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Abstract

In adults thymoma are the most common primary tumor in the anterior mediastinum but thymoma with
extensive necrosis is extremely rare. This presentation of thymoma is challenging for both pathologists and
radiologists. Massive areas of necrosis makes it difficult to report and categorize without the
immunohistochemical staining. We present a case of a 42 year old female from himachal Pradesh, India
presenting with chest pain and pain radiating to right arm which was diagnosed as a thymoma with

extensive necrosis.
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Introduction

In adults thymomas are considered to be the most
common primary tumor of anterior mediastinum®
2. Although thymomas are not rare but areas of
necrosis, infarction, haemorrhage and cystic
degeneration are found only focally 3.This
presentation of thymoma with areas of extensive
necrosis make it rare. WHO has classified
thymomas in 1999 and modified the classification
in 2004**®. Thymoma needs to be differentiated
from other lesions such as thymic carcinoma,
mucoepidermoid carcinoma and germ cell tumors
like seminoma or yolk sac tumor®’®. After
extensive research it was found that not more than
30 cases have been reported in literature®’®.
Hereby we report a case of a 42 year old female
from himachal Pradesh, India presenting with
chest pain and diagnosed as thymoma type B2
with extensive necrosis.

Case History

A 42 year old female resident of himachal
Pradesh, present with complaints of chest pain,
pain radiating to right arm and fatigue in general
medicine OPD.

On Examination- Pallor was present. However
she had no other finding.

Investigations- Chest X-ray was preformed and
revealed mediastinal enlargement. CT scan chest
was done and revealed an anterior mediastinal
mass measuring 8x5 cm with homogenous
hypodense areas.

Biopsy- From the anterior mediastinal mass was
performed and no diagnosis was made because
only extensive areas of necrosis was seen.

A provisional diagnosis of thymic hyperplasia
myasthenia gravis was made by the treating
clinician and a resection of anterior mediastinal
mass was done.

Gross Examination- Revealed a grey brown fibro
fatty soft tissue mass measuring 8x5x3 cm. cut
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section of the mass revealed a well encapsulated
thymus gland measuring 4x3x1.5 cm with
predominant yellowish necrotic areas measuring
approximately 2.5x2 cm. all of the tissue was
processed.

Microscopic ~ Examination-  Showed  an
encapsulated lesion with a thick calcified capsule
ending in broad fibrous septae dividing the tumor
into multiple angulated lobules comprising of
even proportion of admixture of mature
lymphocytes and epithelial cells. Extensive areas
of necrosis were seen along with frequent
perivascular serum lakes. Focal area showed
capsular invasion. So a final diagnosis of
thymoma type B2 with extensive necrosis was
given.

Fig 1: Thickenedcapsule
extensive necrosis

Fig 1: Tumor cells with areas of extensive
necrosis
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Fig 3: Epithelial cells admixed with mature
lymphocytes

Discussion

Thymomas arise from the epithelial cells of the
thymus and occur most commonly in fourth to
fifth decade of life, with no sex predilection®.
Clinically patient may be asymptomatic or present
with features of paraneoplastic syndromes, or due
to compression of adjacent structures such as
cough, dyspnoea, dysphagia or chest pain( as in
our case) or in some cases may present with
generalized symptoms such as fever, weight loss
or fatigue which was also present in our patient
1,9,10

According to histological criteria WHO has
classified thymomas as type A (spindle cell/
medullary), type AB (mixed), type Bl
(lymphocyte rich), type B2 (cortical), type B3
(epithelial) and type C (thymic carcinoma)'*2.
Thymomas are considered to have low malignant
potential 11.Overall 10 year survival for patient of
thymoma type B2 is considered to be 81%.
Grossly thymomas may be small (4-5 cm) or large
with dimensions up to 20 cm or more, are usually
encapsulated with a thick fibrous capsule and may
sometimes be focally invasive as was in our case.
Focally they can have solid, cystic, areas of
calcification, haemorrhage or necrosis*®. However
massive areas of necrosis or haemorrhage are rare.
Differential diagnosis with thymic carcinoma or
lymophoma is difficult especially in large
mediastinal mass and with areas of massive
hemorrhage or necrosis. Surgical biopsies in such
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cases can render help, however in our case the
biopsy was inconclusive as only extensive
necrosis was seen. Very few cases of thymoma
with extensive necrosis has been described so far
378 however a few cases with predominant cystic
or haemorhagic areas has been described.

Conclusion

Thymomas with extensive hemorrhage, necrosis,
infarction or cystic changes were rarely reported
and it imposes a challenge to the pathologist to
report thymoma with extensive necrosis based on
histomorphology alone. However
immunohistochemistry plays an important role
along with gross and microscopic findings.

References

1. Srirajaskanthana R, Toubanakisa C,
Dusmetb M, Caplina ME. A review of
thymic tumours. Lung Cancer 2008;60:4-
13.

2. Duwe BV, Sterman DH, Musani Al.
Tumors of the mediastinum. Chest 2005;
128(4):2893-909.

3. Moran CA, Suster S. Thymoma with
prominent cystic and hemorrhagic changes
and areas of necrosis and infarction: a
clinicopathologic study of 25 cases. Am J
Surg Pathol 2001, 25: 1086-1090.

4. Rosai J, Sobin L. Histological typing of
tumours of the thymus. In: Rosai J, Sobin
L, eds. World Health Organization,
international histological classification of
tumours. Berlin, New York: Springer,
1999:9-14.

5. Muller-Hermelink HK, Strobel P, Zettl A,
et al. Combined thymic epithelial tumours.
In: Travis WD, Brambilla E, Mauller
Hermelink HK, Harris CC, eds. Pathology
and genetics of tumours of the lung,
pleura, thymus and heart (WHO
classification of tumours series). Lyon,
France: IARC Press, 2004:196- 8.

6.

10.

11.

12.

13.

Detterbeck FC. Clinical value of the WHO
classification system of thymoma. Ann
Thorac Surg 2006;81:2328-34.

Cui W, Zhang D, Tawfik O: Thymoma
with extensive necrosis: a case report and
review of literature. Pathologica 2006, 98:
652- 654.

Hayashi S, Hamanaka Y, Sueda T, Shikata
H, Matsuura Y: A case of thymoma
showing extensive necrosis. Nippon
Kyobu Geka Gakkai Zasshi 1993, 41:
1578-1581.

Lopez-Cano M, Ponseti-Bosch JM, Espin-
Basany E, Sanchez Garcia JL, Armengol-
Carrasco M. Clinical and pathologic
predictors of outcome in thymoma-
associated myasthenia gravis. Ann Thorac
Surg 2003;76(5):1643-9.

Detterbeck FC, Parsons AM. Thymic
tumors. Ann Thorac Surg 2004;77(5):
1860-9.

Marx A, Strobel P, Zetti A, Chan JKC,
Mdller-Hermelink HK, Harris NL, Kuo
TT, Shimosato Y, Engel P: Thymomas. In:
Travis WD, Brambilla E, Miller-
Hermelink HK, Harris CC (eds). World
Health Organization Classification of
Tumors. Pathology and Genetics of
Tumors of the Lung, Pleura, Thymus and
Heart, Lyon, IARC Press, 2004, 152-156.
Sumiyama Y, Yoshida Y: Thymoma. Ann
Thorac Cardiovasc Surg 2004, 10: 321-
323.

Suster S. Diagnosis of thymoma. J Clin
Pathol 2006;59(12):1238- 44.

Dr Monica Sarohi et al IMSCR Volume 08 Issue 06 June 2020

Page 205




