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Abstract

Mucoepidermoid carcinoma of the thymus is a rare malignant neoplasm of the anterior mediastinum. There are less
than 30 cases described in the English literature. We report a case of a 77-year- old man with right chest pain. Thorax
CT scan showed a lobulated cystic mass having a focal solid portion with direct invasion of the adjacent pericardium in
the anterior mediastinum. He underwent surgical resection for his anterior mediastinal mass via right thoracoscopic
surgery without any complication. He had an uneventful recovery and was discharged on the sixth postoperative day.
Keywords: Thymus, Mucoepiderdoid carcinoma, Mediastinum

Oz

Timik mukoepidermoid karsinoma, anterior mediastende izlenen nadir bir malignitedir. Literatiirde agiklanan 30'dan az
vaka mevcuttur. Bizim olgumuz; sag gogiis agrisi olan, toraks BT de anterior mediastende komsu perikardin direkt
invazyonu ile fokal bir solid kisma sahip lobiile kistik kitle tespit edilen 77 yasinda bir erkek hastaydi. Anterior
mediastinal kitlesi i¢in herhangi bir komplikasyon olmaksizin sag torakoskopik cerrahi ile rezeksiyon uygulandi.
Sorunsuz bir iyilesme siirecinden sonra postoperatif altinci giinde taburcu edildi.

Anahtar kelimeler: Timus, Mukokepiderdoid karsinoma, Mediastinum

Introduction

Mucoepidermoid carcinoma is a rare tumor of the lung, which arises from the minor
salivary glands in the tracheo-bronchial tree. Thymic carcinomas are unusual malignant
neoplasms that have wide variety of morphologic appearances. Mucoepidermoid carcinomas of
the thymus are extremely rare malignant mediastinal neoplasms and account for 2% of thymic
carcinomas [1,2]. We report a case of mucoepidermoid carcinoma of the thymus with
radiologic and histologic findings.
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Case presentation

In this case, a 77-year-old male, admitted to our hospital
complaining of right chest pain was reported. The physical
examination and laboratory studies were unremarkable. A 50x40
mm-sized lobulated cystic mass with focal heterogeneously solid
portion in the anterior mediastinum was observed with thorax
computed tomography (CT) scan of the chest (Figure 1). The
patient did not show a mass with typical manifestations of
myasthenia gravis. He had not ptosis and progressive muscle
weakness. On thorax CT images, tumor was observed to adhere
to the pericardium and infiltrated it (Figure 2). Neither
pericardial/pleural effusion nor enlarged lymph nodes were
detected.

Thorax CT guided fine needle biopsy of the anterior
mediastinal mass was not performed. Thymectomy and resection
of the adherent tissues were performed with the right video-
thoracoscopic  surgery. There were no intraoperative
complications. Grossly, resected tumor measured 5x4 cm in size.
It was a solid gray-red well-circumscribed mass with cystic
compartments. Under the microscopical examination, mucous
lake surrounded with atypical squamous epithelium and cylindric
mucinous epithelium was seen in the thymus (Figure 3). Tumor
has low mitotic activity without Necrosis.
Immunohistochemically, the epidermoid cells of the tumor were
positive to pan-CK and p63 (Figure 4). The mucus-secreting
cells are demonstrated by staining with mucicarmine (Figure 5).
This part of tumor was diagnosed as low-grade mucoepidermoid
carcinoma of the thymus according to the histopathological
criteria of WHO classification [3].

Postoperative period was uneventful. Chemotherapy and
radiotherapy of the main tumor bed were performed on the
patient. Since there was a possibility of tumor metastasis to
another anatomical location, the patient was referred to a whole
body positron emission tomography positron emission
tomography—computed tomography (PET-CT) study to search
for the potentially secondary tumor, but there was not observed
any abnormality. The fiberoptic bronchoscopy did not identify.
Endobronchial lesion is located in tracheobronchial tree. So, the
sign of the mucoepidermoid carcinoma of the lung was not
detected. The patient was on regular follow-up for 4 months after
discharging from hospital. He had remained asymptomatic, and
there was no evidence of tumor recurrence during the period of
postoperative follow-up. Informed patient consent was obtained
for all procedures.

