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= Abstract
Thymic Neuroendocrine Tumor

Eung Bae Lee, M.D.*, Sang Cheol Lee, M.D.*, Tae In Park, M.D.** Joon Yong Cho, M.D.*,
Bong Hyun Chang, M.D.*, Jong Tae Lee, M.D.*, Kyu Tae Kim, M.D.*

The neuroendocrine tumor is a rare thymic neoplasm, which has been regarded as a distinct
tumor from thymoma and originates from Kultschizky cell.

The pathologic diagnosis of thymic neuroendocrine tumor has been on findings from light
microscopy, immunohistochemical studies, and electron microscopy. About 50% of thymic
carcinoids are seen with endocrinopathies. Recurrence and extrathoracic metastasis are
charateristics of thymic carcinoids.

Surgical removal of the initial and recurred tumor is considered to be the most effective
treatment. The role of the adjuvant chemotherapy and radiotherapy is still uncertain.

Herein we report a case of thymic neuroendocrine tumor, which was resected surgically.

(Korean Thorac Cardiovasc Surg 2002;35:325-8)
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2. Neuroendocrine tumor
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Fig. 1. Preopertive chest PA(A) and lateral(B) show
huge anterior mediastinal tumor. The chest CT scan(C)
shows huge mediastinal tumor which compresses the
heart and has mutifocal cystic component.
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Fig. 2. The gross finding(upper} was hypervascular, well
encapsulated and about 13cm sized. The cut
surface(lower) shows that the tumor has multiple cystic,
necrotic, and hemorrhagic component.
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Fig. 3. Microscopic finding shows that the tumor cells are
uniform in appearance and solid growth pattern with marked
vacuolization (H&E, x400)
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Fig. 4. The tumor cells are positive for neuron-specific
enolase(upper, x200) and cytokeratin (lower, x200) in immun—
ohistochemical stain.
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