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Abstract
Context: Mediastinal masses occur worldwide. Compartmental occurrence and pathological variants vary
widely, hence, the need for more studies. AIM: The study was conducted to further shed light on pathophysiological and current management challenges of mediastinal masses. Settings and Design: It was a prospective hospital based study spanning a period of 5 years. Methods and Materials: We gathered patients in
series noting their ages and sex, presenting symptoms, investigation reports, treatment modalities and associated postoperative complications. Statistical Analysis Used: Data was analysed manually looking at frequency distribution, correlation of malignancy with compartment involved and duration of symptoms against
incidence of malignancy. Results: We saw 38 patients with significant male preponderance. Most tumours
were in anterior mediastinum and population distribution was leptokurtic. Conclusions: Population distribution of mediastinal masses is leptokurtic. The second to the fourth decades of life are mostly affected. There
was no correlation between occurrence of malignancy and the mediastinal compartment involved. Most benign tumours are symptomatic and duration of symptoms is not discriminatory between benign and malignant variants. Occurrence of malignancy had no bearing with duration of symptoms. If less than two months,
it became significant at sixth month when benignity was positively correlated with long duration of symptoms.
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1. Introduction
The mediastinum is the space between the two lungs.
The space is protected by the rigid anterior and posterior
chest walls. Much of the space is occupied by the heart
and the great vessels. The other components include
lymph nodes and thoracic ducts to mention a few. Any of
these component organs can become enlarged thereby
becoming symptomatic or even asymptomatic. Mediastinal tumours benign or malignant may be primary or secondary, congenital or acquired [1-4]. Most benign tumours are primary to the mediastinum in location but
cervico-mediastinal tumours are also fairly common.
They are mostly solid tumours, but may be cystic or
mixed.
Benign masses present mostly with pressure symptoms. They also present with endocrine symptoms. Malignant masses may present with pressure or constitutional symptoms. However some tumours may present
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with atypical symptoms. Ankermann and his colleagues
[5] found three paediatric cases that presented like bronchial asthma. Critical mediastinal mass with propensity
to cause respiratory symptoms in children is associated
with the followings: anterior location of the mediastinal
mass, histological diagnosis of lymphoma, presence of
superior vena caval obstruction, radiological evidence of
vessel compression or displacement, pericardial effusion
and pleural effusion [6].
The histological patterns also vary widely. The common
benign tumours of the antero-superior mediastinum include thyroid masses, thymomas and vascular tumours to
mention a few. The middle mediastinum is dominated by
the pericardial masses while the posterior mediastinum is
dominated by neurogenic tumours like ganglioneuromas.
While an earlier report from Ibadan, southwest Nigeria
confirmed lymphomas as the commonest primary mediastinal masses, [7] Lam and his colleagues [6] in Singapore found neurogenic tumour as the commonest hisSS
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tologic variant. Some of the rare tumours of the mediastinum include sarcoma of follicular dendritic cells in
the posterior mediastinum, non seminomatous germ cell
tumour, adenomatoid tumour, mediastinal extramedullary haemopoietic tumour, thoracic duct cysts and
cervicothoracic schwannoma. [8-12]
In view of the internal location of most mediastinal
masses, symptomatology has to be supported by imaging
techniques to define the tumours. Diagnosis was based
mainly on clinical features and standard chest radiographs in Nigeria till about a decade ago [13]. Fine needle aspiration has been tried by authors from Saudi Arabia [9] and another team in Ibadan. [10] Personal experience, though not published shows that the gold standard nowadays for the diagnosis of mediastinal masses is
imaging, and it has reduced the incidence of diagnostic
thoracotomy in the management of such masses.
Access to the mediastinum is usually through a thoracotomy or sternotomy incision but a cervical approach
may suffice for some cervicomediastinal lesions. More
recently, endoscopic computer-enhanced mediastinal
mass resection using robotic technology is being done
thorough minimal access [14]. This is associated with
shorter hospitalisation because surgical trauma is minimised.
This work was done to study the pathophysiological
issues and management challenges of mediastinal masses.

