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―Case Reports―

Hoarseness as an Initial Symptom of Thymic Carcinoma: A Case Report
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A 65-year-old man was referred to our hospital for evaluation of hoarseness and deteriorating voice.

Computed tomography revealed an area of poor contrast enhancement in soft tissue (size, 30 mm) in

the inferior pole of the thyroid gland, extending to the upper margin of the sternum. No infiltration of

blood vessels or bones, and no significant swelling of neck lymph nodes, was observed. These findings

suggested a diagnosis of thymoma, thymic carcinoma, or thyroid tumor. Surgery was performed via

median sternotomy, and complete thymectomy and tumor excision accompanied by partial thyroidec-

tomy were performed. Histopathological examination revealed atypical polygonal tumor cells in a

sheet-like arrangement, which formed a solid proliferative focus, and squamous cell carcinoma with in-

filtrative growth was diagnosed. Postoperatively, radiotherapy (60 Gy) was administered to the superior

mediastinum. The patient is alive 22 months after surgery, without recurrence.

(J Nippon Med Sch 2019; 86: 357―359)
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Introduction

Thymic carcinoma is highly aggressive and has a poor

prognosis. When thymic carcinoma is diagnosed on the

basis of the presence of symptoms, radical surgery is a

challenge because of the high probability that the tumor

has already invaded surrounding organs. We report a

case of thymic carcinoma diagnosed because of an initial

symptom of hoarseness.

Case Report

A 65-year-old man with hoarseness and a deteriorating

voice received an initial diagnosis of idiopathic recurrent

nerve paralysis at an otorhinolaryngology clinic. The pa-

tient’s condition did not improve with the use of steroids

and other standard treatments, and he was referred to

our hospital for detailed evaluation. Chest radiography

showed no evident abnormalities. Computed tomogra-

phy revealed an area of poor contrast enhancement (size,

30 mm) in soft tissue in the inferior pole of the thyroid,

extending to the upper margin of the sternum (Fig. 1).

Magnetic resonance (MR) imaging revealed a tumorous

lesion (maximum dimensions: 24 mm × 34 mm) anterior

to the trachea and in contact with the inferior pole of the

thyroid. Internally, the lesion had a signal intensity ap-

proximately equivalent to that of muscle on T1-weighted

images and a slightly lower signal intensity on T2-

weighted images. The contrast-enhanced MR image

showed uniform, weak contrast enhancement (Fig. 2). No

infiltration of blood vessels or bones was evident, which

suggested a diagnosis of thymoma, thymic carcinoma, or

thyroid tumor. There was no significant swelling in neck

lymph nodes.

Fluorodeoxyglucose positron emission tomography

(FDG-PET) revealed moderate accumulation of glucose in

the mass: the standardized uptake values were 4.03 and

3.93 in the early and late phases, respectively. A tumor-

ous lesion was considered probable; however, determin-

ing whether it was benign or malignant in nature was

difficult because of the moderate accumulation of glucose

on FDG-PET. Additionally, acetylcholine receptor anti-

body levels were below the criterion level and thyroid

function was normal. Thus, a tumor of thymic or thyroid

origin was suspected, and surgery via median ster-

notomy was performed.
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Fig.　1　A computed tomography scan showed an area of 

poor contrast enhancement of soft tissue (30 mm 

in size) in the inferior pole of the thyroid, extend-

ing to the upper margin of the sternum.

Fig.　2　Magnetic resonance (MR) imaging revealed a tu-

morous lesion (maximum dimensions: 24 mm × 34 

mm) anterior to the trachea and in contact with the 

inferior pole of the thyroid. Internally, the lesion 

had a signal intensity approximately equivalent to 

that of muscle on T1-weighted images and a 

slightly lower signal intensity on T2-weighted im-

ages.

Fig.　3　Histopathological examination of the resected 

specimen showed atypical polygonal tumor cells 

in a sheet-like arrangement, forming a solid prolif-

erative focus (hematoxylin-eosin staining).

The tumor, which was determined to have originated

in the thymus, was located in the superior mediastinum,

facing the anterior plane of the trachea. Infiltration of the

inferior pole of the thyroid was suspected; therefore,

complete thymectomy and tumor excision accompanied

by partial thyroidectomy were performed. In addition,

the left recurrent nerve was resected along with the tu-

mor. Histopathological examination showed atypical po-

lygonal tumor cells in a sheet-like arrangement, which

formed a solid proliferative focus. Thus, squamous cell

carcinoma with infiltrative growth was diagnosed (Fig.

