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Thymic pathologies such as lymphoid follicular hyperplasia or thymoma are seen in 75% of myasthenia 
gravis subjects. Microscopic thymoma is a lesion that is seen in 15% of myasthenia gravis patients. 
The World Health Organization defines microscopic thymoma as a “ usually multifocal epithelial 
proliferation <1 mm in diameter”. Microthymoma, in other words microscopic-sized thymoma, should 
be considered in the differential diagnosis of microscopic timoma. We present the case of a 28-year-old 
male patient followed-up for myasthenia gravis and diagnosed with “microscopic thymoma” following 
thymectomy. 
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INTRODUCTION 
 
The term “microscopic thymoma” was first described in 1976 
to refer to a small epithelial islet identified incidenta-lly in a 
thymus removed during cardiac surgery (Rosai and Levine, 
1976). Today, the World Health Organiza-tion defines 
microscopic thymoma as a “ usually multifo-cal epithelial 
proliferation <1 mm in diameter” (Marx et al., 2004). 
Microthymoma, in other words microscopic-sized thymoma, 
should be considered in the differential diagno-sis of 
microscopic timoma.  

In this study, we present the case of a 28-year-old male 
patient followed-up for myasthenia gravis and diagnosed 
with “thymic hyperplasia” and “microscopic thymoma” follow-
ing thymectomy. We also discuss the morphological charac-
teristics that help the distinction of microscopic thymoma 

from microthymoma. 
 

Case 
 
The thoracic computed tomography of a 28-year-old male 

patient, who presented to our hospital a year ago with  
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complaint of fatigue and was diagnosed with myasthenia 
gravis, showed increase in density, similar to thymic rem-
nant, in the anterior mediastinum (Image 1). The magne-tic 
resonance examination revealed a triangular lesion in the 
anterior madiastinum manifesting as thymic hyperpla-sia, 
including loss of signal intensity on outphase sequen-ces. 
No mass lesion with contours similar to thymoma was 
evident. Elective thymectomy was undertaken.  

The tissue sent for pathological examination was 106.7 
g in weight, 17 x 8 x 2.5 cm in dimension, yellow in color, 
soft, lobulated and fatty. Almost the entire tissue was 
sampled for histopathological examination.  

Microscopic examination revealed tyhmic tissue in the 
form of nodules containing cortex, medulla and Hassall’s 
corpuscles between fatty areas. In one of the serial sections 
obtained, a solid island made by epithelial cells of <1 mm 
were identified (Image 2). The cells had round and oval 
nuclei, clear chromatin and distinct nucleoli. Mitosis or nu-
clear atypia was not seen. Lymphocytes we-re not observed. 
As the normal thymus weight for 25-29 year-old males is 
accepted to be between 11.8 and 23.1 g, our case was 
diagnosed as “microscopic thymoma comorbid with thymic 
hyperplasia”. After thymectomy, there was a progressive 
clinical improvement over a follow-up period of 11 months. 
He is taking low dose corticosteroid. 



 
 
 

 

DISCUSSION 

 

Thymic pathologies such as lymphoid follicular hyperpla-
sia or thymoma are seen in 75% of myasthenia gravis 
subjects (Drachmann, 1994). Microscopic thymoma is a 
lesion that is seen in 15% of myasthenia gravis patients 
(Drachmann, 1994; Pescarmona et al., 1992; Mori et al., 
2007). Puglisi et al. (1995) studied the presence of epi-
thelial solid islands resembling thymoma in thymic tissue 
obtained from 100 consecutive autopsies, and they found 
epithelial islands and rosette formations in 4 of these ca-
ses (Puglisi et al., 1995) .  

The differential diagnosis of microscopic thymoma from 
microthymoma is important. In addition to its small diame-
ter, microthymoma manifests the morphological characte-
ristics of conventional thymoma (Chalabreysse et al., 
2006). The term microthymoma was used for the first 
time by Cheuk et al. (2005) to refer to 2 thymoma cases 
of microscopic sizes (Cheuk, 2005). These 5 or 7 mm le-
sions made of 1or 2 lobuli manifested morphological 
characteristics of conventional thymoma such as forma-
tion of a separate mass from neighboring thymic tissue, 
lobulation, immature T cells, medullary differentiation, and 
perivascular gaps. Starting from these findings, it was 
claimed that microthymoma may represent the ear-liest 
stage in the development of thymoma (Cheuk, 2005). 
Microscopic thymoma, on the other hand, is mere-ly the 
hyperplasia of thymic epithelium and does not display the 
conventional morphology of thymoma (Pes-carmona et 
al., 1992; Puglisi, 1995; Rosai, 2004) . There-fore, Rosai 
has suggested the use of the term “nodular hyperplasia of 
the thymic epithelium” in lieu of microsco-pic thymoma 
(Rosai, 2004).  

As the diameter of the lesion in our case was <1 mm 
and the morphological characteristics of classical thymo-
ma were not seen, the diagnosis was “microscopic thy-
moma”.  

Making the diagnosis of microscopic thymoma is only 
possible after a detailed histopathological examination. 
Particularly in patients being followed-up for myasthenia 
gravis, the entire thymectomia material should be sam-
pled and examined with serial sections. 
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