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= Abstract =
A Case of Well-Differentiated Thymic Carcinoma
with Extensive Cystic Degeneration
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Thymoma is the most common tumor in the compartment of anterior mediastinum. The malignant thymoma is
classified into invasive thymoma(category 1) and thymic carcinoma(category II). Recently, well-
differentiated thymic carcinoma is a proposed category 1.5 used to describe a subset of thymic epithelial tu-
mors, allowing for the existence of intermediate form based on the clinical features and the histological charac-
teristics. Thymic cyst is a congenital or a acquired disorder. Congenital thymic cyst may develop due to failure
of the thymopharyngeal duct to obliterate and acquired thymic cyst develops from inflammation(multilocular
thymic cyst), or neoplasm(cystic thymoma). Cystic degeneration in thymoma is a relatively frequent but focal
event. In rare cases, the process proceeds to the extent that most or all of the lesion becomes cystic. Until now,
well-differentiated thymic carcinoma with extensive cystic degeneration has not been reported in our country.
We experienced a case of 14 year-old female patient showing extensive cystic degeneration in well-
differentiated thymic carcinoma. And so we report it with review of the articles related. (Tuberculosis and
Respiratory Diseases 1999, 46 ; 718-722)
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T FYo 2 YA Yo' e, L HEA
#4%(invasive thymoma)3} F4 ¢F(thymic
carcinoma) g EFIC. HZ F4%F F 4%t
LR o & 2o} 1 Walthy B4 uAstY e
A FA4E (well-differentiated thymic carcino-
ma) o2 EF3D Ao, ¥ FAH G A3YF
Aol 7|8k F4 QFgogRE Aoz ¥
AaAY, FHFoe2 4F vhE JL FYoEHE
o718 < Ut} o] F FYoA 7 ¥F 34 A=
HEAQ A7 &30 PHAY A4 S =5
oo, FHo s FHA dFNrge o 4 3FL
3oyl BRugo] gon 9, uRaly F4%E ¢
3 B3E9 BA Aste] BuE i) ol AAEe
Z4 glo] T 14419) vl o) ExlolA 1E
g FAGF FEAT FA W38 YA
B33k dlejr}.
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& X AO0A, A& 144

F 2 g ANFAPY $43] HEE F4F 3
AHY 9l 71EY [ Fo] WY glS

e g ARIRY B Y 1Y Aol A
3 A AL FRARGM FHE T S
Aoy o2 Q% F5, V1Y, FTY, AT
g7 5o FAL TaEA ggten A2 WA
FR AN 93 89 A F gdoz A=Y
O|8% 474 iy ZA ¥he 130/80 mmHg, 9
w 723]/%, 3F4 163]/8, A&d 36.7CoI
ol AR A Fau gxAe FREHA Y <t
Askre BEHA ggron] A9 AstA] gt
FH Y ¥ 5FLe ARSRLe A&e 7Y
Holgn FSe it B Aay 74, v F
215)A] egekrt.

AR o @z g HAM 9ETF 5160/mm’
(F4F 50%, WXT 40%), ¥4 11.8 g/dL, 3
ulE38) 36.0%, ¥4W 147000/ulojict. g

Fig. 1. Chest radiograph shows relatively well-
defined, about 2.5cm-sized, bulging
mass lesion on left suprahilar area.

6.6 g/dL, €% 4.5 g/dL ¥ GYA7|GFHAL
4 BolaZ giglen, ole] B3 AL, ¥A
Asd HAL 28 A 25 A4 adeH,
7% AAMY =84 H@ek(foreced vital capacity,
FVC) 3.52L(dj&x2] 97%), 1% =84 7%
(forced expiratory volume at 1 second, FEV,) 3.
14L(4&x]¢} 90%), FEV,/FVC 103% °]%it}.
YAM 2 1 GE FF AN AA #5 dER
o 2.5cme] & FA X & Ut eRHJUG
(Fig. 1). F% A8} 93 94 A4 FAo] Bol
1 glerni(Fig. 2a), Ada datn A4 25 F4
Ho Q1AFE 2x3 em =U)e] AL ¢ YA F
7} e FEA Fdi= YUUcH(Fig. 2b).

& D YUY 4R AFE%E BES YL §1
3 & AFHAch AR HFel FFHZ Ko
= 43 9729 4x3 cm =719, ¥4 & y9t
Hold BEE AANHLH, ¥F Wis Ed4E
A9t 0.3%0.3 cm F7]|e) @Y 2HA W&ol 3
Aot Helxd AL A9 2R FAYE L F
AYdgsted, AF FFAMEsM T AAEE A
Palglom o] i T Py AF 2L YU
ga| AAH B )P 2848 T e A&
AE} gle Afsle ¥ Ad 3 ol (Fig.
3), &4 #3d FEAF YWEEL 459 HEFIL
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Fig. 2. Chest HRCT scan shows normal thymus(Fig. 2a.) and 2 x 3em-sized, ovoid low density
cystlic mass lesion abutting inferior portion of left thymus without lymph node enlarge-
ment(Fig. 2b.).