2. Subjects and Methods
The design of the study was for a prospective and hospital based setting spanning five years in the metropolitan
Lagos, Nigeria. We created a protocol for entering the
relevant data. These data included patients’ demography
with special note of age and sex. We took note of the
presenting symptoms, report of investigations stating the
location of the mass, treatment modality and specific
associated operative and postoperative complications.
We excluded vascular masses like thoracic aneurysms
and all masses that were treated with chemotherapy and
radiotherapy. We only included the surgically treated
cases.
The data was subsequently analysed. We looked at the
frequency distribution of the data.
We also looked at the duration of symptoms vis-à-vis
the incidence of malignancy and we sought correlation
between mediastinal compartment involved and occurrence of malignancy.

3. Results
There were 38 patients with Mediastinal masses in 5
years. They consisted of 29 males and 9 females giving a
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Male: Female ratio of 3.2:1.
The antero-superior Mediastinal masses dominated
with 29 patients (76.3%) while 18.4% and 2.6% were
found in the posterior and middle mediastinum respectively (Table 1). The sample population had a mean age
of 33.7 ± 10.0 years. The median of 32.7 was close to the
mean and it was marginally leptokurtic. This means that
the distribution was close to normal with a Pearson
Skewness of +0.30
We saw 17 thyroid masses constituting 44.7%, 10 patients had lymphomas constituting 26.3% and 7cases of
neurogenic tumour 18.4%. Others were 3 thymic tumours (7.9%) and only one pericardial cyst (2.6%).
The asymptomatic patients were 13 (34.2%) in all.
They were incidental findings on chest radiographs.
There was no correlation between occurrence of malignancy and the mediastinal compartment involved. This
correlation could not be tested with the middle mediastinum because we saw only one middle mediastinal mass.
There was also no correlation between duration of
symptoms and occurrence of malignancy as tested with
arbitrary durations of one and two month durations respectively. The position changed at the 6th month where
87.3% were found to be benign.

4. Discussion
Tumours of the mediastinum are either primary or secondary. Management of mediastinal tumours can be
challenging. The reasons for this have to do with the
need for complex or sophisticated facilities for diagnosis
and treatment. This often limits the diagnosis and treatment of such tumours.
In our study, we saw 38 patients who had mediastinal
masses in five years. This constituted an annual hospital-based occurrence of 7.6 cases and it was nearly double the occurrence of mediastinal masses in Ibadan, a
centre 120 kilometres North-east of our centre [7] within
Table 1. Age & sex distribution and locations.
Age Range
(yrs)

M

F

<10

1

-

1

-

-

1

11 - 20

1

-

1

-

-

1

21 - 30

10

2

11

-

1

12

31 - 40

13

4

13

1

3

17

41 - 50

2

3

3

-

2

5

51 - 60

1

-

-

-

1

1

>60

1

-

-

-

-

1

Total

29

9

29

1

7

38

Antero-superior Middle Posterior

Total
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the same period. We have no good explanation for the
increased occurrence at our centre.
Our study showed a male preponderance of 76.3%.
This is very close to the finding of 71.4% in the same
study (vide supra) conducted over a 24-year period.
The mean age in our series was 33.7 ± 10 years. It is
fairly close to the mean of 35.2 ± 22.1 years found in a
similar report for the same region [13]. Cumulatively,
76.3% of the affected patients in our series were in the
3rd and 4th decades of life with a skew towards the 4th
decade.
More than 2/3 of the tumours were in the antero-superior mediastinum, followed by less than 20% in
the posterior mediastinum and the middle mediastinum
harboured only one case. This distribution is quite similar to positions held by earlier authors [7,13].
Thyroid masses contributed 44.7% of the tumours
while lymphomas and neurogenic tumours were 26.3%
and 18.4% respectively. This contrasts with earlier positions where lymphomas, thymic tumours and thyroid
masses were found in reducing order [7,13].
Majority of our patients were symptomatic at presentation. In all, 65.8% presented with varying symptoms
leaving only 34.2% as incidental findings. Even at that,
the asymptomatic group is still very significant and it
might constitute a good reason for routine screening of
patients in the 2nd and 3rd decades of life.
There is no particular preference of malignant tumours
for any mediastinal compartment. Also, within a period
of 2months of symptoms, there was no correlation between occurrence of malignancy and duration of symptoms to an extent that 87.3% of cases were found to be
benign.
We therefore concluded that long duration of symptoms (>6 months) is a pointer to benignity of mediastinal
tumours.
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