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Pericardial Effusion as a First Symptom 
of Thymoma: A Case Report

CASE REPORT
A 56-year-old female patient, a homemaker with no co-morbidities, 
presented with a four-month history of dyspnoea. Initially, she 
experienced dyspnoea during routine activities but gradually 
progressed to experiencing dyspnoea even during minimal exertion 
tasks {New York Heart Association (NYHA) grade 2-3} [1]. She did 
not experience dyspnoea at rest and was not taking any medication 
for it. The patient had no prior history of fever, cough, haemoptysis, 
oedema, paroxysmal nocturnal dyspnoea, orthopnea, or platypnea. 
Physical examination revealed afebrile status, blood pressure of 
100/60 mmHg, a regular pulse rate of 104 beats per minute, and 
no signs of pallor, icterus, cyanosis, or oedema. The Jugular Venous 
Pressure (JVP) was not elevated (11 cm). Cardiovascular examination 
revealed soft first and second heart sounds without murmurs, 
and respiratory examination revealed bilateral equal air entry and 
normal vesicular breath sounds with no added adventitious sounds. 
Abdominal examination disclosed soft, tender hepatomegaly.

Laboratory findings showed a haemoglobin level of 12 g/dL, 
an elevated Erythrocyte Sedimentation Rate (ESR) of 42 mm in 
the first hour, C-reactive Protein level of 34 g/dL, and a Total 
Leukocyte Count (TLC) of 6,700/mm³. An Electrocardiogram 
(ECG) showed sinus tachycardia with low-voltage complexes. 
Chest X-ray revealed mediastinal widening and cardiomegaly. 
Notably, [Table/Fig-1] a chest Computed Tomography (CT) scan 
unveiled a significant anterior mediastinal mass accompanied by a 
minor pericardial effusion [Table/Fig-2a,b]. A 2D Echocardiogram 
(Echo)-guided pericardiocentesis extracted 1,200 cc of 
haemorrhagic fluid with a pericardial fluid hematocrit value of 
38.6%. Additionally, a Ultrasonography (USG)-guided biopsy 
of the mediastinal tumour confirmed the diagnosis of thymoma 
[Table/Fig-3a,b].

A multidisciplinary team, including Cardiovascular and Thoracic 
Surgeons (CVTS), advised against tumour resection due to 
substantial pleural and pericardial involvement, categorising the 
patient’s case as Stage III, denoting pleural and pericardial invasion. 
Consequently, the patient was initiated on chemotherapy employing 
the Cyclophosphamide, Adriamycin and cis-Platinum (CAP) regimen, 

which included cyclophosphamide (500 mg/m²), adriamycin (20 
mg/m²/day 24-hour infusion), and cis-Platinum (30 mg/m²). 

The patient failed to attend the scheduled follow-up appointment 
for radiotherapy.

DISCUSSION
In the present case, the present patient exhibited a rare clinical entity, 
presenting with bilateral mild pleural effusion and spontaneous, 
asymptomatic pericardial effusion, as supported by a review of the 
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ABSTRACT
Thymomas, which account for 25% of all mediastinal tumours, primarily originate from the anterior mediastinum and tend to grow 
slowly, often being incidentally discovered during radiographic investigations. The clinical spectrum of thymoma ranges from 
asymptomatic incidental findings to the development of paraneoplastic syndromes and symptoms caused by local or metastatic 
involvement. Myasthenia Gravis symptoms may also be present, and in some cases, manifestations can arise due to pressure 
on adjacent structures. However, pericardial effusion as an initial and early presenting feature of thymoma remains extremely 
rare. In advanced and disseminated cases, pericardial and pleural effusions may occur. Therefore, it is crucial to consider the 
possibility of a concealed cardiac silhouette mimicking pericardial effusion in asymptomatic patients, ensuring a comprehensive 
evaluation. The current report represents a case study of a 56-year-old female patient with a history of subacute and progressive 
dyspnoea. Despite no significant positive clinical findings upon general and systemic examination, the diagnostic work-up revealed 
a modest pericardial effusion attributed to an unexpected thymoma. The present case highlights the unusual clinical manifestation, 
emphasises the diagnostic challenges involved, and underscores the importance of considering thymoma in the differential 
diagnosis of pericardial effusions.

