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Male, 41-year-old, ventilation-dependent patient coming from Goiânia, GO, complaining of pain in the
right hemithorax for 40 days. Additionally, the patient reported dyspnea at moderate stress and occasional
dry cough. At clinical examination, decreased chest expansion and abolished vesicular murmur at the right
lung base were observed. The patient was referred to the Unit of Radiology and Imaging Diagnosis to undergo
chest radiography and computed tomography (CT).

Figure 3. Chest CT, mediastinal window,

contrast-enhanced sagittal section.

Figure 2. Chest CT, mediastinal window, contrast-

enhanced coronal section.

Figure 1. Digital chest radiography.

Figure 4. Chest CT, medias-

tinal window, non-contrast-

enhanced (A) and contrast-

enhanced (B) axial sections.
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Images description

Figure 1. Digital chest radiograph. Me-
diastinal widening associated with opaci-
fication of the lower third of the right
hemithorax. Right lung volume decrease.

Figure 2. Chest CT, mediastinal win-
dow, contrast-enhanced coronal section.
Homogeneous contrast-enhancement of a
solid, lobulated, pleurodiaphragmatic mass
at right. Pleural effusion at right.

Figure 3. Chest CT, mediastinal win-
dow, contrast-enhanced sagittal section.
Homogeneous contrast-enhancement of
anterior, mediastinal, solid, lobulated mass.
Observe the loss of fat cleavage plane be-
tween the lesion and the pericardium, and
base vessels.

Figure 4. Chest CT, mediastinal win-
dow, non-contrast-enhanced (A) and con-
trast-enhanced (B) axial sections. Homoge-
neous contrast-enhancement of anterior,
mediastinal, solid, lobulated mass. Observe
the lobulated contour of the lesion, as well
as the loss of fat cleavage plane between
the lesion, the pericardium and the pleura.

Diagnosis: Invasive thymoma with
pleural implants (drop metastases).

COMMENTS

Thymoma is a rare tumor-like entity.
However, it is the most common primary
neoplasia of the anterior mediastinum and
the most frequent primary tumor of the thy-
mus. Such disease predominantly affects
adult individuals at the 5th–6th decades of
life, with no gender predominance, and is
rarely observed in children and in young in-
dividuals(1–3). Approximately 50% of the
diagnoses are achieved in asymptomatic in-
dividuals submitted to chest radiography
for other causes. In 25%–30% of cases,
patients present signs and symptoms re-
lated to compression of adjacent mediasti-
nal structures such as trachea, recurrent
pharyngeal nerve and esophagus, manifest-
ing as cough, dyspnea, chest pain, respira-
tory infections and dysphagia. Invasion of
adjacent vascular structures may produce
superior vena cava syndrome(2,4). About
one third of patients with thymoma present
myasthenia gravis and, conversely, 10%–
15% of the patients with myasthenia have
a thymoma. Association with other sys-
temic diseases halve also been described,
as follows: acquired hypogammaglobu-
linemia, erythrocyte cells aplasia, skin dis-

orders, endocrinological disorders and
even connective tissue disorders. Distant
metastasis rarely occurs in cases of thy-
moma, but most commonly extends to the
pleura, bones, liver, kidneys and nervous
system(5,6).

Differential diagnoses for thymoma in-
clude anterior mediastinal lesions, includ-
ing thymic lesions, lymphomas, germ cell
tumor (GCT) and thyroid goiter. It is impor-
tant to remind that lymphomas may present
either as a primary anterior mediastinal le-
sion or with thymic infiltration. In men, the
most common CGT presentation is the
seminoma, affecting patients in the third
decade of life, usually extending towards
to the left side of the midline and with
mediastinal lymphadenomegaly(7). In the
present case, the patient’s age range, the
fact that the pleural implants were only at
the right side, and the absence of medias-
tinal lymphadenomegaly and thyroid alter-
ations corroborated the diagnosis of thy-
moma.

The most frequent radiographic finding
of thymoma is a mass with soft tissues den-
sity, measuring 5–10 cm, and generally
with lobulated margins. The most frequent
site is close to large vessels and to the peri-
cardium, less frequently close to the
cardiophrenic angle and cardiac border,
and rarely in the neck or in other mediasti-
nal compartment (Figures 1 and 3). On lat-
eral views, opacity can be observed in the
retrosternal space. Areas of calcification
can be observed on plain radiographs(1).

CT is the method of choice for the di-
agnosis of thymoma because of its sensi-
tivity and capacity of demonstrating tumor
infiltration of fat planes, vascular struc-
tures, adjacent lung and pleural dissemina-
tion(1,2,5). In most of cases, the images dem-
onstrate a homogeneously contrast-en-
hanced solid lesion, however areas of lower
density may be observed within the lesion,
possibly corresponding to cysts, necrosis or
hemorrhage. Generally, such lesions extend
towards one of the sides of the anterior
mediastinum – in the present case the le-
sion extended towards the right side (Fig-
ure 4). In this patient, a predominantly pleu-
ral involvement was observed, this presen-
tation being rarely described in the litera-
ture. In cases where the disease is present,
unilateral involvement is observed, mani-
festing either as nodular or diffuse pleural
masses, pleural effusion and even with cir-

cumferential thickening. The presence of
pleurodiaphragmatic implants (drop me-
tastases) is compatible with the invasive
thymoma presentation (Figure 2), typically
occurring in the ipsilateral pleural space,
with possibility of coalescence and devel-
opment of a tumor crust(1,2)

.

Magnetic resonance imaging does not
add significant information as compared
with computed tomography of the thymus,
but the multiplanar evaluation may be im-
portant in cases of dubious CT, besides
being an excellent method for defining
vascular invasion by the lesion, without
requiring the utilization of intravenous
contrast media(8).

Although surgical management is the
most widely known treatment for thymo-
mas, chemotherapy was chosen in the
present case, because of the finding of
multiple implants. The patient was referred
to the oncology ambulatory, where stage
IVa was determined according to the sys-
tem proposed by Masaoka et al.(9). At the
time the present report was completed, the
patients had already completed the second
chemotherapy cycle (cisplatin, doxorubicin
and prednisone) with satisfactory clinical
progression.
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