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Fig. 1. Schematic diagram of intrathoracic spread of ma-
lignant thymoma. Posterior spread through mediastinum
(thick arrow), direct posterior spread to invade middle
mediastinum through great vessels (dotted arrows), and
anterolateral spread between chest wall and costal pleura
(thin arrows).

M, Thymic mass; Ao, Aorta;V, Superior vena cava;P,
Pulmonary artery

Table 1. Summary of CT Findings of Invasive Thymoma and Thymic Carcinoma

CT findings

(%) of patients

Invasive thymoma(n 14) Thymic carcmoma(n 15) p value

Intrathoracic spread
Posterior spread
Direct posterior spread
Anterolateral spread
Relation with vessel
Fat plane obliteration
Encasement
Pleural implant

Invasion Lung parnechyma
Pericardium
Chest wall
Metastasis Lymph node
Distant metastasis
Calcification

Internal low density

6(43) 9(60) 0.36
1{ 7) 12(80) 0.00
2(13) 0.49

9(64) 14(93) 0.08
2(14) 13(87) 0.00
6(43) 1( 7) 0.04
2(14) 8(53) 0.05
1{ 7) 4(27) 0.33
- 2(13) 0.48
3(21) 10(67) 0.01
= *6(40) 0.02
5(36) 427) 0.70
9(64 12(80) 0.43

* Distant metastasis : Lung{n=2), Liver(n=1), Bone(n=2), Lung & Liver(n=1)
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Fig. 3. 42-year-old woman with thymic carcinoma.
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Fig. 2. 42-year-old man with invasive thymoma. CT scan
shows a large anterior mediastinal mass extending
through mediastinum lateral to the superior vena cava.
Fat plane obliteration between the mass and the ascend-
ing aorta and the superior vena cava is noted. The mass
is in contact with a maximum 180° of superior vena cava.
Loculated fluid collection is noted in right hemithorax.

A, B. CT scan shows an inhomogenous anterior mediastinal mass with obliteration of periaortic and pericaval fat plane
and with direct extension to the middle mediastinum through aorta (A) and superior vena cava(V). The mass has more

than 180° of contact with the ascending aorta.
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Fig. 4. 43-year-old man with thymic carcinoma.

A, B. CT scan shows an irregular, infiltrating anterior mediastinal mass encasing arch vessels(arrows). Notice direct pos-

terior extension of the mass to middle and posterior mediastinum through the vessels with lateral displacement of su-

perior vena cava. Pulmonary metastasis are also noted.

v

Fig. 5. 57-year-old man with invasive thymoma.

A. CT scan shows a relatively well-circumscribed solid mass in the anterior mediastinum. There are nodular
calcifications in the mass.

B. CT scan 3cm lower than A shows pleural implants along the right mediastinal pleura and in the paraspinal area
(arrowheads)
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CT Differentiation of Invasive Thymoma and Thymic Carcinoma!
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Purpose:In order to determine the differential points between them, we analyzed the CT findin-
gs of invasive thymoma and thymic carcinoma.

Materials and Methods: We retrospectively reviewed the CT scans of 14 patients with invasive
thymoma and 15 with thymic carcinoma, confirmed by surgery(n=19) or percutaneous needle as-
piration(n=10) between 1988 and 1996. CT findings were evaluated in each group for intrathoracic
spread(posterior, direct posterior, and anterolateral), obliteration of the fat plane between the mass
and vascular structures, vessel encasement, invasion of adjacent mediastinal structures, pleural
implants, mediastinal nodes and distant metastasis.

Results: Direct posterior spread was more common in thymic carcinoma than invasive thymoma;
it was seen in one case (7%) of invasive thymoma and 12 (80%) of thymic carcinoma(pZO.OO). Pos-
terior spread was seen in six cases (43%) of invasive thymoma and nine (60%) of thymic carcinoma.
Anterolateral spread was seen only in two cases (13%) of thymic carcinoma. Obliteration of the fat
plane was seen in nine cases (64%) of invasive thymoma and 14 (93%) of thymic carcinoma, while
vessel encasement was seen in two cases {14%) of invasive thymoma and 13(87%) of thymic carci-
noma(p=0.00). Invasion of adjacent structures was seen in two cases (14%) of invasive thymoma
and eight (53%) of thymic carcinoma. Pleural implants were more common in invasive thymoma
than thymic carcinoma, being seen in six cases (43%) of the former and one (7%) of the latter(p=0.
04). Mediastinal lymphadenopathy was seen in three cases (21 %) of invasive thymoma and ten (67
%) of thymic carcinoma. Distant metastases were observed only in six cases (40%) of thymic carci-
noma(p=0.02).

Conclusion: Although differentiation between invasive thymoma and thymic carcinoma is diffi-
cult on the basis of CT findings, there are certain differential points. Thymic carcinomas showed a
higher rate of direct posterior intrathoracic spread, vessel encasement, mediastinal nodes and dis-
tant metastases than invasive thymomas. These, however, were more commonly associated with
pleural implants than were thymic carcinoma.
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Thymus, neoplasms

Address reprint requests to: Eun Jung Lee, M.D, Department of Radiology, Kosin Medical College,
¥ 34, Amnam—dong, Seo-gu, Pusan, 602-702 Korea. Tel. 82-51-240-6337 Fax. 82-51-255-2764

~ 946 —