[Table/Fig-1]:	 Chest X-ray showing cardiomegaly and mediastinal widening.
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A retrospective study reported that pericardial disease can be the 
initial presentation of an underlying malignancy in approximately 
7.5% of cases. This suggests that a significant proportion of 
patients presenting with pericardial disease may have an underlying 
malignancy. However, it is important to note that this figure is not 
absolute certainty and may vary in different clinical contexts [4].

Another study investigated the likelihood of detecting neoplastic 
disease when pericarditis or a small pericardial effusion is the 
initial presentation. The present study found that the probability 
of identifying a neoplastic condition in such cases was relatively 
lower, ranging from 4% to 7%. However, it is worth noting that the 
likelihood of uncovering neoplastic disease increased substantially 
in cases involving large pericardial effusions, with a range of 23% to 
33% [5]. In the present case, the patient had a moderate pericardial 
effusion, posing a diagnostic dilemma.

Benign thymic tumours can lead to pericardial effusions due to their 
mass effect, as shown in research conducted by Nishi T et al., [6]. 
Due to the rarity and histological diversity of thymoma, the Masaoka 
staging system is widely used for classification and prognostication 
[7]. It significantly contributes to treatment decision-making. In the 
present patient’s case, the tumour invasion into adjacent organs 
categorised it as Stage III (pleural and pericardial invasion).

Complete surgical excision remains the primary therapeutic 
approach for resectable thymomas. High-risk tumours at stages I 
and II {Tumour, Node, Metastasis (TNM) Staging} typically require 
postoperative radiotherapy following tumour resection [8]. For 
stage IIIA tumours, surgical management, either initially or following 
neoadjuvant chemotherapy, is recommended. Stage IIIB tumours 
may require a combination of radiation, chemotherapy, and/or 
surgery. In the present case, chemotherapy was prioritised due to 
the Stage III classification. Ongoing phase II studies suggest that 
immunotherapy with Pembrolizumab holds promise for thymic 
tumours [9].

CONCLUSION(S)
The patient presented with a rare clinical phenomenon of 
bilateral mild  pleural effusion accompanied by spontaneous and 
asymptomatic pericardial effusion. It is crucial to maintain awareness 
of atypical presentations like this, which manifest as pericardial 
effusion, in order to facilitate prompt diagnosis and initiation of 
therapeutic interventions. The present case report emphasises the 
importance of excluding alternative causes of massive pericardial 
effusions, such as idiopathic, drug-induced, tuberculosis-related, or 
radiation-induced pericarditis. Instead, it highlights the significance 
of considering thymoma as a potential differential diagnosis in cases 
of pericardial effusion. The optimal management approach for 
thymoma with pericardial effusions remains uncertain. These cases 
tend to have a less favourable prognosis with a higher recurrence 
rate. Continued reporting of similar case studies is crucial to enhance 
the understanding of the presentation and clinical bahaviour of these 
tumours.
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[Table/Fig-2a,b]:	 High Resolution Computed Tomography (HRCT) thorax and CT 
pulmonary angiography. 
Showing a well-defined large minimally and heterogeneously enhancing soft-tissue attenuation 
space-occupying lesion notes in anterior mediastinum suggestive of thymic neoplasia, irregular 
thickening of the pericardium with moderate pericardial effusion with bilateral minimal pleural effusion

[Table/Fig-3a,b]:	 Slides show the presence of partial capsule; cells are polygonal 
in shape with scanty cytoplasm.Sections also show intersecting fibrous bands 
and the presence of lymphocytes (thymocytes). Features suggestive of thymoma 
(Haematoxylin and Eosin 40x and 10x, respectively).

existing literature [1-3]. Thymomas are rare mediastinal tumours, 
with an incidence of 0.15 cases per 100,000 individuals [2].

Patients with thymoma may be asymptomatic or experience 
pressure-related symptoms such as chest pain, dysphagia, 
dyspnoea, and Superior Vena Cava (SVC) syndrome. Pericardial 
effusion, an early sign observed in approximately 20% of cases, 
was also present in the patient [3].
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