Figure 1: Computed tomography image of the patient showing a well-defined anterior
mediastinal mass (arrow) within the thymus area

Thymic mucoepidermoid carcinoma
V'S

JOSAM ¢

Figure 2: Computed tomography image of the patient showing the mass (arrow) in contact
with the pericardium
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Figure 3: Mucous lake surrounding by atypical cylindric .mucou-s epithelium and focal
squamous epithelium (HE stain: x200)
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Figure 5: Mucicarmine (+) staining of the tumor. (Mucicarmine stain:.x100)
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Discussion

Thymic carcinoma is a rare neoplasm of the thymus,
and unlike a thymoma, it exhibits malignant features of obvious
cytologic atypia, having a more aggressive propensity for early
local invasion and wide spread metastases. It includes the
following subtypes: Squamous cell carcinoma,
lymphoepithelioma-like carcinoma, neuroendocrine carcinoma,
adenosquamous carcinoma, clear cell carcinoma, papillary
carcinoma, basaloid carcinoma, sarcomatoid carcinoma, and
mucoepidermoid carcinoma [4,5]. The most common histologic
type is squamous cell carcinoma, usually occurring in middle-
aged men [6,7]. Our case was old-aged.

The prognosis of thymic carcinoma is poor because of
early metastatic involvement of the pleura, lungs, lymph nodes
of the mediastinum, bone and liver [8,9]. In our case, there was
only pericardial invasion and the tumor was in pathological stage
I11 according to the staging system of Masaoka. Thus, the present
tumor was judged to be potentially completely resectable. Local
recurrences and distant metastases are frequent, occurring at 35%
and 50%, respectively. The overall survival rate at 5 years for
thymic carcinoma is reported to be approximately 35% [6,7].
Thymic carcinomas have been roughly classified as either low or
high-grade malignancy [6]. The low-grade tumors with relatively
favorable prognoses include squamous cell carcinoma,
mucoepidermoid carcinoma and basaloid carcinoma, whereas the
high-grade tumors include the others with poor prognosis.
Although it appears that mucoepidermoid carcinoma of the
thymus is extremely rare, it’s histological characteristics have
been well analyzed: It is composed of variably sized cysts,
lobules, sheets and nests of such tumor cells as epidermoid cells,
mucus-secreting cells, and occasionally intermediate type cells in
a variable admixture [10,11]. In our case, similar histological and
gross features were observed, and this tumor was finally
diagnosed as mucoepidermoid carcinoma of the thymus. As
described above, thymic mucoepidermoid carcinoma is generally
considered to be a low-grade malignancy with a good prognosis
[6].

The well-differentiated type, in which mitosis was
virtually absent, was not fatal, while the poorly differentiated
type was clinically aggressive enough to threaten life, and
cellular atypia, mitosis, necrosis, and predominance of an
epidermoid component were often observed. The present primary
tumor regarded as the poorly-differentiated type because of the
mitosis and cellular atypia. Accurate histologic subtyping,
namely tumor differentiation as well as clinical staging are
highly recommended for the diagnosis and treatment of this
disease. Especially, when the tumor is anatomically located in
contact with the pleura cavity, more accurate and careful staging
may be clinically necessary in the long-term follow-up. If
complete resection is possible, this type of tumor should be
removed by surgery, as with other types of thymic carcinoma.
Complete resection was performed in our case. Takahashi et al
[12] reported that in a limited early stage of thymic carcinoma,
surgical resection was adequate for treatment, although the rate
of complete resection is only 20-35% [7,13,14]. However, if the
tumor is advanced or recurrent, a multimodality approach,
including surgical resection, radiation, chemotherapy, or a
combination selected [14,15]. In our case, after surgery,
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multimodal therapy including chemotherapy and radiotherapy
were performed.

In conclusion, we here in described a rare case of
thymic mucoepidermoid carcinoma undergoing multimodality
treatment, including surgical resection, irradiation and
chemotherapy. Although clinical aspects of this disease are little
known, it was assumed that such aggressive therapy contributed
to long-term survival.
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