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Coronary artery disease is the most common form of heart disease and the single most important cause of
premature death world-wide. Thymomas are anterior mediastinal neoplasms, characterized by epithelial
cells and lymphocytes. Although they are often encapsulated and well differentiated tumors, they can
show local invasion, pleural invasion or extrathoracic metastasis. In this article, we report the case of a
rare patient who underwent thymectomy along with off-pump coronary artery bypass graft surgery.

(Cardiovasc. j. 2014; 7(1): 55-57)

Introduction:
Thymomas are generally encapsulated and well
differentiated tumors; but local invasion, pleural
invasion or extrathoracic metastases can be seen
in some cases.1 There is no consensus regarding
the pathophysiology and treatment of thymomas,
but it is not uncommon to find specific
autoimmune diseases, especially myasthenia
gravis with these tumors. In addition, this type
of tumor, which is the most common neoplasm
of the anterior mediastinum, especially in adults,
accounts for 20-25% of all mediastinal tumors
and 50% of anterior mediastinal masses.
Thymomas are routinely asymptomatic for
prolonged periods of time2 and although some
authors have claimed that the prognosis for
these tumors is worse when accompanied by the
presence of myasthenia gravis, others have
indicated that myasthenia gravis does not
negatively affect the prognosis. 3,4,5 Here we
present a case of a giant thymoma accompanied
by coronary artery disease and undergoing
thymectomy combined with coronary artery
bypass surgery.
Case Report
A 70-year-old male was admitted in Metropolitan
Medical Centre, Mohakhali, Dhaka with the

complaints of chest pain & shortness of breath
on exertion and occasional heaviness of chest.
He was diabetic, hypertensive and smoker. He
had an Acute Myocardial Infarction 3 months
ago followed by Coronary Angiogram, which
revealed 90% osteo-proximal occlusion in Left
Anterior Descending artery (LAD), 30% occlusion
in Left Circumflex artery (LCX) with disease free
Right Coronary Artery (RCA).
The patient’s past medical history included an
episode of Cerebrovascular stroke with complete
recovery without any significant motor or
sensory impairment. His physical examination
was normal except for a decrease in breath
sounds on the left hemithorax. X-ray chest P/A
view showed a large dense homogenous radioopaque shadow in the left hemithorax and
mediastinum. Chest CT scan revealed a giant
solid mass measuring 15 cm in diameter
originating from the left mediastinum at the
aortic level and extending towards the apex
causing decreased the lung expansion. It had
hypodense areas at its center and the borders
of the mass could not be differentiated from the
adjacent vascular structures. A preliminary
diagnosis indicated that it was a Thymoma. MRI
revealed a solid mass measuring 190x165x140
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mm located in the anterior mediastinum that
was isointense on the T1A and T2A sections with
hyperintense areas at the center. FNAC revealed
Thymoma. His other laboratory tests were also
normal. Plan for PTCA was abandoned and
combined approach for CABG with Thymecomy
was then considered.

Considering the age and co-morbid condition of
the pt, Off-pump ( Beating Heart) CABG was
planned with a single graft to LAD by either
LIMA ( Left Internal Mammary Artery) or RSVG
(Reverse Saphenous Vein Graft) depending on
the feasibility of hervesting LIMA due to plan of
wide, extensive and complete excision of the
thymic mass along with adjacent pleura and
pericardium.
With all aseptic precautions under general
anesthesia standard median sternotomy was
done. The mass, which almost completely filled
the anterior mediastinum and extended towards
the left hemithorax, was totally excised along
with attached and sorrounding pleura and part
of pericardium with remnant of thymic tissue in
Right side also. LIMA harvested and grafted to
LAD. The excised giant mass measured 22x17x15
cm and weighed 1100 gm. After removal of the
mass the pericardium was widely opened and
mid LAD was grafted with LIMA. Patient was
extubated after 6 hours.
Following an uneventful postoperative episode,
the patient was discharged on the 10 th
postoperative
day.
Histopathological
examination report confirmed the diagnosis as
malignant thymoma. He was referred to an
oncologist for further management.

Fig.-1: X-ray chest P/A view showing a large
dense homogenous radio-opaque shadow in the
left hemithorax and mediastinum.

Fig.-2 A & B: Resected segments of Thymoma
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involving thymomas. Abdullah ve Loon reported
that they performed the combined surgical
approach for a thymoma that was found
incidentally during CABG11,12. The possibility of
finding coincidental mediastinal tumors during
CABG increases with age. In these cases, it is
crucial that a complete resection be performed
to improve the chance of survival. In this
reported case a thymoma is incidentally detected
because of a giant mass found via chest X-ray.
The patient then electively chose to undergo
combined surgery with an extensive thymectomy
and Off Pump CABG.

Discussion:
Thymomas are defined as anterior mediastinal
tumors that can be divided into three main
groups according to their histological appearance
and behavior. They are categorized as benign in
the absence of macroscopic and microscopic
invasion but as malignant in the presence of
capsular invasion. The third category, thymic
carcinoma, includes tumors that have
undifferentiated, malignant epithelial features.1
The incidence rate of myasthenia gravis in
thymomas has varied in different series. Wilkins
et al2 reported a high rate of death in patients
with a thymoma because of the frequent
association between myasthenia gravis and
myasthenic crises. Thymomas are generally
considered to have an indolent and slow growth
pattern, but they should still be regarded as
malignant because of the potential for local
invasion and systemic metastases, which is less
common.6
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