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CASE HISTORY
A 75-yr-old nonsmoking female, with an unremarkable
medical history, was admitted to the emergency ward for
evaluation of dyspnoea and right-sided thoracic pain.

Physical examination revealed tachycardia and decreased
breath sounds at the right lower base, with dullness on
percussion. Electrocardiography showed atrial fibrillation.

A right-sided hemithoracic mass was seen upon chest
radiography (fig. 1). Computed tomography (CT) of the chest
and magnetic resonance (MR) were also performed (figs 2 and
3).

Laboratory results were as follows: white blood cells5

13.426106 cells?L-1; red blood cells54516106 cells?L-1 and

serum total protein 66 g?L-1 (albumin555.1%, gammaglobu-
lin512.1%). Carcinoembryonic antigen, b2-microglobulin, a-
fetoprotein and b-human chorionic gonadotropin were all
within normal range.

Abdominal ultrasound revealed a liver cyst. Bone scintigraphy
and CT of the pelvic region were normal.

A right-sided posterolateral thoracotomy was performed. A
10-cm large, soft, encapsulated, white mass was found to be
attached to the parietal pleura, without any signs of local
infiltration or adhesions with the adjacent lung. No pedicle
was found. Complete removal was easily performed.
The results of the microscopical examination are shown in
figures 4–6.

FIGURE 1. Chest radiograph. FIGURE 2. Computed tomography of the chest.
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FIGURE 4. Histological picture of the open-chest biopsy. Haematoxylin-eosin

stain. Scale bar550 mm.

FIGURE 5. CD3 antibody immunostain. Scale bar550 mm.

FIGURE 6. Broad spectrum cytokeratin immunostain. Scale bar525 mm.

FIGURE 3. Magnetic resonance tomography of the chest and abdomen (T2-

weighted image).
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INTERPRETATION
A right-sided hemithoracic mass with secondary compressive
atelectasis of the right lower lobe was seen upon chest
radiography (fig. 1).

CT of the chest showed a large tumour mass at the right lower
lobe with associated pleural effusion and compressive atelec-
tasis of the right lower lobe. No lymph nodes were seen (fig. 2).

Inhomogeneous signal intensities with scattered high-intensity
areas were seen on T2-weighted MR imaging (fig. 3). T1-
weighted MR imaging depicted a well encapsulated, hetero-
genous, 867612 cm, isointense to slightly hyperintense
lesion, while Gd-enhanced T1-weighted MR images demon-
strated strong tumoural enhancement.

Histopathology showed an intrapleural mass composed of
bland looking spindle cells intermingled with small lympho-
cytes (fig. 4). The aggregates of small lymphocytes were all
immature CD3-antibody positive T-lymphocytes (fig. 5). A
broad spectrum cytokeratin staining was diffusely positive in
the spindle cell population (fig. 6).

Diagnosis: Primary pleural thymoma.

DISCUSSION
Thymomas are defined as tumours originating in the epithelial
components of the thymus. Although they are usually found in
the anterior mediastinum, thymomas have also been reported
in aberrant locations, such as the right submandibular region,
adjacent to the thyroid gland, the trachea, pulmonary hilum or
even within the pulmonary parenchyma.

Ectopic thymoma with involvement of the pleura has only
been rarely reported in the English literature [1–3]. In those
cases, as in the presented patient, radiographic and surgical
exploration excluded pleural involvement due to direct
extension or pleural dissemination from a mediastinal tumour.
The latter creating a pitfall in the differential diagnosis of
pleural-based lesions.

The histogenesis of primary pleural thymoma remains
obscure. One possible explanation is that of embryological
displacement. The thymic primordials appear late in the 6th
week of gestation from a sacculation of the third pharyngeal
pouch. They form two epithelial bars that fuse in the midline
within the anterosuperior mediastinum. During this descent,
the tail portion of the organ becomes thin and breaks up into
small fragments; these may persist and give rise to ectopic
thymic tissue and thymomas [4].

Thymomas can frequently be associated with a variety of
paraneoplastic disorders, such as myasthenia gravis [5], pure

red cell aplasia [6] and hypogammaglobulinaemia [7]. None of
these were observed in the current patient.

As a result of the paucity of studies on primary pleural
thymomas and their incomplete follow-up information, the
standard procedure for treatment has not been adequately
delineated.

Thymomas are slowly growing tumours that may be ad-
equately treated by surgical resection alone, when completely
confined to the lung. It is still a matter of debate whether
radiation therapy should be used for completely resected
invasive thymomas [8]. Recent studies have indicated that
whole mediastinum irradiation is effective in preventing
mediastinal recurrence [8]. However, in patients with pleural
invasion of the tumour determined by microscopic examin-
ation, mediastinal irradiation alone was insufficient to avoid
pleural-based recurrence [9].
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