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ABSTRACT 

Aim: Nontuberculous Mycobacterial Lymphadenitis (NML), which occurs in 1.2 per 100,000 children, is very rare. 
And those which emerge at the anterior cervical portion and infiltrate deep into the neck are even more rare. Generally, 
this disorder is uncommon existed near the thyroid gland. We report here a case of NML mimicking a thyroid tumor 
and infiltrating into the deep part of the anterior neck. Case: A mass at the anterior portion of her neck was found at 5 
years old. It was not mobile and palpated as an irregularly surfaced hard mass whose size was 3 cm at the anterior lower 
portion of her neck. Ultrasonography showed an oval mass which existed near the slightly inferior part of the right lobe 
of the thyroid gland. Enhanced computed tomography showed a mass near the slightly inferior part of the right lobe of 
the thyroid gland. The mass was resected with the platysma and the right sternohyoid muscle. In the HE staining, epi- 
thelioid cell and Langhans type giant cells surrounding coagulative necrosis lesions which seemed to be caseation ne- 
crosis existed, similarly to cervical NML. Discussion: No consensus exists for the treatment of NML, but many docu- 
ments advise complete excision. When the lesion cannot be completely removed, excision as far as possible and addi- 
tional antibiotics are recommended. The characteristics of imaging of NML around the thyroid gland and infiltrating 
deep into the anterior neck and mediastinum are discussed. 
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1. Introduction 

Nontuberculous Mycobacterial Lymphadenitis (NML) is 
a very rare and an uncommon cause of cervical lympha- 
denitis in children. And those which emerge at the ante- 
rior cervical portion and infiltrate deep into the neck are 
even more rare. Although complete surgical excision of 
the affected region has been the accepted therapy based 
on its superior cure rate, recent reports have suggested 
that medical therapy may have a role in the treatment of 
this disease [1]. Generally, this disorder is uncommon 
existed near the thyroid gland. We report here a case of a 
5-year-old girl with NML that emerged around the thy- 
roid gland and infiltrated deep into the neck and medi- 
astinum. We review the literature of this type of disorder 
and discuss the characteristics of imaging and the pro- 
blems associated with the surgical and medical treat- 
ments.  

2. Case Report 

A mass at the anterior portion of her neck was found by 
her mother at 5 years old. On admission, it was not mo- 
bile and palpated as an irregularly surfaced hard mass 
whose size was 3 cm at the anterior lower portion of her 
neck. Her blood chemistry values were within normal 
limits. The Mantoux test was done and was slightly posi- 
tive. Plain chest X-ray showed no abnormal findings. 
Ultrasonography showed an oval mass which existed 
near the slightly inferior part of the right lobe of the thy- 
roid gland. Enhanced Computed Tomography (CT) showed 
a mass near the slightly inferior part of the right lobe of 
the thyroid gland (Figure 1). The content of the mass 
was low density, and the mass contained a dissepiment 
configuration and had a mural enhancement effect on the 
enhanced CT. The border of this lesion was unclear and 
the mass was 3.2 × 2.5 × 2.6 cm in diameter. The mass 
extended from the inferior pole of the right lobe of the 
thyroid gland to the dorsum of the upper margin of the  
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Figure 1. Enhanced Computed Tomography (CT) showed a 
mass at the slightly inferior portion of the right lobe of thy- 
roid gland. The content of the mass was low CT value and 
the mass contained dissepiment configuration and had a mu- 
ral enhancement effect. The mass extended from the infe- 
rior pole of the right lobe of the thyroid gland to the dor- 
sum of the upper margin of the sternum. 
 
sternum. 

She was operated on with a diagnosis of unknown 
cervi cal tumor. The tumor invaded the platysma and the 
right sternohyoid muscle. We therefore resected the mass 
with those muscles (Figure 2). The intraoperative frozen 
section histopathological diagnosis was acid fast bacillus 
infection, based on the findings of hyperplasia of the epi- 
thelioid cell which seemed to surround caseation necrosis 
with the Langhans-type giant cell. In the HE staining, 
epithelioid cell and Langhans type giant cells surround- 
ing coagulative necrosis lesions which seemed to be ca- 
seation necrosis existed, similarly (Figure 2). We could 
could recognize a few bacteria in Oraminrodamin staining. 

The results of the general bacterial culture of the re- 
sected tumor and postoperative drain discharge were 
negative, but the Ziehl Neelsen stain of the resected tu- 
mor was positive, Gaffky 1. For sputum, gastric juice and 
drain discharge, bacterial cultures were negative. Ac- 
cording to the polymerase chain reaction, the results of 
Mycobacterium tuberculosis, Mycobacterium Avium and 
Mycobacterium intracellurae were negative in the re- 
sected mass tissue, sputum, gastric juice, and drain dis- 
charge. Based on these findings, the final diagnosis was 
cervical NML. 

After discharge, she had been prescribed clarithromy- 
cin 15 mg/kg/day for 2 months. She dropped out of our 
follow-up because of familial issues. 

3. Discussion 

NTM lymphadenitis is very rare, and occurs in from 1.2 
to 77 children per 100,000 [2,3]. However, this disease 
has shown an increasing tendency recently, and some- 
times shows development to the cervical deep part and 
mediastinal space such as in our case. A report shows 
61% submandibular, 11.8% preauricular, 11% anterior 
cervical, 2.5% posterior triangle, 5.9% laryngopharyn- 
geal, 2.5% axillary, 1.6% inguinal, 0.9% submental, 
0.9% buccal, 0.9% subclavian, 0.9% thigh [4]. Therefore, 
cases of the anterior region of the neck such as our case 
are rare.  

 
Figures 2. (A) Operation picture of the neck tumor. The 
tumor invaded the platysma and the right sternohyoid mu- 
scle, so we resected the mass with those muscles; (B), (C) The 
pathology of HE staining showed epithelioid cells (black 
arrow head) and Langhans type giant cells (black arrow) 
surrounding a coagulative necrotic lesion which seems to be 
caseation necrosis (white arrow head). 
 

As to the treatment of mycobacterial infection, the first 
line is surgical intervention. The cure ratio is reported 
tobe 74%—more than 99% by complete excision, 33% - 
92% by curettage [4], and 0% - 27% by incision and 
drainage [5], so it is thought that we require excision or 
at least curettage. However, when there is a risk for da- 
mage of a critical portion or for the tumor to reach the 
cervical deep part such as in our case, we need to resect 
the mass partially and require antibiotic therapy. The rate 
of re-operation after administration of postoperative anti- 
biotics varies widely from 0% to 42%. There is no con- 
sensus regarding the postoperative use of antibiotics.  

4. Conclusion 

In conclusion, we experienced a very rare case of NML 
which emerged around the thyroid gland and infiltrated 
into the deep part of the neck and mediastinum mimick- 
ing a thyroid tumor. We should perform resection as far 
as possible, and perform additional antibiotic therapy. 
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