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ABSTRACT 

We herein describe a rare case of multilocular thymic cysts (MTCs) with follicular hyperplasia. The patient was a 
50-year-old man, who was symptom-free. A mediastinal mass was found on chest computed tomography (CT) followed 
after pancreatitis. Chest CT revealed a 30 × 10 mm anterior mediastinal mass with multiple cystic lesions. Magnetic 
resonance imaging showed an anterior mediastinal cystic mass with low-signal intensity on T1-weighted image and on 
high-signal intensity T2-weighted image. Thus we made a preoperative diagnosis of MTCs with thymoma within the 
cyst wall. The lesion was resected by thymectomy. Intraoperatively, multiple cysts and swelling of mediastinal lymph 
nodes were noted throughout the entire thymus. Histopathological findings revealed lymphoid follicular hyperplasia of 
thymic tissues but no neoplastic lesions. Based on these findings, a diagnosis of MTCs associated with thymic hyper- 
plasia was made. This is a rare case that preoperatively was difficult to diagnose. 
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1. Introduction 

Benign thymic cysts are rare diseases that account for 
approximately 1% to 3% of anterior mediastinal masses 
[1]. Unilocular thymic cysts are usually congenital and 
are thought to arise from cystic dilatation of bronchial 
pouch remnants [2], whereas multilocular thymic cysts 
(MTCs) are considered to be acquired reactive lesions 
arising within the thymus gland [3]. MTCs are rare and 
consist of multilocular cysts with thick walls and peri- 
cystic fibrous adhesions. Reactive lymphoid hyperplasia 
with germinal centers is hyperplasia with germinal cen- 
ters is frequently observed in the cysts of paients with 
acquired multilocular cysts [3,4], suggesting the involve- 
ment of acquired reactive inflammation processes in the 
development of MTCs [1,3]. We report a case of MTCs 
with follicular hyper plasia. 

2. Case Report 

The patient was a 50-year-old man, who was symp- 
tom-free. His past history was noncontributory, but fam- 
ily history was notable. A mediastinal mass was found on 
chest computed tomography (CT) followed after pan- 
creatitis. Chest CT revealed a 30 × 10 mm anterior medi- 
astinal mass with multiple cystic lesions (Figure 1). 
Magnetic resonance imaging showed an anterior medi- 
astinal cystic mass with low-signal intensity on T1- 
weighted image and high-signal intensity on T2-weight- 
ed image (Figure 2). All of serum carcinoembryonic 
antigen, alpha-fetoprotein, human chorionic gonadotro- 
pin and anti-acetylcholine receptor antibody were not 
elevated. Thus we made a preoperative diagnosis of a 
multilocular thymic cyst with thymoma within the cyst 
wall. The patient was placed in the supine position. Me- 
dian sternotomy was performed. A videothoracoscope 
was inserted through the right fourth intercostal space. *Corresponding author. 
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Figure 1. A chest computed tomography scan of the patient 
reveals a 30 × 10 mm anterior mediastinal mass with multi- 
ple cystic lesions. 
 

 

Figure 2. Magnetic resonance imaging showed an anterior 
mediastinal cystic mass with low-signal intensity on T1- 
weighted image and high-signal intensity on T2-weighted 
image. 
 
Intraoperatively, multiple cysts and swelling of medi- 
astinal lymph nodes were noted throughout the entire 
thymus. Thymectomy was performed and it was com- 
pletely resected. Macroscopic examination of the thymus 
revealed multiloculated cavities with fibrous walls of 
varying thickness and swelling mediastinal lymph nodes. 
Histopathological findings revealed multiple cystic struc- 
tures lined by attenuated epithelium with an eosinophilic 
proteinaceous content, partially undergoing granuloma- 
tous changes containing many cholesterin clefts in the 
thymic tissue with many enlarged lymphoid follicles hav- 
ing prominent germinal centers. There is no evidence of 
thymoma or malignancy (Figure 3). Based on these find- 
ings, a diagnosis of MTCs associated with thymic hyper- 
plasia was made. This is a rare case that preoperatively 
was difficult to diagnose. The patient had an uneventful 
postoperative course and was discharged 14 days after 
the operation. 

3. Comment 

Mediastinal cysts account for 19% of all mediastinal tu- 
mors [5]. Most cystic tumors in the mediastinum are 
congenital lesions, but the cause of thymic cysts is con- 
troversial. Thymic cysts are classified into two types, 
multilocular and unilocular. The morphological and pa- 
thogenetic features of MTCs are different from those of 
unilocular cysts. Unilocular thymic cysts are either con- 
genital or originate from cystic dilatation of bronchial 
pouch remnants without inflammatory changes [3]. In 
contrast, MTCs are acquired lesions induced by an in- 
flammatory process [6]. 

 

Figure 3. Histopathological findings revealed multiple cystic 
structures lined by attenuated epithelium with an eosino- 
philic proteinaceous content, partially undergoing granu- 
lomatous changes containing many cholesterin clefts in the 
thymic tissue with many enlarged lymphoid follicles having 
prominent germinal centers. There is no evidence of thy- 
moma or malignancy. 
 

It is important to differentiate a multilocular thymic 
cyst from a unilocular cyst because it may recur post- 
operatively and coexist with a thymic epithelial tumor 
such as thymoma or thymic cancer. Suster and Rosai 
reported that 2 of 18 patients with multilocular thymic 
cyst had thymoma and another 2 had thymic carcinoma 
within the cyst wall [3]. Moreover, recurrence developed 
in two patients postoperatively, suggesting that incom- 
plete resection may result in recurrent disease. They also 
reported that four patients had dense adhesions to sur- 
rounding structures, making removal of the cyst difficult. 

Epitherial cells of the thymus consist of 2 different 
components, reticular epitherium and medullary duct 
epithelium derived from endodermal pharyngeal pouch 
derivatives [7]. It is thought that MTCs were developed 
by dilatation of medullary duct epithelium-derived struc- 
tures including Hassall corpuscles [3]. Hassall corpuscles 
may cause cystic degeneration due to reactive changes 
secondary to inflammation [8]. The flattened cuboidal 
epithelia lining the cyst walls might be fragments of de- 
generative Hassall corpuscles and epithelia connected 
with Hassall corpuscles. 

Nakamura et al. reported that MTCs associated with 
thymoma accounted for 20 cases (17%) of 110 thymoma 
cases. Their result suggested that MTCs associated with 
thymomas are not as uncommon as thought and may de-
velop from the promotion of differentiation of increased 
numbers of epitherial cells into Hassall corpuscles by 
inflammatory processes in analysis of twenty patients 
with MTCs associated with thymoma [9]. They also re- 
ported that 30% of the patients with MTCs presented 
with symptoms associated with inflammation, whereas 
only 3% of the patients without MTCs showed such sym- 
ptoms. 

Choi et al. analyzed CT examinations of eight patients 
with MTCs. They revealed that CT cannot be used to 
reliably distinguish neoplastic from non-neoplastic soft- 
tissue components, complete surgical and careful histo- 
pathologic examination is recommended in all patients 
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with suspected MTCs [10]. In this case, the patient was 
symptom free, and it was difficult to determine whether 
MTCs coexisted thymic epitherial tumor or not, with any 
examinations except for histological examinations. 

In conclusion, when treating MTCs, complete surgical 
resection should be performed to prevent recurrence. 
Careful pathological examinations are also essential to 
exclude coexisting malignancy. 
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