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computed tomography  (CT) scan images are given in 
Figure 2.

QUESTIONS

1.	 What are the findings on the CT scan?
2.	 What is the radiological diagnosis based on the CT scan 

findings?

A  21‑year‑old nonsmoker man presented with low‑grade 
fever, cough, and streaky hemoptysis for the past 1 month. 
His medical history and general examination were 
unremarkable. Respiratory examination revealed rhonchus 
in the left interscapular area. Hemogram and blood 
biochemistry were normal. Enzyme‑linked immunosorbent 
assay for human immunodeficiency virus was negative. 
The chest radiograph showed a heterogeneous opacity 
in the left lower zone [Figure 1]. The contrast‑enhanced 
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Figure  1: Chest radiograph in posteroanterior projection showing 
heterogeneous opacity in the left lower zone

Figure  2: Contrast‑enhanced computed tomography of chest: 
(a) transverse section mediastinal window at the level of carina, 
(b) transverse section mediastinal window at the level of the left and 
right main bronchus,  (c) transverse section lung window showing 
lingular lobe
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ANSWERS

1.	 The CT scan shows a heterogeneous‑enhancing 
posterior mediastinal mass with a tiny calcific 
focus extending from left hilum to left paravertebral 
region, encasing the descending aorta, left main 
pulmonary artery, left inferior pulmonary vein, and 
the subsegmental bronchus of superior segment of left 
lower lobe  [Figure 2a and b]. Multiple centrilobular 
nodules and fibrobronchiectatic changes are seen in 
lingula [Figure 2c].

2.	 Posterior mediastinal mass is due to granulomatous 
fibrosing mediastinitis (FM).

The differential diagnoses of a posterior mediastinal 
mass are metastatic carcinoma, lymphoma, neurogenic 
tumors, and rarely fibrosing medistinitis. Since our patient 
was young without any smoking history, malignancy 
was unlikely. The presence of calcification in the lesion 
and absence of lymphadenopathy made lymphoma 
unlikely. The neurogenic tumor, i.e., nerve sheeth 
tumor, sympathetic ganglia tumors, and paraganglioma 
were also unlikely. The peripheral nerve sheath tumor 
manifests radiologically as a well‑circumscribed mass 
with well‑defined margins, which displaces adjacent 
structures without direct invasion. The benign sympathetic 
ganglionic tumors, i.e., ganglioneuromas, are also well 
marginated. The malignant sympathetic ganglia tumors 
which can invade the surrounding structures are seen 
only in children.[1] Paragangliomas have avid contrast 
enhancement due to a rich capillary network and delayed 
washout.[2] Since our case did not have any of the typical 
characteristics of neurogenic tumors, lymphoma, and 
carcinoma lung, FM was most likely.

There are two radiological subtypes of FM; granulomatous 
and nongranulomatous variety. The granulomatous variety 
shows focal, localized mass of soft‑tissue attenuation with 
dense or stippled calcification. The nongranulomatous 
variety shows diffuse and infiltrative homogenous soft‑tissue 
masses throughout the mediastinum involving multiple 
compartments without calcification.[3,4] Secondary lung 
parenchymal changes, such as atelectasis, consolidation, 
nodules, and infiltrations, can also be found with 
granulomatous variety.[5] Thus, the radiological findings 
in our patient were consistent with granulomatous FM.

A fiber optic bronchoscopy was performed to prove the 
diagnosis and determine the etiology. It showed extrinsic 
compression of superior segment left lower lobe bronchus. 
Transbronchial lung biopsy revealed epithelioid cell 
granuloma with caseation necrosis. The special stains for 
fungus including histoplasma were negative. He was thus 
diagnosed with granulomatous FM due to tuberculosis and 
started on antitubercular treatment. The follow‑up CT scan 
after 2 months showed regression of the lesion [Figure 3].

DISCUSSION

FM, also known as mediastinal fibrosis or sclerosing 
mediastinitis, is a rare, benign but progressive condition 
characterized by proliferation of the fibrous tissue within 
the mediastinum.[6] It ranges from a benign clinical course to 
complications, such as obstruction of vascular, airway, and 
esophageal structures.[3] The granulomatous variety can be 
due to histoplasmosis, sarcoidosis, tuberculosis, and other 
fungal infections, such as aspergillosis, blastomycosis, 
cryptococcosis, and mucormycosis.[6] In our case, 
although the biopsy specimen demonstrated granuloma, 
the residency in nonendemic area, absence of fungal 
element and stain for histoplasmosis, immunocompetent 
status of the patient, and presence of caseation ruled out 
histoplasmosis, other fungal etiology, and sarcoidosis. 
Bronchoscopy may reveal extrinsic compression of the 
large airways, but bronchoscopic biopsy usually fails to 
give accurate histological diagnosis. It was a rare case 
where transbronchial lung biopsy proved the diagnosis.

The literature on granulomatous FM due to tuberculosis 
is scant.[7,8] The treatment options range from medical, 
surgical, to palliative care only. Antitubercular therapy 
should be given in cases where definite diagnoses have 
been established. Corticosteroid has limited benefit.[4,7,9] Our 
patient responded to antitubercular therapy without steroids.

To conclude, granulomatous mediastinal fibrosis is a 
radiological diagnosis. Tuberculous granulomatous FM, 
one of the rare differential diagnoses, should be kept in 
mind while dealing with posterior mediastinal masses.
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Figure 3: Comparison of computed tomography image before and 
after treatment: (a) initial computed tomography, same as Figure 2a, 
(b) follow‑up image after 2 months of antitubercular treatment
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