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=Abstract=

Postoperative Analysis of Prognostic Factors of Thymoma

Chang Kwon Park, M.D.*, Dong Yun Kum, M.D.*, Sae Young Choi, M.D.*,
Kwang Sook Lee, M.D.*, Young Sun Yoo, M.D.*

In this study, the authors analyzed the prognostic value of four clinical variables(age and sex of
patients, association with myasthenia gravis and clinical stage) and histological type in 30 consecutive
patients with thymoma, histologically classified as cortical(10), medullary(5) and mixed(15) type
according to Marino and Muiller-Hermelink classification.

There were significant differences between the histological types in the frequency of the different
tumor ‘stages and myasthenia gravis and prognosis. Most of the cortical thymomas were at stage II1
and all of the medullary and most of the mixed tumors at stage I or II. Myasthenia gravis occurred
more commonly in patients with” cortical (30 %) and mixed thymoma (60 %) than in patients with
medullary thymoma (10 %).

Follow-up was conducted in 30 patients, with follow-up range from 3 months to 120 months (mean,
47.3months). § year actuarial survival was 100 % for medullary thymoma, 73 % for mixed thymoma,
and 47 % for cortical thymoma. The overall survival curve shows that 87.6 % of the patients are alive
at 2 years and 72.8 % at 5 years. And 7 patients was dead during follow-up periods.

By Kaplan-Meier technique, we found that the patients who had myasthenia gravis had better
prognosis (P < 0.05).

Medullary thymoma is a comparatively rare, benign tumor, and usually not associated with
myasthenia gravis.

Cortical thymoma must be regarded as malignant. Mixed thymoma is intermediate in its behaviour
between medullary and cortical thymoma. But these tumors should be considered potentially
malignant despite of presence as stage I of II disease. Also, the patients with stage I, Il had good
prognosis and the patients with total resection had good prognosis (P < 0.05).

(Korean J Thoracic Cardiovas Surg 1994;27:785-92)
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* AR o g o o & F-F-2 el

* Department of Thoracic and Cardiovascular Surgery, Dong San Medical Center, Keimyung University
0] =22 1993 E A S5AA AR REE o] R A5

F2A A vk, (700-310) B FA] S FARE 194, Tel. (053) 250-7344, 7342,  Fax. (053) 252-1605

—785—



FAZe Welzggd ezt ot YdozE
E4E 7bA I gl on g
sh 27kl AelzhA Eabo] glo} sheh Y. WA 3] 4
$a3 ol FAZEY AE2H N EFHE DEd AE
ool QJzkal BRS2A QA dlFe) AR AHw
AA Bo] ALl gl AL delA dch mebd FA
Zo) o A Ro} o Fo B T FEAlokel 4] o]
2= Foke] AT ERFE s JAA o4&
o] gtk FAEL £Y FE2TFHES W ED o2} A
spid A gt EvlSRy A8 AAee] S Fu W
< B3E5o| v}

AAEL 3089 FAZRRANES TSP T4
A £z2AA B8 Marino and Miiller-Hermelink ¥4
of 7Hste] A 2 EFE DA, A 2 FFERY
Z3be] BeilEs} B3Rl o AEEe] v 5
F402 FAEY o FHY 22 $4L A wshseh

e

i)
0{)1&;%

i

|

e W Uy
E A= 1979 64 5E] 19939 129742 1433 67)
A7} Ao gt o o) 3 F-o et A A e

| =
st FAE 3Ha 308 A2 2o o] Folzom dal
7R o) FA zAME bR U AMAlelyt AFEAS B
2 Alastgde}. 32 2AE 7170 3l A 120704 2
W HAF 4730 A B AREE JAFL R T
273 Wz 271g zabekdch Hel2A s
2] Marino and Miiller-Hermelink ¥-54-& o]-4-3}
23 (cortical type) (Fig. 1), 523 (medullary type)
(Fig. 2) 2 Z&3 (mixed type) (Fig. 322 o] 7} =
ey Wl el YA ¥ FZIFHFA] A e
2 vl aggstn ) FHzA e o3 AFE 8w
"3

7] 3= Masaoka ¥HH¢

Ol

%
& 3
o =

A= FAE FA D 9 Aadsia i Eshe
Ae Aoz s on FESFHF TUE 4T3
Aol A BN FNRALE Al matdinh FAE FE Tl
SRR

o3k v]Al gl QlxpE 2 B-Ads) Bz} Kap
lan-Meier 2] EA4uFAlo) 23 W EES A3 Y AE, F
2oz kg AR-a wejxa A W

% b 2 o] ZAbe) Bgbrt

o F2]7)
1994;27:785-92

Fig. 1. Cortical thymoma composed of cortical-type of epi-
thelial cells with round nuclei and prominent nucleoli admixed

with a few mature lymphocytes. Hematoxylin and eosin (X 400)
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Fig. 2. Medullary thymoma characterized by spindle-shaped
medullary-type epithelial cells without nucleoli and the pres-
ence of a storiform-like pattern. Hematoxylin and eosin (X 400)

