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Recently greater attention has been given to the
pathological changes of the bronchi and parenchyma
caused by tuberculosis of the endothoracic lymph
nodes. There is general agreement that though
many cases show no symptoms, inevitable lesions
sometimes follow. According to the data of
Gorgenyi-Gottche (1958), 15-20% of patients in
Hungarian institutes for tuberculous children have
so-called 'epituberculous' lesions.
The combined antituberculous therapy employed

today cannot prevent perforation of the lymph
nodes, and because of the development of bronchial
stenosis and its consequences (developed in spite of
careful bronchoscopic treatment), a great many
patients come to operation.
We have reviewed the case histories of tuberculous

endotracheal lymph nodes in our clinic over a
10-year period. Between 1951 and 1960 we carried
out 303 lung resections in 296 children and adoles-
cents. Their distribution according to diagnosis is
shown in Table 1.
The distribution according to age and sex is

contained in Table 2 (our youngest patient was
2 months old).

In 70 7% of the 146 resections for tuberculosis,
in 36-2% of the 98 resections for bronchiectasis

* A paper read at a meeting of British Association of Paediatric
Surgeons in Stockholm, September 1961.

and in more than half the cases of chronic suppura-
tive lung diseases, we found the bronchial system

TABLE 1
DISTRIBUTION OF RESECTIONS ACCORDING

TO DIAGNOSIS

Diagnosis No. of Resections

Tuberculosis 146
Bronchiectasis 98
Pulmonary cystic disease 12
Chronic suppurative disease 9
Neoplasms . . 20
Pulmonary echinococcus 8
Miscellaneous 10

damaged by tuberculosis of the lymph nodes. This
is demonstrated by the diagram (Fig. 1).
The first column indicates the number of tuber-

culous resections; its shadowed part shows the 103
cases in which the lymph nodes played some role.
The indications for resections carried out on

tuberculosis can be summarized as follows:
(a) In three cases segmental resection was carried

out for primary tuberculosis. All three patients
had persistently positive pulmonary secretions, in
spite of antituberculous treatment for three years,
and one of them had repeated haemoptysis.

(b) Resections were carried out for tumour-like
enlarged bronchial nodes or for those which were
likely to perforate. They compressed the bronchus

TABLE 2
AGE AND SEX DISTRIBUTION IN 296 PATIENTS UNDERGOING RESECTION

FOR PULMONARY DISEASES
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FIG. 1.-The first column shows resections for tuberculosis: the
second column indicates the number of resections for bronchiectasis,
and the third the number of resections for chronic suppurative lung
disease. The shaded areas show the number of cases in which the

lymph nodes played a part.

and did not react to conservative treatment. We
removed the lymph node separately or, if the
bronchus was damaged, the operation was combined
with a segmental resection. Plastic operation of the
bronchus, excision of the involved bronchus and
bronchial anastomosis can be taken into con-
sideration as well.

(c) The majority of the patients (nearly 70%)
were in hospital for the late complications of primary
tuberculosis.

(d) Excision was carried out for specific endo-
bronchitis in 20 cases.

(e) A relatively smaller proportion of the lung
operations consisted of resections for tuberculosis
of adult type (23 cases, i.e. 15 * 6%).
The distribution of resections according to extent

is given in Table 3.
There was one death due to postoperative

bleeding among the 146 resections for tuberculosis
(0O68%).

In the follow-up period of one to nine years we
observed only three relapses (2 76%). Among the
157 lung resections for non-specific diseases, there
were two early deaths within three months (1 27%),
one due to postoperative shock, the other due to
suffocation (wet lung). Their distribution according
to extent is shown in Table 4.
The most commonly observed bronchial perfora-

tion was found on the intermedial bronchus and
on the right side.

TABLE 3
EXTENT OF PULMONARY RESECTIONS FOR

TUBERCULOSIS

Extent No. of Resections

Pulmonectomy 23
Bilobectomy 6
Lobectomy and segmental resection 14
Lobectomy .54
Segmental resection . no.. 42
Wedge resection and lymph node

extirpation. 7

Total .146

TABLE 4
EXTENT OF PULMONARY RESECTION FOR

NON-SPECIFIC RESPIRATORY DISEASE

Extent No. of Resections

Pulmonectomy 30
Bilobectomy .15
Lobectomy and segmental resection 27
Lobectomy .48
Segmental resection. 7
Extirpation .30

Total .157

Case Report
A 16-year-old girl, who had never been ill before,

came to our clinic in January 1958. She had an atelectasis
in the right eighth segment, from which an abscess
developed in a month. Tuberculin test was positive,
bronchus secretion negative. She received antibiotic
and chemotherapeutic treatment for six months, but
the cavity remained unchanged.

Bronchoscopy. On the medial wall of the right eighth
segmental bronchus was an impression, covered by a
greyish-white secretion. The lymph node appeared to
be about to perforate.

Bronchography. The middle lobe bronchus was
stenotic round its origin, the eighth and ninth bronchial
segments are filled only for a short distance, and their
visible parts are markedly widened (Figs. 2 and 3).

Operative Findings. After isolating the middle lobe
bronchus, a nut-sized caseous lymph node was found
which had perforated into the bronchus intermedius,
producing an opening of 0 5 cm. (Fig. 4). The lumen of
the middle lobe bronchus at its beginning was deformed
and stenosed by a residium of lymph node which was
caseous in the centre and scarred peripherally. In the
lower lobe bronchus there was an opening of 5 mm. The
bronchus of the eighth segment was deformed and
stenosed by a tuberculous lymph node, the centre of
which had caseated and had penetrated into the lumen
of the eighth segment bronchus (Figs. 5 and 6).

Comment. So we have here a threefold perforation
of a bronchus: a recent penetration into the bronchus
intermedius with current active tuberculous changes,
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FIG. 2.-Postero-anterior and lateral radiographs of the chest, showing an abscess cavity with a fluid level and surrounding pneumonitis.

a penetration into the middle lobe bronchus and a third
one into the eighth segmental bronchus. There is
pyosclerosis in the eighth segment, and there are specific
nodulous foci in the seventh segment.

Discussion
The problem of the time of operation in relation

to bronchial alteration has not as yet been solved.
The perforation of lymph nodes cannot be prevented

by drug treatment. If they cause an irreversible
change of the bronchial system, operation may
become necessary. The question of the removal
of the pathologically enlarged lymph node must be
decided individually in every case. The surgical
treatment of irreversible lymph node changes is
always indicated in childhood, as children tolerate
thoracic operations better than adults and the opera-
tion risk is less.

FIc. 3
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FIG. 4.-The removed specimen: middle and lower lobe, lymph nodes in the upper part.

RIG. 5.-Photomicrograph of the perforation of the bronchus. At the top is the wide opening of the perforation.
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FIG. 6.-Photomicrograph of the compressed bronchus. The
perforation opening is marked by an arrow.
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