

5. thymic tissue (n=15)

Histopathological diagnosed TB (N=15) 15 100

Ziehl- Neelsen stain for AFB (N=13) 5 38.5

Culture for Mycobacterium tuberculosis (N=9) 5 55.5

6. treatment (n=15)

Surgical excision 15 100

Anti- tuberculous drugs 14 93.3

Category 2 anti-tubercular therapy was started post-operatively 
since she had received category 1 previously for the cervical 
lymphadenopathy. The fever subsided after 15 days of therapy. 
On follow up after 2 months, there was no history of recurrence of 
fever, no mediastinal widening, and the patient was tolerating anti-
tubercular therapy.

DISCUSSION
Tuberculosis continues to intimidate humanity as a severely debilitating 
disease. The involvement of the mediastinum by tuberculosis is 
very rare [1]. There have been very few case reports of mediastinal 
tuberculosis in literature. Tuberculosis rarely features in the list of 
thymic masses. Only fifteen cases of thymic tuberculosis have been 
reported in literature in the past seven decades, worldwide [1-14].

Even though the incidence of tuberculosis has increased with the 
increased prevalence of acquired immunodeficiency syndrome, the 
diagnosis of tuberculosis of the thymus is extremely rare [1]. Almost 
all of these cases were diagnosed in adults and adolescents with 
one case each involving a child and a six-month-old infant [8,13]. It 
has been suggested that thymic tuberculosis in infants and children 
was most likely primary tuberculosis unlike adults where it represents 
remnants of post primary localized mediastinal tuberculosis [4,14]. 
Salient characteristics of the 15 published cases are included in 
[Table/Fig-4].

The symptoms in previously reported cases of thymic tuberculosis 
included retrosternal chest pain, cough and progressive dyspnoea. 
Tuberculosis of the thymus can also present with non specific 
general symptoms like fever, lethargy, loss of appetite and weight 
loss. Three of the cases had a mediastinal mass without any clinical 
symptoms. Of the 12 symptomatic patients, 4 had evidence of a co-
existing pulmonary lesion [1-14].  The symptoms in these patients 
were slowly progressive except in the six-month-old infant which 
showed relatively rapid progress requiring medical attention within a 
week. This rapid progression was probably due to the infant airway 
being easily compressible leading to prominent complications 
resulting from airway obstruction [14]. 

The CT scan of our patient showed an anterior mediastinal mass 
which was similar to all the previously reported cases whose lesions 
were located in the antero-superior mediastinum except the one 
reported by Ruangnapan et al., [14]. In this case, the child had 
a middle mediastinal mass which was attributed to distortion of 
mediastinal structures due to over distension of the right lung. 

Fitz Gerald et al., reported a case of thymic tuberculosis associated 
with human immunodeficiency virus (HIV) [4]. Thus, thymic 
tuberculosis is possibly an immunodeficiency related opportunistic 
infection [9]. Therefore, routine haematological, biochemical tests 
and serological investigations for HIV/HbsAg need to be done. In 
our case, the serological investigations were negative.

As compared to chest X-ray, computed tomography of the thorax is 
more reliable. The presence of caseating epithelioid granulomas in 
cytologic and histopathologic examination establishes the diagnosis. 
Ziehl Neelsen stain for acid fast bacilli, tissue culture and polymerase 
chain reaction may also be done to confirm tuberculosis. Only 5 of 
the 15 reported cases had Mycobacterium tuberculosis documented 
by tissue culture [1-14]. In our case, even though Ziehl Neelsen stain 
was reported positive, the tissue culture was negative.

CONCLUSION
Tubercular infection can have varied and sometimes atypical 
presentations. Proper clinical history, examination and other 
laboratory investigations along with radiological tools help to evaluate 
all possible forms of presentation of disease. The occurrence 
of tuberculosis in unusual locations should be considered when 
the differential diagnosis of mediastinal masses is made as it is a 
treatable condition with a good outcome.
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[Table/Fig-4]: Characteristics of the 15 reported cases.
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