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ABSTRACT

Beteen January 1977 and December 1984, fou-
rteen patients diagnosed of thymoma has been
analyzed retrospectively. Six patients(6/14 patients
43%) had myasthenia gravis. Twelve patients
(12/14 patients 86%) had invasive thymoma.
Complete resection was carried out in six patients

(43%), two patients had patial resection (14%)
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Posto-
prative or radical radiotherapy was given to 8

and six patients had only biopsy (43%).

peatients, of whom 5 patients was still alive(4 yr,
2.8 yr. 1.6 yr. 1. 4yr. 1.3 yr) and 3 patients
died (1yr. 0.6 yr. 0.6yr).
ranges 1,950~7, 000 rads(mean 4, 500, median 4, 000
rads),

External irradiation

INTRODUCTION

Thymomas are rare tumors, Invasive thymomas

are even more infrequent, The prognosis of



thymoma apears to be more closely related to
the gross characteristics at operation than to
histologic apearance>»*%%, Surgical resection is
the treatment of choice for this tumor, Radiothe-
rapy plays an important part in the management
of invasive thymoma, although radiotherapy
alone is less effective than a combination of
surgery and radiotherapy® 718, There are few
reports on chemotherapy, but recently reviews
have been published on monochemotherapy?® and
combination chemotherapy!®111213 The present
report summarizes an experience in the manage-

ment of 14 patients with thymoma.

MATERIALS AND METHODS

During the seven year period from 1977 through
1984, fourteen patients with thymoma were trea-
ted in the Department of Radiation Oncology and

Chest Surgery at the Severance Hospital College
of Medicine, Younsei University. Current follow
up was obtained by sending questionnaires to the
home addresses of patients or by calling their

telephones. A review of the radiation records and

the old admission charts indicated that this was

the total experience of the institution. Tissue
diagnoses were available in all cases.

Thymoma classified as lympocytic predominant,
mixed, and epithelial predominant according to
accepted classification system. Spindle cell type
was considered epithelial predominant. Staging of
thymoma as to their extent is based on invasiven-
ess. The staging used in this study is based on
that of Bergh et al. (Table 1),

RESULTS

There were eleven men and three women, whose

Table 1. Staging

Stage I; Intact capsule or growth within the capsule

Stage I ; Pericapsular growth into mediastinal fat tissue

Stage II; Invasive growth into the surrounding organs, intrathoracic metastases or both,

Table 2, Characteristics of 14 patients with Thymoma

Case No. Age/Sex Cell type M.G. Stage Overall survival

1 43/F Not defined + i 1.0 yr

2 48/M Mixed - b} 0.6 yr

3 51/M Epithelial - il 4.0 yr +
4 53/M Epithelial - I 2.8 yr +
5 64/M Not defined - I 0.3 yr

6 47/F Not defined + I 1.6 yr +
7 52/F Mixed + i} 1.4 yr +
8 42/M Epithelial - i} 0.6 yr

9 42/M Lymphocytic - i} 1.3 yr +
10 38/M Lympbocytic + 1 0.6 yr +
11 53/M Mixed + I lost F.U.
12 45/M Not defined - I 7.8 yr +
13 49/M Mixed - I lost F.U.
14 50/M Epithelijal + n 14 day
+3; Alive

M.G.; Myasthenia gravis



Table 3. Management of 14 cases of Thymoma

Cases No. Initial surgery Extent of disease Postoperative Tx.
1 3/78 No resection Pleura RT 7,000 rads
2 7/79 No resection Pericardium RT 4,800 rads
3 5/81 Partial resection Pleura, pericardium RT 6,400 rads
4 8/82 No resection Pleura, pericardium RT 1950 rads Choemo,
5 10/83 No resection Subaortic lymphnode, brain RT 3, 000 rads(brain)
6 9/83 Complete resection Pleura RT 4,000 rads
7 12/83 Complete resection Pleura, pericardium RT 4,000 rads
8 7/84 No resection Pleura, pericardium, aorta, RT 4,000 rads
trachea
9 2/84 Complete resection Pericardium RT 4000 rads
10 9/84 Complete resection No invasion No
11 3/81 Complete resection Mediastinal fat No
12 9/77 Complete resection No invasion No
13 6/83 No resection pleura Steroid
14 11/77 Partial resection Pleura No

RT; radiotherapy
Chemo+; chemotherapy

ages ranged 38 to 64, (median 48year) Six patie-
nts had myasthenia gravis. Eleven patients were
in stage I, one in stage I, and two in stage [
(Table 2).

The histologic features of these thymomas are
as follows; four patients had epithelial predomin-
ance, four mixed cell type, two lymphocytic
predominance and four patients did not have the
histologic type specified in the pathologic report.

