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T Thymic carcinoma are uncommon neoplasms, with a particular predilection for pleural disease localizations, that could 

be treated by extended pleurectomy/decortication. This surgical procedure can be followed by cardiovascular, 
pleuropulmonary and technical complications, with an acute or late onset (months/years). In this case, a woman 55-
years-old with metastatic thimic carcinoma underwent to radical thymectomy, left superior pulmonary lobectomy and 
left extended pleurectomy/decortication with diaphragmatic prosthesis placement. After 8 years, diaphragmatic 
prosthesis rupture and empyema were diagnosed at imaging examinations (Computed Tomography and 
videofluoroscopic swallowing study).
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CASE REPORT:  
A 55-year-old woman, affected by myasthenia gravis, has 
been treated with chemotherapy in 2007 for metastatic thymic 
carcinoma; in 2010, she underwent to radical thymectomy, left 
superior pulmonary lobectomy and left extended 
pleurectomy/decortication with diaphragmatic prosthesis 
placement. In March 2018, the patient  presented with severe 
asthenia and fever for 1 month.  No further clinical symptoms 
were reported and  laboratory tests were normal.

IMAGING FINDINGS:  
Thoracoabdominal Computed Tomography (CT) was 
performed: it showed herniation of the gastric bottom in 
periesophageal site and, in contiguity,  a 10 cm formation with 
a hydroaerial level  and  a distorted high density patch inside 
the cavity to be referred to diaphragmatic prosthesis rupture 
(Figures 1-2). Videofluoroscopic swallowing study was then 
performed. The introduction of oral contrast agent revealed 
regular esophageal canalization with fixity and parietal 
inelasticity. Gastric opacification has shown deformation of 
the esophagus-gastric joint and deformation with herniation 
of the gastric bottom on the left (with goose-billed 
appearance) that appears fixed, adhered to the rib margin. 
Above this area, a thin and elongated area of   radiolucency is 
evident, in the absence of fistulosis (Figure 3). After a few days 
from the contrastographic examination, we subjected the 
patient to an abdomen  RX  and it showed contrast medium 
residues in correspondence of the herniated gastric region, 
above which was highlighted an area of   radiotransparency 
with a hydroaerial level and without comunication with 
stomach, to be referred to empyema.

The patient underwent surgery, with confirmation of the 
diagnosis made on imaging examinations; postoperative 
period was uneventful and she discharged on seventh 
postoperative day.

DISCUSSION :
Thymic carcinoma are uncommon neoplasms (1-5% of all 
malignant thymus tumors) and present at an advanced stage 

1in 30% of cases.  These tumors have a particular predilection 
for pleural disease localizations, generally treated by 
pleurectomy/decortication; it is extended to the diaphragm, 
to the lung parenchyma or to the pericardium if they are 

2involved in the pathology,  as usually performed for the 
3treatment of malignant pleural mesothelioma.

The extended pleurectomy/decortication can be followed by 

c a rd i ova s c u l a r, p l e u ro p u l m o n a r y  a n d  t e c h n i c a l 
3,4complications, with an acute or late onset (months/years).  In 

the last case, the diaphragmatic prosthetic failure, the 
3,4empyema and the esophagopleural fistula are included.  In 

particular, as regards the prosthetic rupture, this is 
characterized by the possibility of presenting more 
frequently on the left side, both for anatomical reasons 
concerning the scarce presence of diaphragmatic anchoring 
tissue at the left posterior costophrenic corner and for the 

5high pressure determined by the stomach.  With regard to 
late-onset empyema, it is associated with various risk factors 
including radiation treatment and is generally determined by 
a hematogenous bacterial spread or by the presence of 

6broncopleural or esophagopleural fistula

The clinical presentation of diaphragmatic prosthesis 
rupture, as a post-surgical complication, is often silent or non-
specific; empyema can instead be characterized by 
persistent fever, dyspnoea and chest pain. 

For diagnosis, imaging is fundamental: it is essential for 
detecting diaphragmatic rupture and  empyema, as well as 
for assessing the presence of any fistulae, especially 
esophagopleural ones. The diaphragmatic patch is usually 
made of 3,5,7expanded polytetrafluoroethylene,  that appears 
as a linear ; if there is rupture, it high density structure on CT
has a discontinuous aspect, a change in the position of the 
patch location (usually elevation) and it is associated with the 
abdominal viscera into  herniation, especially the stomach, 

3the thoracic cavity.  

T h e  p re s e n c e  o f  l a t e  e m p ye m a  c a u s e d  by  a n 
esophagopleuric fistula can be verified or excluded by the 
videofluoroscopic examination of swallowing.

Imaging is therefore essential to provide the surgeon with all 
the information necessary for the replacement of the 
diaphragmatic prosthesis, reduction of the herniated 
abdominal organs and correction of the empyema with the 

3Clagett window.  The post-operative prognosis of these 
patients is generally good. 

CONCLUSION: 
Late complications of extended pleurectomy/decortication 
should not be underestimated, especially in patient with 
persistent fever of unidentified origin.

DIAGNOSIS: Empyema with  prosthesis rupture.   diaphragmatic
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Differential diagnosis 
-Empyema caused by esophagopleural fistula
-Lung abscess 

IMAGES
Figure 1

Figure 1. CT coronal image (lung window) showed a 
distorted high density patch and new gas under the left 
diaphragmatic reconstruction.

Figure 2 

Figure 2. CT axial image ( mediastinal window) revealed 
the distorted high density patch in a formation with an 
hydroaeral level in the left pulmonary basal area; the 
gastric herniation into the thoracic cavity is also visible.
 
Figure 3  

Figure 3. Videofluoroscopic swallowing study: above the 
herniated gastric bottom, a radiolucent area was 
appreciated without signs of  esophagopleural fistula.
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