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5

Abstract6

The Castleman?s disease is mostly benign and has an uncertain aetiology. Its clinical type7

with a unicentric placement is generally localised in thoracic structures and receives the8

highest benefit from surgery. In this paper, we have presented our unicentrically-placed9

Castleman?s case on which we performed excision with VATS rather than conventional10

surgery.11

12

Index terms— VATS, castleman?s disease, lollipop follicle, parenchymal sparing3.13

1 Introduction14

astleman’s disease, which is also known as the angiofollicular lymph node hyperplasia, is a rare lymphoproliferative15
disorder. Regarding the clinical appearance, the disease has two types, namely the unicentrically and16
multicentrically placed. The unicentric placement (UCD) is typically localised and generally asymptomatic.17
The multicentric placement (MCD), on the other hand, is often a systemic disease seen in presence of an immune18
system defect, such as the HIV. The unicentric pattern is generally localised in mediastinum and pulmonary19
hilum and it is the most frequent variation.20

The conventional surgical approach is thoracotomy for the Castleman’s disease located in the thorax. Having21
been performed more often in recent years, thoracoscopic surgery has been seen to be a safe and efficient approach22
for the treatment of mediastinal tumors (1, 2), though a limited amount of evidence and few cases have been23
reported regarding the VATS application in the UCD. The parenchymal lung involvement of the disease is rarely24
encountered. We have treated our subject with the videothorascopic approach, which is rarely reported in the25
literature, leaving the parenchyma intact.26

2 II.27

3 Case Presentation28

Our patient was a 45 year-old male. Following the incidental identification of an anomaly during a medical29
inspection in his work place, he was sent to our hospital for further investigation and treatment. A nonsmoker,30
his chest radiography did not show any significant lesions, except for a left hilar enlargement (Fig. ??A). His31
thoracic CT scan indicated that there was a 3*2 cm mass stretching from the non-enhancing left hilar area to the32
parenchyma (Fig. ??B). The FDG involvement value of the lesion was measured to be SUVmax 1.6 in PET CT33
(Fig. ??C). The physical examination and the blood chart were normal. The patient did not have any immune34
system defects and no diagnostic findings were encountered in his bronchoscopy examination. There were also35
no diagnostic information in his family background and he did not have any additional diseases.36

The patient, who was decided to undergo a surgery for diagnosis and treatment, was intubated with a double-37
lumen endotracheal tube under general anaesthesia. A 3 cm mass lesion was identified to be sitting on the38
interfissural area in the hilar vicinity via the single-lung ventilation three-port VATS approach in the right lateral39
decubital position (Fig. ??D and E). Severely vascularised, the mass was removed from the thorax as an en40
bloc by dissecting it from the lingula segment parenchyma with an endostapler and by sparing the interlobar41
arteries and veins (Fig. ??F). Following hemostasis, a single chest tube was placed inside the thorax. On the42
third post-operative day, the tube was removed and the patient was dispatched. The followups of our patient43
still continue in the twelfth postoperative month.44
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In the histopathological examination, an image of a typical ”lollipop folicule” was seen inside the vascularised45
hyalinising germinal centre (Fig. ??A and B). The simultaneous haematological check-ups of our case, which is46
regarded the hyalinovascular type Castleman’s disease, are still on-going.47

4 III.48

5 Discussion49

Castleman’s disease has three histopathological subtypes, namely the hyalinovascular (90% of all cases), the50
plasma cell (8-9% of all cases), I and the intermediary (1-2% of all cases) (3). The result in our case turned out51
to be the most frequently encountered one -the hyalinovascular-type.52

Although the disease does not have a highspecificity method of diagnosis, the lesions can be identified easily53
by a CT scan. The median SUVmax value of the UCD in the literature is 5.1 (offset values are 2.2-10) (4). The54
SUVmax value in our case was seen to be 1.6. PET CT can be used to reduce the differential diagnosis.55

Castleman’s disease can be diagnosed through a histopathological verification. Especially in unicentrically56
placed cases, surgical en bloc resection also provides a curative treatment. The purpose of a UCD surgery is57
to completely remove the lesion. For the UCD patients who received incomplete resection or were not able to58
be resected, response to radiotherapy was reported to be 70% (5). Expected results may not be acquired from59
surgery or radiotherapy with some asymptomatic local patients. With these patients, the systemic chemotherapy60
which is applied for the MCD is a good option.61

6 IV.62

7 Conclusion63

VATS is a significant alternative in the diagnosis and treatment of Castleman’s disease placed in the thorax. Even64
though the conventional surgery is performed commonly, a curative treatment can be provided with a minimally65
invasive approach. Complete resectability is possible for lesions whose edges are clearly identified.66
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