Fig. 3. Mixed thymoma characterized by the presence of cor-
tical (small arrows) and medullary(large arrows) type epithelial
cells admixed with small lymphocytes. Hematoxylin and eosin
(X 400)
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Table 1. Age and Sex distribution

Male \ Female
Total
MG Non-MG MG Non-MG
10~19 - 3 - - 3
20~29 - 1 1 - 2
30~39 1 - 1 2 4
40~49 1 6 2 1 10
50~59 - 2 4 5 11
Total 2 12 8 8 30
MG : Myasthenia Gravis
Table 2. Chief complaint
MG 10
1la 1
b 8
111 1
Asymptomatic 3
Chest pain 7
Cough 3
Dyspnea 3
Others 4

MG : Myasthenia Gravis

Table 3. Histologic subtypes in 30 cases of thymoma classi-
fied according to Marino and Mtller-Hermelink

Cortical 10 (33.3%)
Mixed 15 (50.0%)
Medullary 5(16.7%)
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Table 4. Relation between histological type of thymoma, my-

asthenia gravis, and clinical stage

Histogical Stage MG
type) | o ovalve 0 X %
Cortical (10) - 2 5 2 | 307 30
Mixed (150 5 6 3 — 1 6 9 40
Medu ldr (5) 4 | - - = I 4 20
9 9 § 2 2 10 20 333

MG : Myasthenia Gravis

Table 5. Surgical procedures

Total Subtotal . .
. . Biopsy only
resection resection
MG 10 0 0
non—MG 14 1 5
Percentage 80.0 % 3.3% ]6 7%
MG : Myasthenia Gravis
Table 6. Clinical stages and adjuvant therapy
RT CT RT+CT Total
Stage | 0 0 0 0
Stage 1 3 0 0 3
Stage HI 6 0 2 ¥
Stage IVa 1 0 | 2
Stage I'Vb 2 0 0 2

RT: radiotherapy. CT: chemotherapy
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Table 7. Surgical procedure and adjuvant therapy

RT CT RT+CT NP Total
Total resection 9 0 | 14 24

Subtotal resection 0 0 | 0 1
Biopsy only 3 0 ] 1 5
Total 12 0 3 15 30

RT: radiotherapy; CT: chemotherapy : NP: not performed

o) Q123 E7] 287} Beslgdow 5 GEldl e
A} 2E ol fekS Fukal 9= gl 2o 4
L %3 glEld el AHEE sk FubEl g ol
a5 352 g el A ﬂ%il&iflu% 51 739t Al 7 uh)
3ul, =ubaba 24, Adeivbe] el Ao 1, 71
Al 5ol el ot el o7k AbkEt z}t st

g lgh sha} 3283 FAo] Hrhsadl 242 Alels}
330 Aol 4] 34 2AE shdek FA 2| 2Ee 3
el 120092 4t 47370 el ek A 1l 7] 22 9a % |
Aol 4] Abarstelizal £ 1209 # Auksle] Wbl A
T2 wopon} apubal Aot Al Nl 7] gz} g @l & 48*1
ol 4] Abvbabel o o] Z 2t Akl -go]v 4 B

S A e S gaase ANl

ghx} 2#ll e BT AES dow] Al V7] &k} 24 B8

= oapsbelch Al gbaby FELTHEE UE Ae

= ordlgdek o)i Bt T S 2 Abdeldd

7] whitell FAl F Aol Az Al A H e F A 2 AR A
_’?:

ubgl ghat Sell 1 AE b e
3} WAl 285 Z wky A ol FH A Zof] gl o
v A] 4@ ol Az At oo 3elel s A5
Al A Ao el A L 71gek |k a5 At
7}%] 2] 7]7}9_ B3t 25.570 Yo} xHuaLjry_ 28 o] A=

EE 6}‘235} (Table 8).
6. Xl O AEolX 24

2 2770 3048 e 3RS dAbe 2 3le] Kap
lan-Meier BAMIAl S o] f-slofa] AWl oA, F&T
| oo

o)A} wlvz|W

=

R

5,
W ol whE A T8-S vl A skt

A AR AA &R 59 gti_r~ 72.8 % 912 50
Al ol Ake] -8 5 A EH0] 87.5% B4 404 wlke] T

— 788 —



o §-2} |
1994:27:785-92

Table 8. Patients with relapse after resection

CASE 1 2 3 4 5

Age 45 41 16 55 52

Sex M M M F F

Clinical 111 I1 Il | 111
Stage

Histologic Mixed Mixed  Cortical Medullary Cortical
Type

Invaded Organ Phrenic  Capsule Innominate Lung
when relapsed  nerve artery

Months 47 Mo 32Mo 5Mo 10&72 Mo 18 Mo
-Disease Free

Treatment CT RT RT RT & CT
after Relapse Reop(#2)

outcomes 49 Mo 36 Mo 10Mo 88 Mo 41 Mo

expired expired expired alive expired
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Fig. 4. Survival curves according to presence or absence of
MG (Myasthenia Gravis)
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Fig. 5. Survival curves according to histologic types (CT-

Cortical thymoma, MxT-Mixed thymoma, MT-Medullary thy-
moma)
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Fig. 6. Survival curves according to clinical stages
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Fig. 7. Survival curves according to the method of resection
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