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transplant recipient
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Thymic cysts (TC) are rare benign lesions, affecting more

frequently the pediatric population[1]. Unilocular cysts

are often congenital, are diagnosed in the early childhood,

and likely on account of either aberrant thymic develop-

ment or persistence of thymopharyngeal duct rem-

nants[2]. On the other hand, in the adult population,

TCs are frequently reported to be multi-locular and likely

the result of cystic transformation of medullary structures

as a result of acquired inflammatory processes[3]. We

report here on an adult, liver transplant (LT) patient who

developed multi-locular TC in the setting of severe acute

pancreatitis secondary to biliary stent placement. To the

best of our knowledge, this is the first report of TCs in

solid organ transplantation.

In June 2006 a 46-year-old female patient underwent

the deceased donor LT at our institution for primary bili-

ary cirrhosis. Biliary reconstruction was performed with

end-to-end anastomosis on a T-tube. Immunosuppression

was effected with tacrolimus, steroids for the first

3 months, and mycophenolate mofetil (MMF). Two

months later, she was re-admitted for clinically suspected

post-LT ischemic cholangiopathy. A trans-tube cholangi-

ography confirmed the presence of non-anastomotic, bili-

ary obstruction, and the patient underwent the

endoscopic placement of a biliary stent. Three months

later, she was readmitted for dislocation of the biliary

stent and underwent subsequent endoscopic retrograde

cholangiography with concurrent dilation of the right

hepatic duct and placement of a naso-biliary drainage.

Immediately thereafter, the patient presented with acute

pancreatitis with enlargement of the whole pancreas, early

necrosis of the pancreatic head, bilateral pleural effusion

and a liquid collection in the right colic gutter on urgent

CT scan. The patient was transferred to the ICU and

underwent bilateral pleural drainage; broad-spectrum

antibiotic and antifungal prophylaxis, and treatment with

somatostatin and gabexate. Seven days later, a control CT

scan revealed the presence of multiple cystic lesions

located in the anterior and superior aspects of the medi-

astinum and associated with mild pericardial effusion

(Fig. 1). Based on the absence of clinically evident heart-

and lung disease (no EKG alterations, no respiratory

distress), these findings were suggestive of multi-locular

TC. On account of her immunosuppressive status, the

patient was not referred for surgery and conservative

treatment with steroids (6-methylprednisolone) 25mg/day

was initiated, based on what is currently practiced for

autoimmune and/or acute rheumatologic diseases. A

repeat CT scan, performed 7 days later, showed partial

regression of the multiple thymic cysts and the pericardial

and abdominal collections. The patient was transferred to

the floor wards and was discharged home on day 37, after

a control CT scan had shown disappearance of the TC, a

normal pancreas and nearly complete disappearance of

the abdominal fluid collections.

In the setting of normal immune response, surgery is

usually the treatment of choice for TCs, for both diagnos-

tic and therapeutic reasons and diagnosis is usually made

through histology of the surgical specimen[1]. However,

Figure 1 Thorax CT scan showing multiple liquid collections with

thin, enhancing walls, located in the anterior aspect of the mediasti-

num and extending from the sternal notch to the ventricular level.

Based on the absence of signs of pericarditis, the lesions were consis-

tent with multilocular TC.
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thymectomy may be challenging, on account of proximity

of the gland with major vascular and neural structures

and carries a small, but finite complication rate in centers

with experience in minimally invasive surgery[4]. So far,

no guidelines for conservative treatment exist, this latter

ranging from observation, to anti-inflammatory medica-

tion, to steroids, depending upon the primary cause

(infectious or inflammatory) of the TCs[1–3,5]. On

account of the underlying immunosuppression and the

increased morbidity of surgical procedures in immuno-

compromised hosts, we preferred a conservative approach

with the use of steroids, based on what is usually per-

formed in acute autoimmune and/or rheumatologic dis-

eases and on the inflammatory nature of TCs in the

present case. What seems interesting to us is that, even in

the setting of chronic immunosuppression, an acquired

inflammatory process may lead to multi-locular TCs, and

to that extent, maintenance LT patients fare similar to

other categories of patients.
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