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Abstract:

We herein report a case of thymic carcinoma that initially exhibited dysphagia and an intraesophageal mass
lesion. A 68-year-old man was admitted to our hospital because of dysphagia. An endoscopic examination re-
vealed a mass on the middle esophagus. Chest computed tomography (CT) showed a huge anterior mediasti-
nal mass and subcarinal lymph node swelling, directly invading into the esophageal lumen. An immunohis-
tological examination of the esophageal and anterior mediastinal masses revealed squamous cell carcinoma
originating from the thymus. This is the first report of a thymic carcinoma spreading into the esophageal lu-

men and forming a mass lesion.
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Introduction

Thymic carcinoma is a thymic epithelial neoplasm with
cytological malignant features and a clinical course that
tends to be much more aggressive than that of thy-
moma (1, 2). Thymic carcinoma, located in the anterosupe-
rior mediastinum, frequently spreads to the pleural space, re-
gional lymph nodes, liver, and lung (1-6). The initial clinical
presentations in patients with thymic carcinoma include
chest pain, cough, and superior vena cava syndrome (5, 6).
In addition, due to the paucity of cases, there is little infor-
mation about the efficacy of diagnostic and therapeutic ap-
proaches in clinical practice.

We encountered a case of thymic carcinoma initially
showing dysphagia. Endoscopic and radiological findings re-
vealed an intraesophageal mass directly expanding from me-
tastatic subcarinal lymphadenopathy due to thymic carci-
noma in the anterior mediastinum. We herein report the
clinical course and treatment outcome.

Case Report

A 68-year-old man presented with dysphagia that pro-
gressed gradually over 2 months. Body weight loss (2 kg/
month) was observed. Physical and laboratory examinations
were unremarkable. An endoscopic examination revealed a
mass on the middle intrathoracic esophagus (Fig. 1A). He
was referred to our hospital for a further examination.

Chest computed tomography (CT) demonstrated a huge
anterior mediastinal mass and swelling of the subcarinal
lymph node (Fig. 2A). The subcarinal mass extended di-
rectly into the esophageal lumen (Fig. 2B). A CT-guided
percutaneous biopsy of the anterior mediastinal mass and
endoscopic biopsy of the esophageal mass were performed.
The histopathological findings in both specimens revealed
squamous cell carcinoma (Fig. 3A, D).

On an immunohistological analysis, the tumor cells in the
anterior mediastinal mass were positive for CD5 (Fig. 3B),
while those in the esophageal mass were weak (Fig. 3E),
but CD63 was positive in both specimens (Fig. 3C, F).
Based on the radiological and histopathological findings, the
esophageal mass seemed to be due to the direct invasion of
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Figure 1.

Endoscopic findings on admission (A) revealed an elevated, irregular mass with ulcer-

ative lesions in esophagus. The mass lesion disappeared after four cycles of ADOC chemotherapy (B).

Figure 2. Chest computed tomography (CT) showed a huge anterior mediastinal mass and subcari-
nal lymphadenopathy (A). Coronal views on chest CT showed that the subcarinal lymph node had
invaded directly into the esophageal lumen (B; arrows).

metastatic cancer cells via the mediastinal lymph node from
the thymic carcinoma located in the anterior mediastinum.
There were no other distant metastatic lesions.

Since thoracic radiotherapy for the whole tumor was con-
sidered difficult due to the large field, the patient received
chemotherapy with a combination of cisplatin (50 mg/m’)
and doxorubicin (40 mg/m’) on day 1, vincristine (0.6 mg/
m’) on day 3, and cyclophosphamide (700 mg/m®) on day 4
(ADOC chemotherapy). Four cycles of ADOC chemother-
apy resulted in a marked reduction in both tumors, espe-
cially in the lesion in the mediastinal lymph node (Fig. 4).

The endoscopic findings also improved, and the in-
traesophageal disappeared completely
(Fig. 1B). The symptom of dysphagia also improved. Tho-
racic radiotherapy (2 Gy x30 fractions, total 60 Gy) was
subsequently applied, and the patient has remained well for

approximately 6 months since the diagnosis.

mass almost

Discussion

We encountered a case of thymic carcinoma developing
direct invasion into the esophageal lumen from metastatic
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Figure 3. Animmunohistological analysis identified the anterior mediastinal mass as squamous cell
carcinoma [Hematoxylin and Eosin (H&E) staining] (A), and the tumor cells were positive for CD5
(B) and CD63 (C). An immunohistological analysis identified the esophageal mass as squamous cell
carcinoma (H&E staining) (D), and the tumor cells were positive for CD 63 (F) but weak for CDS5 (E).

mediastinal lymphadenopathy. Intraesophageal growth and/or
the occasional development of bronchoesophageal fistula are
rare clinical manifestations, but the diagnosis and treatment
have proven challenging in our clinical practice.

Among the causative malignant diseases, lung cancer is
the most common, and the primary tumor and/or metastatic
mediastinal lymph node directly expand into the esophagus
wall. In general, the manifestations often present during the
late or end stage of the disease (7). With regard to epithelial
thymic tumors, several case reports have indicated the direct
compression of the esophageal wall by epithelial thymic tu-
mors (8, 9). However, direct invasion and formation of a tu-
mor mass in the esophageal lumen are extremely rare in epi-
thelial thymic tumors.

Ozawa et al. (10) reported a case of direct growth into the
esophageal lumen from a thymoma (type B3) located in the
upper mediastinum. However, to our knowledge, direct inva-
sion and formation of a mass in the esophageal lumen in a
patient with thymic carcinoma has not been reported previ-
ously.

ADOC chemotherapy is a useful regimen for advanced
and metastatic thymic carcinoma (4, 6) but not esophageal
carcinoma. Four cycles of ADOC chemotherapy were effec-

tive for both the anterior mediastinal and intraesophageal
masses in our case. In particular, the intraesophageal tumor
disappeared almost completely without fistula development.
Thoracic radiotherapy was performed in the present case,
but caution should be exercised in esophageal lesions, espe-
cially with regard to fistula development.

The endoscopic appearance of the esophageal tumor at
the initial diagnosis was not distinguishable from primary
esophageal carcinoma in the present case, and the histologi-
cal type was squamous cell carcinoma. Thus, there was a
possibility that primary esophageal carcinoma progressed to
middle and anterior mediastinal lymph node metastases in
the present case. In addition, p63 immunohistological stain,
a specific marker for squamous cell carcinoma, was positive
in both specimens. However, the anterior mediastinal tumor
was positive for CD5, confirming that the tumor was of thy-
mic squamous cell carcinoma origin. CD5 is useful in the
differential diagnosis between thymic carcinoma and metas-
tatic squamous cell carcinoma of various primary
sites (11, 12). Unfortunately, the immunostaining with CD5
in esophageal tumor cells was weak and/or negative in our
case. However, we believed that chest CT findings showing
expansion directly into the esophagus and the response to
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Figure 4. Chest computed tomography (CT) after four cycles of ADOC (cisplatin, doxorubicin,

vincristine, and cyclophosphamide) chemotherapy showed that the anterior mass was reduced, and
subcarinal lymphadenopathy had also disappeared (A). Coronal views on chest CT showed that the
tumor invading the esophageal lumen had also disappeared (B).

ADOC chemotherapy supported the esophageal involvement
of thymic carcinoma.

In conclusion, we described the first case of in-
traesophageal growth from thymic carcinoma. The manifes-
tation was unique with regard to the initial presentation of
thymic carcinoma. In addition, chemotherapy was useful for
treating the disease. The clinical features in the present case
may provide new insight into epithelial thymic neoplasms.
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