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Introduction

Thymoma which is arising from epithelial cells of thymus is the
most common tumor type in the anterior mediastinal region due to
its location. Although seen at any ages it peaked up in 4th and 5th
decades with neurological diseases especially myasthenia gravis
(MG) [1]. Patients are usually asymptomatic. However neurological
diseases were seen in 50% of symptomatic cases and in 40% of those
a pressure on adjacent tissues as intrathoracic mass was also presented
[2]. However a diagnosis of thymoma via fine needle biopsies, such
as endobronchial ultrason guided transbronchial needle aspiration
(EBUS-TBNA), is difficult to distinguish between various disorders
as immunohistochemistry. Moreover, a thymoma is classified in six
subtype according to morphology of epithelial cells and the ratio of
lymphocytes and epithelial cells. These subtypes are associated with
specific clinical features with varying degrees of aggressiveness [3].
Therefore, it is imperative to decide for the subtype of a thymoma
before treatment. However, fine needle aspiration can not provide a
sufficient specimen for an adequate subclassification [4]. We present a
case of thymoma diagnosed by EBUS-TBNA.

Case History

A 41-year-old male patient was admitted to our hospital for further
examination. He had a history of thymectomy that was resulted as
thymoma type B2 (minimally invasive type) 9 years after the surgery,
a 32x24 mm mass lesion located lateral to main pulmonary artery
and adjacent to superior of left ventricle on control chest computed
tomography (CT) was revealed. MG and recurrence thymoma was
diagnosed according to accompanying neurological symptoms. He
received azathioprine, corticosteroids, pyridostigmine bromide for 1.5
years. He had also received radiotherapy for pericardial invasion. The
mass was being larger during following up and the patient was referred
to our clinic for further investigation. On admission to our hospital
there was a mass located in anterior mediastinal area in size with 9x9x4
cm with a subcarinal lymphadenopathy on chest CT (Figure 1a). We
were sampled the subcarinal lymph node by EBUS-TBNA (Figure 1b).
The cytological examination of the biopsy showed tumour consisted of
ephithelial cells and immature lymphocytes (Figure 2a). The epithelial
cells were diffuse positive for keratin 5/6 (Figure 2b). Lymphocytes
were immature T cells and expressing terminal deoxynucleotidyle
transferase (TdT), CDla, CD3 and CD5. The final diagnosis was type
B1 Thymoma according to immunehistopathological findings.

Discussion

EBUS-TBNA is utilised not only for the lymph node staging of
lung cancer, but also for diagnosis of other malignant and benign
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mediastinal diseases [5-7]. Compared to the conventional methods,
including CT-guided fine needle aspiration, mediastinoscopy and
video-assisted thoracoscopy (VATS), EBUS-TBNA provides a safer
and minimal invasive approach for sampling tissues even in the
mediastinal region [7]. There is a limited number of thymoma in which
diagnosed by EBUS-TBNA [7,8]. Moonim and collegaues diagnosed
thymoma by EBUS in 3 of 4 cases of thymic neoplasms [8]. Yoshida
and collegaues also report 2 cases of thymomas diagnosed by EBUS-
TBNA [9]. The most critical disadvantage of EBUS-TBNA is the
tiny specimens that may not allow subtyping of thymoma which is
crtitical in prognosis and treatment modality. Clinical experience of
the cytopathologist is an another problem for thymoma. This is a rare
tumor with an incidence of 0,15 per 100.000 and a cytopathologist may
not have sufficient experience for an accurate diagnosis [10]. Moonim
et al reported succesful diagnosis and subclassification of three cases of
thymoma by EBUS-TBNA among 1458 consecutive cases [8]. In two of

Figure 1: a. Contrast enhanced chest CT showing anterior mediastinal mass and subcarinal
lymph node. b. Endobronchial ultrasound showing lymph node with heterogenous
hypoechoic echogenicity

Figure 2: a. The neoplastic epithelial cells within dens nonneoplastic immature lymphocytes
(HEX400). b Keratin 5/6 positive epithelial cell network (Keratin 5/6X400). c. Aspirate
showing single and clustered tumour cells with lymphocytes (Giemsa X1000).
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them, surgical resection was conducted and histological examination
of resected tumor confirmed the results of EBUS-TBNA samples.
In our case the immune and histopathological findings showed type
B, thymoma. Tumour consisted of epithelial cells and immature
lymphocytes (Figure 2a). The epipthelial cells are diffuse positive
keratin 5/6 (Figure 2b). Lymphocytes are immature T cells expressing
TdT (terminal deoxynucleotidyle transferase), CDla, CD3 and CD5.
Histopathologic findings showed type B2 thymoma. Aspirate showing
single and clustered epithelial cells with lymphocytes. Epithelial cells
show round or elongated nuclei and small nucleoli (Figure2c).

Result

In summary, here in we reported a case of thymoma diagnosed
via EBUS-TBNA by sampling subcarinal lymph node without
any complication. EBUS-TBNA is considered to be a less invasive
diagnostic technique especially for the tumor of adjacent to trachea
and/or main bronchus.
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