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lymphocytes are actively recruited into the lung
including areas outside the treatment field.
They suggested that, in addition to post-
radiation vasculitis, lymphocytes are involved
in a hypersensitivity reaction. Certainly there
is an increasse in the pulmonary CD4 + helper
T lymphocytes and it is possible that self-
antigen release occurs with the induction of
autoreactive lymphocyte clones. The com-
bination of this reaction with a drug which is
also able to cause vasculitis may aid such an-
tigen recognition, creating a “recall” pneu-
monitis.

We would like to thank Professor Catovsky for permission to
report his patient.
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Management of
residual thymic cysts
in patients treated for
mediastinal Hodgkin’s
disease
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Abstract

The pathogenesis of residual thymic cysts
after treatment for mediastinal Hodgkin’s
disease is uncertain. Their presence after
adequate treatment often presents the on-
cologist and the thoracic surgeon with a
therapeutic dilemma. Two patients with
residual thymic cysts after curative treat-
ment for mediastinal Hodgkin’s disease
are described and the management dis-
cussed.
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Thymic cysts are occasionally found after the
completion of planned treatment for patients
with mediastinal Hodgkin’s disease. Their pres-
ence on chest radiographs or computed
tomographic (CT) scans may indicate either
residual or recurrent disease or a benign lesion.

Surgical excision followed by histological ex-
amination is the most reliable method of evalu-
ating the possibility of viable tumour within
the residual thymic cysts, but this may be dan-
gerous and unnecessary. Needle biopsy, al-
though safer, can produce false negative results.
Further chemotherapy and/or radiotherapy
may be given to these residual thymic cysts
without pathological confirmation, which could
be unnecessarily harmful and may even lead to
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death in patients with no viable lymphoma
cells.

We report two patients who received no sup-
plementary treatment for residual thymic cysts
and who remain alive and well 2-6 years after
their initial treatment.

Case reports

CASE 1

A 28 year old man presented with enlargement
of the right cervical lymph nodes. A biopsy
specimen demonstrated nodular sclerotic
Hodgkin’s disease. The chest radiograph
showed mediastinal widening and a computed
tomographic (CT) scan of the chest showed
a thymic cyst in addition to the mediastinal
lymphomatous masses (fig 1A).

The patient was treated with three courses
of chemotherapy (adriamycin, bleomycin, vin-
blastine and DTIC) followed by a radical
course of radiotherapy to the mediastinum and
cervical and axillary regions. The follow up CT
scan approximately nine months after com-
mencing treatment showed complete res-
olution of the lymphomatous masses in the
neck and the mediastinum but no change in
the cystic mass. Annual CT scans were per-
formed and the CT scans taken three years
and six years after treatment serve to confirm
that the patient remains in complete remission
(fig 1B).

CASE 2

A 26 year old woman presented with left supra-
clavicular lymphadenopathy. A biopsy speci-
men showed nodular sclerotic Hodgkin’s
disease. A chest radiograph showed mediastinal
widening and a CT scan confirmed the me-
diastinal lymphadenopathy and also a thymic
cyst.

The patient was given six courses of chemo-
therapy consisting of epirubicin, bleomycin,
vinblastine, and prednisolone. The thymic
cyst at initial presentation was 7 x4 cm; 3-6
monthly follow up CT scans showed con-
siderable reduction in size to 2:3x1-:2cm 10
months later. The cyst has remained the same
size on the two year follow up CT scan.
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Management of residual thymic cysts following mediastinal Hodgkin’s disease

Figure 1 (A) CT scan at level of carina before treatment showing thymic cyst (arrow)
in addition to mediastinal lymphomatous masses. (B) CT scan at the level of the carina
three and six years after treatment showing resolution of the lymphomatous masses and

persistence of the cyst.

Discussion

Thymic cysts are very rare. In a 10 year review
of all published cases of mediastinal tumours
and cysts only one case of thymic cyst was
reported.’ However, thymic cysts are known to
occur occasionally in patients with mediastinal
Hodgkin’s disease. Their histogenesis is con-
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troversial and two conflicting views exist. The
first assumes these cysts to be treatment
related”® and the second suggests that they are
due to thymic infiltration by lymphomatous
tissues, either on presentation or at recur-

In the two cases described, pretreatment CT
scans showed large areas of low attenuation
within the mediastinal lymphomatous masses
which suggested that such cysts were secondary
to the thymic involvement by Hodgkin’s dis-
ease. The CT scans taken after treatment,
however, showed persistence of these cystic
lesions despite regression of the lymphomatous
masses. In the first case the thymic cyst re-
mained static for six years, and in the second
it was resolving spontaneously over time.

The natural history of thymic cysts following
treatment in mediastinal Hodgkin’s disease is
not known. However, persistent relapse-free
survival can usually be achieved only after com-
plete resolution of all viable tumour. The
management of residual thymic cysts seems
uncertain, especially when the initial media-
stinal Hodgkin’s disease responds well. For
such thymic cysts, three options are available:
further pathological confirmation, further treat-
ment, or observation. The two patients re-
ported here are alive and well, suggesting that
these cysts did not contain a malignant com-
ponent. Baron ez al® recommended that sup-
plementary treatment should not be given for
residual thymic cysts without pathological con-
firmation after one of their patients died of
complications which were probably related to
excessive treatment.

In conclusion, careful observation with regu-
lar follow up CT scans without additional treat-
ment seems to be the management of choice for
residual thymic cysts of mediastinal Hodgkin’s
disease.
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