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Thymic Hyperplasia
Masquerading as Cardiomegaly:
MRI Validation
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On the posteroanterior chest roent-
genogram the thymus appears as a bilateral
smoothly outlined superior mediastinal
mass merging almost imperceptibly with
the cardiac silhouctte(1). However, the
presence of a notch on postero-
anterior(PA) projection and a sharp
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inferior border on lateral projection helps
delineate the thymus. Thymic hyperplasia,
a benign condition in which there is mas-
sive enlargement of the normal thymus
may simulate cardiac disease(2). Here, we
report a case of thymic hyperplasia pre-
senting with marked cardiomegaly on plain
X-ray chest, where a suspicion of thymic
enlargement was raised on two dimen-
sional echocardiography and the diagnosis
was confirmed on Magnetic Resonance
Imaging (MRI). Awareness of this cause of
pseudocardiomegaly will help in preventing
misdiagnosis of heart disease.

Case Report

A two-month-old child was referred to
us with a diagnosis of congenital heart dis-
case. He had a history of repeated respira-
tory tract infections. On clinical examina-
tion there was cardiomegaly with grade 2/6
vibratory murmur in the second left inter-
costal space. Plain X-ray chest (PA view)
showed a cardiothoracic ratio of 0.7 (Fig.
I). Pulmonary vasculature and lung fields
were normal. Two dimensional echo-
cardiography revealed normal sized car-
diac chambers. A moderate sized paracar-
diac mass was visualized in the subcostal
four chamber view (Fig. 2) around the left
ventricle and left atrium. This was thought
to be either a pericardial lipoma or granu-
loma or an enlarged thymus. The possibil-
ity of a congential pericardial cyst was also
entertained but considered unlikely in view
of the mass appearing to be of soft tissue
echogenecity and not fluid echogenecity.
To characterize this mass more defini-
tively, MR1 was performed. This showed a
medium signal intensity of T2 weighted

image of this mass which had pointed ends

and was draping itself over the heart, con-
firming it to be thymic hyperplasia (Fig. 3).
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Fig. 2. Echocardiogram showing an extrocardiac mass (**) around the left ventricle (LV) and left
afrium (LA ).
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(3R)

Fig.3. MRl images in coronal (A) and transverse (B) reconstructions showing marked thymic enlarge-
ment with the typical thymic configuration.
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Discussion

An enlarged mediastinal image on ro-
entgenographic examination, despite opti-
mal technique and views, may be difficult
to interpret when it is not possible to de-
fine clearly its thymic, cardiac and vascular
components. Griffith and associates(2)
have presented three broad possibilities of
errors in diagnosis of cardiac disease in pa-
tients with massive enlargement of thymic
gland. Firstly, it may mask cardiac discase,
e.g, dextrocardia; secondly, cardiac disecase
could be suggested because of apparent
cardiomegaly, when no such discase exists;
and finally, cardiac disease could be misdi-
agnosed if the thymic shadow is interpreted
as a malposed great vessel. Two dimen-
sional echocardiography helps in identify-
ing the presence and nature of cardiac dis-
ease; however, it cannot differentiate thy-
mic enlargement from a mediastinal mass.

MRI can differentiate the various mediasti-

nal masses because of its ability to charac-
terize various tissucs depending on the T1
and T2 weightecd images. Moreover, the
three dimensional perspective that it pro-
vides helps to clearly define the borders of
various structures. Especially in paracar-
diac masses, MRI is superior to Computer-
1ized Tomography (CT) since cpicardial fat
and mediastinal structures are difficult to
differentiate by the latter modality but are
clearly distinguished by MRI(3).

In our case, plain X-ray chest (PA and
lateral) could not delineate the thymic im-
age from the cardiac silhouette. Echocardi-
ography helped us to rule out cardiac dis-
ease but could not identify the nature of
mediastinal mass. MRI confirmed it to be
thymic enlargement in view of its homo-
genous consistency, tendency to lie around
rather than compress neighbouring struc-
tures and the signal characteristics, MRI,
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unlike CT, does not expose young children
to radiation. Although routine MRI exami-
nations are not necessary for thymic hyper-
plasia, our case highlights rare occasions
wherein the thymus cnlarges into the
inferior mediastinum and mimics heart
disease.
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