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Introduction

Thymoma is a rare tumour. Its incidence
refers to 0.15 to 100 000 persons [1]. They are two
main classifications of the thymomas. The Masaoka
classification is most widely accepted to determine the
treatment strategy of thymomas while the histological

classification according to WHO is important
especially to distinguish thymomas, thymic
carcinomas and thymic carcinoids.  Thymic

carcinomas are very rare and more aggressive than
classical thymomas [2]. The simultaneous treatment
of tumours of the thymus during a cardiac surgery
procedure is referred to in some presentations, mostly
during CABG [3] [4] [5] [6] [7] [8] [9] [10] [11]. We will
present below a case of simultaneous surgical
treatment of an incidentally detected thymic
carcinoma during an urgent coronary artery bypass.

BACKGROUND: Thymic carcinoma is a very rare tumour. It is classified as thymoma type C according to World
Health Organization classification. There are not many publications of simultaneous surgical treatment of
thymoma during cardiac surgery interventions.

CASE REPORT: We present a case of simultaneous surgical treatment of incidentally discovered thymic
carcinoma during an urgent coronary artery by-pass operation. A 55-year-old man with diagnosis three coronary
vessel diseases indicated urgent by-pass surgery. The patient underwent triple coronary bypass surgery. During
the intervention, it was discovered incidentally a strong mass 15 x 12 cm located in the right pleural space. A
tumour was excised totally, and biopsy referred thymoma type C or thymic carcinoma. The patient did very well
early postoperatively. He was referred to oncologist clinicians for further treatment. The patient was clinically very
good for at least 1.5 years after surgery.

CONCLUSION: We think that simultaneous surgical treatment of thymoma, whenever it is encountered during
cardiac surgery procedures, is the recommended solution.

Case presentation

A 55-years old man is hospitalised in our
clinic with a diagnosis of severe three-vessel disease
with indications for urgent CABG. The patient referred
to angina pectoris in low efforts and during rest.
Echocardiography showed a normal cardiac function
without any other data related to the function and
cardiac structures.

Coronarography: Three-vessel disease with
very critical stenosis of LAD, LCx and RCA: urgent

indication for intervention. Preoperative routine
examinations were normal.
Intervention: CABGX3: LIMA-LAD; VSM-

OM1, PDA. The interventions were performed under
cardiopulmonary by-pass and cardiac arrest. At the
moment of hemostasis, occasionally in the right
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pleural space attached to the sternum, is discovered a
very strong mass. The mass lied from the medial part
of the sternum to the right subclavian vein. The
rapport with pericardium was clear with no signs of
infiltration. The tumour was excised totally.

Macroscopically the mass was very strong, and it was
about 15 x 12 cm. The mass was incised and had the
appearance of the honeycombs (Figure 1).

Figure 1: Photo during the intervention. In the left the moment the
mass was excised, in the right, the mass was incised

The mass was sent to the biopsy. The biopsy
response consulted by a group anatomopathologists
was: lobular neoplasia consisting of solid neoplasms
of polygonal epithelial elements (CK19+, CD117-,
CD20-, CD5-) mixed with immature T elements (TdT
+). There is capsule infiltration. These results support
the diagnosis of thymoma type C or thymic carcinoma
(Figure 2).
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Figure 2: Photos of biopsies

The patient was referred to local oncologist
clinicians, and he did not undergo additional
treatments. He realised a thoraco-abdominal CT-scan
one week and 1.5 years after surgery. Both CT-scans
were normal. The patient has been clinically very well.

Discussion

Thymomas are the most common primary
tumour in the anterior mediastinum [2]. It is a
neoplasm of the thymus that originates in the gland’s
epithelial tissue. The incidence of thymoma in the
United States is approximately 0.15 per 100,000
person-years. Histopathologically thymic carcinomas
are also tumours of thymic epithelial cells. The
distinction between thymomas and thymic carcinomas
is not as clear, because thymic carcinomas have
malignant cytologic features, whereas thymomas are
generally considered cytologically benign. Patients
with thymoma are often asymptomatic, and the
tumour is detected incidentally on a chest x-ray or
computed tomography. The most common presenting
symptoms for thymomas are dyspnea, chest pain,
cough, and symptoms of myasthenia gravis. More
advanced thymoma present with symptoms related to
the involvement of local structures [12]. Thymic
carcinomas often cause pericardial and pleural
effusion and that and more aggressive than
thymomas [2]. Thymomas are classified mostly
according to World Health Organization (WHO) and
Masaoka staging. The WHO adopted a pathologic
classification system that takes in to account both
histologic and morphologic features. The WHO
classification is also used to differentiate among
different histologic types of thymomas. Thymic
carcinomas are type C thymomas according to the
WHO classification. Masaoka describes thymomas
regarding the local extension of a tumour. This staging
system is the most widely accepted system for
management and determination of prognosis for both
thymomas and thymic carcinomas [12].

Our case was a huge thymic carcinoma
asymptomatic until was discovered incidentally during
an urgent CABG. There are rare cases reported with
the coexistence of thymomas with cardiac surgery
pathologies and the simultaneous surgical treatment
of thymus tumours during a cardiac surgery
procedure. The incidence of the coexistence of the
thymoma and CABG pathologies is referred 0.2-0.7 %
[5] The most of the thymus tumors were incidental
findings after the sternotomy is done [5] [6] [7] [8] [10]
while a part of them was distinguished prior the
cardiac intervention [3] [4] [9] [11]. All cases referred
to the localisation of tumour in the anterior
mediastinum. Poullis and Punjabi [3] presented a case
of resection of thymoma with pure red aplasia during
an elective CABG. Agrifoglio referred a case of an
occasional finding of thymoma in a patient that was in
the theater for mitral valve surgery [7]. Kouzu at al
report simultaneous operations performed for angina
pectoris, aortic regurgitation and thymoma [11]. In all
of them, the tumour of thymus were thymomas [3] [4]
[5] [6] [7]1[8] [9] [11] while Abdullah et al., [10] refer a
very rare case of thymic carcinoid tumour
encountered incidentally during a CABG procedure.
The case we presented may be the first case of an
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incidental finding of thymic carcinoma and treated
simultaneously during a CABG. Unusual was the
localisation in the right pleural space.

Total thyroidectomy and complete surgical
excision of the tumour are the gold standard of
treatment and are recommended whenever possible.
There are no definitive guidelines about additional
modalities of treatment such as radiotherapy or
chemotherapy, but the treatment is guided in large
consensual documents. Additional radiotherapy,
according to National Comprehensive Cancer
Network (NCCN), may be considered for the thymic
carcinomas. It is recommended an annual CT scan
check for the recurrence. The definitive treatment for
thymic carcinomas is still undefined. All patients with
thymic malignancies should be evaluated by radiation
oncologists, surgeons, medical oncologists, diagnostic
imaging specialists, and pulmonologists to determine
the optimal plan of care before treatment [2] [12].
Surgery is accepted as a mainstay for this type of a
tumour while the role of additional therapy is still
unclear [13] [14]. We performed total surgical
resection of a tumour and referred to the oncologist
the patient. The patient underwent some laboratory
examinations and CT scan after surgery first
immediately after the intervention and 1.5 years after
surgery. The patient did not undergo additional
therapy and was in very good health conditions at
least 1.5 years after surgery.

We think that simultaneous surgical
treatment of thymoma, whenever it is encountered
during cardiac surgery procedures, is the
recommended solution.
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