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A Case of Tuberculous Pericardial Abscess Mimicking Thymic

Carcinoma

Ji Young Park, MD.', Seung Ah Park, MD., Young-Hwan An, MD.', Gil-Su Jang, M.D.', So Yeon Kim,
M.D.', Jeung Sun An, MD.', Eun Young Hong, M.D.", Soo Young Lim, M,D.', Kunil Kim, M.D 2, Jinwon Seo,

M.D.2, Sunghoon Park, MD'

'Division of Pulmonary, Allergy and Critical Care Medicine, Department of Internal Medicine, Departments of “Thoracic and
Cardiovascular Surgery, and “Pathology, Hallym University Sacred Heart Fospital, Anyang, Korea

We report here an unusual case of pericardial tuberculoma that was misdiagnosed as thymic carcinoma on an
imaging study. A 48-year-old woman was referred for evaluation of an anterior mediastinal mass. Computed
tomography (CT) scans of the chest displayed cystic masses mimicking thymic carcinoma at the anterior
mediastinum, Pericardiotomy and surgical drainage of the cystic masses were done, and pathologic examination
of the excised pericardial specimen showed a chronic granulomatous inflammation with necrosis, compatible with
tuberculosis. Acid-fast bacilli were also identified in the specimen. After treatment with anti-tuberculosis drugs and
steroids, the patient showed clinical improvement. Although tuberculous pericarditis usually presents as pericardial
effusion or constrictive pericarditis, it can also present as a pericardial mass mimicking thymic carcinoma on CT.
Therefore, we suggest that tuberculous pericardial abscess should be included in the differential diagnosis of a
mediastinal mass in Korea, with intermediate tuberculosis prevalence.
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AW 47 T2 Zafolld WM& 7,200/mm’
(BFTF 74.7%, HZT- 16.3%, ST 6.2%, FTA
0.9%), @2~ 11.6 g/dL, SMFEIZE 34.8%, Do
326,000/mm’0|c}. B3 Azt HAlelM T= 79
mg/dL, blood urea nitrogen 9.3 mg/dL, creatinine 0.5
mg/dL, ZEeF 81 g/dL, W 4.0 g/dL, aspartate
aminotransferase (AST) 21 IU/L, alanine aminotrans-
ferase (ALT) 19 IU/L, 25471 0.9 mg/dL, 22+

j=|

1l 0,2 mg/dL, alkaline phosphatase (ALP) 226 TU/L$it}.
a3 daE N UYEF 134 mEq/L, ZF 4.2
mEq/L, Z45 8.6 mg/dL, ¢ 3.4 mg/dLo|Slth. CHESA
chl Al e 20,7 mg/dL (0~8 mg/dL)o]IaL, HBsAg (+),
HBsAb (—), HIV (—) itk 25 ZAtexe 238 =
o A Bl A AlESH AAF ea del gt
Fa ke FANTBPCR) EF 4ol d%
QuantiFERON-TB GOLD ZAR= oFAdo|2lt}, e Wl
A 739H v AR olF H5l k] vt
Pkl o]3tel thate] BN FHAE Aldst
ek, Fre] B4 Aujlis WET 5250/mm’ (53T
38%, "X 42%), pH 7.5, FHHNF 5.6 g/dL, lactate
dehydrogenase (LDH) 391 TU/LZ A& A71S B
1, adenosine deaminase (ADA)& 87.4 U/LE =7 74
SJoick, ebg FAR} FAIAE CA 1257} 1261 UnLE:
A 2=

MBI A7k T FRBAR AR 545 3
A} 242 4] Aol B2 ool wlen] 2
Hokell F7F AR AHFigure 14), FF- CTolXE A
4% Wl F 719] ¢ F371 B =L (Figure 1B,
0), TH 9] B2 29 S| HuA BFE 208 A
o, FH d¥ogol fFo] o=k F-18 FDG-
PET/CT (fludeoxyglucose-positron emission tomog-
raphy) A& AR FoiAl 33 (maximal stand-
ardized uptake value [SUV max]=8.3)& Holi= HE4F
FI7} W= (Figure 2) QA L0 8= oM &

Figure 1. (A) Chest PA on admission shows anterior mediastinal widening with left pleural effusion, (B, C) Initial chest
CT scans with transverse and coronal images, Chest CT scan displays multi-loculated two cystic masses at the anterior
mediastinum (white arrow, 10.5x4 2 cm; black arrow, 6.8x 1.7 cm) with peripheral enhancement, No foci of calcification
were observed within the mass, PA: Posterior anterior; CT: computed tomography.
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Figure 2, PET/CT images
show FDG uptake in the
pericardial lesion with a
maximal SUV of 83 and
central photon defect area,
PET: positron emission to-
mography; CT: computed
tomography; FDG:  flu-
deoxyglucose; SUV: stand-
ardized uptake value,

Figure 3. (A) Pathologic ex-
amination of the excised
pericardial specimen shows
a chronic granulomatous
inflammation with necrosis,
compatible with tuberculo-
sis (H&E stain, x100). (B)
Acid- fast bacillus was also
indentified (black arrow,
AFB stain, x200),
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