All patients underwent surgical exploration
through thoracotomy or mediastinostomy. Of the
14 patients in this series, three patients had
I or I,
three patients had complete resection plus posto-

complete resection and was in stage

perative irradiation due to invasiveness, one
patient had partial resection plus postoperative
irradiation and one had only partial resection,
four patients had only biopsy plus postoperative
radical or palliative irradiation, one had only
biopsy plus irradiation and chemotherapy, one
had only biopsy plus steroid therapy (Table 3),
Radiation to the mediastinum given ranged from
1,950~7,000 rads (mean 4,500 rads, median 4, 000
rads), Palliative radiation to the whole brain for

metastasis of the brain was given 3,000 rads,

In the group as a whole, five patients died from
14 days to 12 months postoperatively (14 days, 3
months, 7 months, 7 months, 12 months), seven
patients were alive from 7 months to 7,8 years,
and two were lost of follow up.

More meaningful survival can be determined by
examining the varied therapeutic groups. Of the
three patients who underwent complete resection
alone, two were still alive (0.6 year, 7.8 year)
and one was lost of follow up.

In the group of three patients who had complete
resection plus postoperative radical irradiation,
all three patients were alive (1.2 years, 1.4 years,
1.6 years), One patient who had only partial
resection of tumor plus postoperative irradiation
was still alive with good general condition (4
year). One myasthenic patient who had partial
resection died on 14 th day postoperatively due
to respiratory failure.

Four patients who had only biopsy of their
tumors plus postoperative radical or palliative
irradiation died (0.3 year, 0.6 year, 0.6 year, 1.0
year).One who had only biopsy plus postoperative



radiation therapy (1,950 rads) and chemotherapy
(Vincristin, cytoxan) was still alive with huge
mediastinal mass and pleural effusion, One who
had only biopsy and steriod therapy was lost of
follow up.

Of six myasthenic patients, three patients was
still alive. In two patients among three alived
myasthenic patients, myasthenia gravis was con-
trolled by thymectomy and postoperative irradia-
tion,

The survival of the patients according to the
stage is as follows; two patients in the stage [
were still alive (0.6 year, 7.8 year), one patient
in the stage T was lost of follow up. Of eleven
patients in the stage II, five patients died (14
day, 0.3 year, 0.6 year, 0.6 year, 1,0 year),
five patients were still alive (1.3 year, 1.4 year,

1.6 year, 2.9 year, 4.0 year) and one patient was

lost of follow up.

DISCUSSION

The therapy of thymoma offers the surgeon a
unique. oppertunity at the operating table since he
is able to predict the patient’s ultimate prognosis
better than can the pathologist by careful micro-
scopic examination and cellular identification.

Invasive thymomas are usually slowly growing
tumors and tend to recur within the thoracic
cavity®5_ ~Although relatively reported, metastases
from malignant thymoma have been discovered in
the brain, heart, liver, lymph nodes, lung, bone,
kidney, spleen, chest wall and breast™1%1% In our
series, one patient had distant metastases to brain.

An unfavorable influence of gross tumor inva-
siveness on prognosis has been noted previo-
usly2710,16,1%21>  [n our series, non invasive patients
was no further evidence of tumor. In contrast, of
eleven treated patients who had invasive thymo-
ma with or without distant metastasis, five died
and one was alive with large tumor.

Surgery and radiotherapy are the major therape-
utic modalities for invasive thymoma. An aggres-
sive surgical approach should be attempted e‘;7en

for invasive thymoma!®®,  The efficacy of

radiotherapy has been emphasized in many repo-
rtsh68,18,19,20,10).

Immediate postoperative radiotherapy has indeed
recommended to invasive thymoma by several
authors!:2%5818 In our series, of four patients
who had only biopsy plus radical radiotherapy,
only one patient still alive. One who had partial
resection plus postoperative radiotherapy was still
alive with no evidence of tumor. Extension of the
field of radiotherapy to include the adjacent area
and the supraclavicular region has been recomme-
nded!®, In present cases, five patients irradiated
to the mediastinum alone and three patients irra-
diated including the supraclavicualr region.

Effective doses ranges -from. 3, 500~4, 500, large
tumors or unresectable tumors should receive in
order of 4,500~4,800 rads in five to six weeks®,

Approximately one third of patients with thymo-
ma have myasthenia gravis, and one tenth of
patients with myasthenia gravis have a thymoma.
The presence of myasthenia gravis in patients
with thymoma adeversely affeted survival in some
seriest:51%2D  but not in others»2L22>, In our cases,
six patients (6/14 patients 43%) had myasthenia
gravis and we found no correlation between mya-
sthenia and survival. Previous investigators have
reported approximately a 50% sucess rate in the
control of myasthenia gravis by surgical removal
of thymic tumors®, Earle et al reported that
myasthenic symptoms improved by only irradiation
in some cases®, In our cases, two only of six
myasthenic symptoms after surgery with or with-
out postoperative irradiation.
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