3). Residual lymph tissue was present around the tumor,

and small amounts of lymph tissue were present sporadi-

cally within fat tissue, suggesting a tumor of thymic ori-

gin. Furthermore, infiltration by squamous cell carcinoma

was noted within the lymph and fat tissues. Tumor ne-

crosis, cholesterin crystal precipitation, and replacement

with fibrous scar tissue were observed. The tumor had

invaded beyond the thymic capsule into the striated

muscle and thyroid. Postoperatively, radiotherapy (60

Gy) was administered to the superior mediastinum. The

patient is alive 22 months after surgery, without recur-

rence.

Discussion and Conclusion

Herein, we report a rare case of thymic carcinoma in a

patient presenting with hoarseness who successfully un-

derwent complete resection and achieved long-term sur-

vival.

Thymic epithelial tumors comprise thymomas, thymic

carcinomas, and thymic carcinoid tumors. Thymic carci-

noma is an uncommon neoplasm of the anterior medi-

astinum and has a poor prognosis. The tumor is highly

aggressive, and local intra- and extrathoracic metastases

occur in most patients1. In a review of 60 patients with

thymic carcinoma, survival rates at 1, 3, and 5 years were

57%, 40%, and 33%, respectively2. Several case series re-

ported that thymic carcinomas account for approximately

10% to 20% of all thymic epithelial tumors and that most

patients are middle-aged adults3―6. In most case series,

men and women were affected at the same rates, al-

though several reports suggested that thymic carcinomas

might be more prevalent in men4―12. The average age of

patients with thymic carcinoma (46 years) does not sig-

nificantly differ from that of patients with thymoma (48

years)1,2. The most common histological type of thymic



Hoarseness in Thymic Carcinoma

J Nippon Med Sch 2019; 86 (6) 359

carcinoma is squamous cell carcinoma10―13. The dire prog-

nosis for thymic carcinoma is worse than that for thy-

moma, and most affected patients exhibit locoregional in-

vasion at the time of diagnosis5.

Compared with thymoma, thymic carcinoma is more

likely to be invasive, as indicated by computed tomogra-

phy scans, and most patients have clinical symptoms due

to compression of mediastinal vital structures by the tu-

mor11. In a series of patients with thymic carcinoma, 68%

presented with symptoms that were directly attributable

to the mediastinal mass. Chest pain, cough, dyspnea,

hoarseness, and dysphagia may occur because of com-

pression of the trachea, recurrent laryngeal nerve, or

esophagus2. When thymic carcinoma is diagnosed symp-

tomatically, the tumor is likely to have invaded sur-

rounding organs, making radical surgery a challenge. In

the present case, hoarseness was the initial symptom. The

deterioration of the patient’s voice was attributable to

compression and invasion of the recurrent nerve, and

limited evidence suggests that such deterioration is a

symptom of thymic carcinoma14. Thus, radical surgery is

likely to be a challenge in patients presenting with

hoarseness.

The gold standard treatment for resectable thymic car-

cinoma is surgery. Chemotherapy and radiotherapy are

frequently used as adjunctive therapies9,10,12,15―17, although

evidence for the utility of such therapies for thymic carci-

noma treatment is equivocal. The optimal treatment for

thymic carcinoma, with respect to overall survival, is

complete resection10,16; chemotherapy is not the modality

of choice for primary treatment of thymic carcinoma. In

addition, several reports have concluded that radiother-

apy is beneficial for local and disease-free survival of pa-

tients with thymoma and thymic carcinoma4,5,10,12,1516. Evi-

dence from several studies3―6 suggests that postoperative

radiotherapy is useful, even after complete resection.

In the present case, thymic carcinoma developed in the

superior mediastinum, which is an uncommon location

for this cancer type. Because of its nature, hoarseness (as

a symptom of recurrent nerve paralysis) appeared before

tumor invasion of vital organs, thus allowing relatively

early tumor detection and complete resection. Hoarseness

is not a common initial symptom of thymic carcinoma;

however, in patients presenting with this symptom, the

possibility of an anterior mediastinal tumor, such as thy-

mic carcinoma, should be considered.
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