Fig. 3. Collapsed cystic structure attached to the
normal thymus.(H&E, x10)
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Fig. 4. The tumor nodule within the cyst is com-
posed predominantly of spindle shaped epi-
thelial cells(—) with mild nuclear pleomor-
phism. Scattered thymocytes(=*) are ob-
served within the tumor.(H&E, x 200)
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AFAF TUHFAE 37% 0 3}, F4FL 9%
o] F7hetll met Mo} wolxw e PR
49.542 FAANA tha Wol D) B FHet 2
o] AotdF A L= o iS¢ =81 F4 2
A%7F 58] LA, AAse ol §old, A=}
g F4E ddHo e ¥y FuEHE
447t =Bt

FHEE FH AN 7198 Fgo 2 FUAY)
o, ZAFH thPdo o] 7ix ER7t ARs
stoh. 3elAlEe] Heo] wel 2%, EFY, 93
o2, oA Ee} YEe] vl g e} Y7y,
34, AuAEgoz . dd-HegEes
FAH o m FEHL e A F fYes
Lhrol 18e] obyd FHF(AEAN #4839 1y
o] ot FHF(FHEE) o2 73l 12 9t
U A8, 437 & Aoz 4R Aok I3 F
AE F 37 Y Fehe Fol 1 Wi BEA4e
VEB AT AlSkT MEEA ugYAo)
e FATH FHINEY T A=y &S T
BTt 4R @EEHe i FA9E(well-
differentiated thymic carcinoma)$ 7|&¢] F4E
3 FEYE F Jon? B4 FAE B oF
9] Ajolg Ho e FAFQ 108 Y& ¢
80% < ¥Hd nE3Y FAYFY 53 PEEE 40
%Z=olth. & Fale] ¢ welty axdos 1P
3 FAGF o Agsiyd.

FA 3EL A3AFANA 7Ishs FAHUAFRL
28E A¥Foz WAskAY (nonneoplastic con-
genital thymic cyst), $HHo2 H4F o o)
4] (nonneoplastic acquired thymic cyst : multiloc-
ular thymic cyst), & F%o 23E](neoplastic
cystic thymoma) o}7]€ # Qlt}. FHFHA g3 &
S 2% ohiHy FAGFL =A%E 2704 ¥
o2 FNEFo] YoM FF we A FAH =
o] EAEt F4 & WY G330 FurE MR¥
# 34, A}, 2%, cholesterol granuloma ¥4
T 27E& HAG. AW FYF A9 2¥H I

A2 BT HYA sl o A FAFS A
YA EZo] glor Fy ¥ilel g B}
& Zug o] AT A= v =B,

FALED Lol A FAFTE J#E AN 3%
o Fute] =EMLY, 2F0 29 HAe] FHF
o] oFo} LHT FAV} e Ao Helth 13
< A4 Aoy, dREL sgoly AY = F
¥ FAE TE T A& dE e =
AT, 4 9 97 Aol 5% Fxolv NYe
55-65% 2| #73 ¢ 94 Holg 3, ¥ W Ho)
g I3y, F2 AR 4=, o7, F,59, A
ol Aol 1 e ARE Wz og
T Folvt dH oz A 278 Hole 97}
A BEE] Eiatel 43 o] 91010, FAF
o] ¥4 H o %= e 2AFHos FRIE=
Rol opdet FEdiellA Foe] I (encapsula-
tion) & BEFo 2N AFY & Ak A My
9l UXE Hol, Masaoka®So] B85 it ¥y
71%0] dal 2oln Yt} BE FAHAEL o4y &4
& AUL QUths %= =39 o=7} Qo o
& A48 st A% S &Y £ glol AL
FHZALE 3= Zlo] "asns.

& File $9A 719% 3 FAFe= 9
@A dslE Holn glow, BRI FAYFL
2 Masaoka 7] 7I& 1719 ]33l 4 dAE
F oA g e wgsistey glol &% #9A
D32 dPoz doA Az FF Folo).
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2oz I A= £ AAQ FE=IY &
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A3 AAA] X3k A9 5 ol diFE A
oz, A 59 Holo] ¥Ix g ZAsin % 2
719] &42 olF FEo] §OBIEE &3 WA A
58 A= 3 2 B o AU 5434
A5} AR ZALRA 387) ot R AARYEF
79 34& ¢4 AANE AL 3He] xE &
At ek P kAo Az st Al
Az 289 thymolytic EI= ojn] & GEA o
o, HZ Evans'?%& COPP (cyclophosphamide,
vineristine, prednisone, and procarbazine) W3}
gAg2 59 F 447} Wl Fao] EVFsEA
U Aol FUolAY, €4 TY S4E S8t ¥
e el Qe sFsAdl st =% v o
o2 ok B Y4 AT ot ofef g 3
g2 9L F Ag Aoz A9

2 <%

144 Az 8AA 734 JFAT 3 T4t
Aol HAH WS At nEPY FHUFT %
A% 34 Astz gH A|171y F4FES ¢
HE F A X8 2 Rsetey glol 3% #
RANSGEEY dAos i A BF 3
148 ZAYstd £ 2283 A Hashs vlolo.
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