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ABSTRACT

Mediastinal tumours can be incidental findings on chest x-ray or present with systemic symptoms and/or direct effect of the mediastinal 

mass. We report the case of a woman with symptomatic thymoma B1 and simultaneous thymus tuberculosis. 

LEARNING POINTS

• The association of tuberculosis (TB) of the thymus and thymoma is extremely rare.

• The differential diagnosis of a mediastinal mass should include TB, particularly in endemic regions.

• Mediastinal mass resection or biopsy can be of great value in diagnostic work-up. 
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INTRODUCTION

Thymomas are considered rare tumours [1]. In adults over 40 years of age, anterosuperior mediastinal masses are usually of thymic origin, 

with the majority being thymomas followed by germ cell tumours [2]. Tuberculosis of the thymus has rarely been reported as, to the authors’ 

knowledge, only 15 cases had been previously reported worldwide [3]. The coexistence of these two diseases is even rarer [3]. 

CASE DESCRIPTION

A 72-year-old Brazilian woman living in Portugal presented to the emergency department with non-exertional chest pain, worsening 

shortness of breath and asthenia for the previous 3 months.

She denied having cough, fever, weight loss or night sweats. She had not travelled abroad recently and had no recognized contacts with 

tuberculosis. Her history revealed that she had immigrated from Brazil 2 years previously and was uncertain as to her previous exposure to 

TB. She had received the BCG vaccine as a child. 

Physical examination revealed no relevant abnormalities except for a muscle strength score of 3/5 in the upper limbs. Chest x-ray (Fig. 1) 

on admission showed superior mediastinal widening. Thorax computed tomography (CT) revealed an anterior mediastinal mass (69×62 

mm), suggestive of thymoma. No additional vascular, lung or mediastinal changes were present (Fig. 2). The patient was admitted for further 

investigation. 
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Figure 1. Mediastinal widening on chest x-ray

Figure 3. The 3.5 cm thymoma, B1/B2 

subtyping, with stromal fibrotic bundles 

and typical moderate representation 

of small lymphocytes in a B2 pattern, 

also showing the cortical thymus with 

Hassall corpuscles (A, HE ×200) and 

evidence of large cuboidal epithelial 

cells (B, CK5.6 ×200). Tuberculoma 

with a maximum length of 4 cm with 

caseum and epithelioid macrophages 

and rare Langhans cells (C, He ×200) 

with CD68 expression (D, CD68 ×200)

temporal arteries (small arrows)

Bedside tests, including ocular, palpebral and bulbar fatigability tests, were negative. Anti-acetylcholine receptor binding antibody, anti-

MuSK antibody and electromyography were negative, thus excluding myasthenia gravis. The patient was HIV negative.

As it was possible to resect the mass, the thoracic surgeon recommended thoracotomy. Complete surgical resection of the thymic mass was 

achieved. Macroscopically, the thymus presented a subcapsule nodular formation measuring 4×4×3.5 cm, yellowish and soft where it was 

cut, as well as another 3.5 cm round nodular lesion, which was whitish and firm. Microscopically, the first yellowish lesion represented a 

tuberculoma with a central area of caseum surrounded by fibroblasts and scarce Langhans cells; acid fast bacilli were seen on Ziehl-Neelsen 

staining (Fig. 3C,D). The smaller lesion was classified as WHO type B1/B2 thymoma (Fig. 3A,B). 

Figure 2. Computed tomography (CT) scan of the thorax showed an anterior mediastinal 

mass (69×62 mm), suggestive of thymoma
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The treatment of choice for any thymic tumour is based on the resectability of the tumour [4, 5]. The present tumour was classified as Masaoka-

Koga stage I. The surgical excision was considered adequate and curative for the thymoma, and the patient was seen by the oncology 

department for follow-up. Her postoperative condition was satisfactory without serious complications. 

The unexpected intrathymic tuberculosis which was also diagnosed required treatment with a standard 9-month antibiotic regimen 

(isoniazid, rifampicin, ethambutol and pyrazinamide). By the end of the treatment, the patient could tolerate mild exertion and had no 

further episodes of shortness of breath. At follow-up after 12 months, there was no history of recurrence of symptoms, and a revaluation 

CT scan showed no mediastinal widening.

DISCUSSION

Although tuberculosis involvement of mediastinal nodes is common, TB of the thymus is extremely rare. Only a few cases have been reported, 

with this being the 16th to the best of the authors’ knowledge [6]. The association with thymoma is even rarer. 

The symptoms in previously reported cases of thymic tuberculosis included non-specific general symptoms, including retrosternal chest 

pain, cough and progressive dyspnoea. 

In Europe, Siesling et al. have found that the standardized incidence rate of thymic epithelial tumours is 0.17 per 100,000 population at risk. 

The incidence was highest in patients aged 65 years and older, was lowest in Northern and Eastern Europe and was highest in Central and 

Southern European countries [7].

Type B1 thymoma may also be classified as lymphocyte-rich thymoma, lymphocytic thymoma, predominantly cortical thymoma or organoid 

thymoma. The most common cells in the tumour are T/CD3+ lymphocytes, which are more numerous than tumoural cells. The prognosis for 

people with type B1 thymoma is good, with 90% of patients living at least 20 years after diagnosis [8]. 

Thymic tuberculosis possibly represents the remnants of post-primary localized mediastinal lymphadenitis [9].

In conclusion, thymic tuberculosis and thymoma are two rare causes of mediastinal masses but were found here in the same patient. 

Symptoms in other reported cases of thymic tuberculosis included retrosternal chest pain, cough and progressive dyspnoea. In our patient, 

coincidental asymptomatic infection with TB may have occurred previously without classic symptoms of TB. 
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