
lopecia areata (AA) A is characterized by a sudden and patchy loss
of hair, and known to be a T-cell mediated autoimmune disorder.
AA is frequently associated with several autoimmune disorders such

as type 1 diabetes mellitus, pernicious anemia, atopic dermatitis, and auto-
immune thyroid disease.1
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Alopecia Areata Associated with Thymoma
Presenting as a Diffuse Pleural

Dissemination Mimicking Mesothelioma:
Rare Concomitant Presentation

AABBSS  TTRRAACCTT  A 42-year-old man presented with dyspnea, left-sided chest pain and sudden onset of
hair loss. Multiple pleural masses were found on computed tomographic scans which were highly
suggestiveof malignant pleural mesothelioma or pleural metastases. After open pleural biopsy,
pathological examination showed the lesion to be a metastatic pleural thymoma or primary pleu-
ral thymoma with an exceptional localization. Clinical signs and symptoms of myasthenia gravis
(MG) were absent and anti-acetylcholine -receptor antibodies were in normal range. Electromyo-
gram was normal. PET-CT showed anterior-superior hypermetabolic partially calcified mass (ma-
lignant thymoma, SUV: 4-4. 2) located to the thymus. The patient was diagnosed as alopecia areata
(AA) in the view of dermatological findings. Association of AA and thymoma was previously re-
ported in the presence of MG as individual cases. Nevertheless, this case represents an unusual form
of metastatic thymoma with diffuse pleural dissemination mimicking malignant mesothelioma as-
sociated with AA, but not accompanied by MG. It should be emphasized that dermatologists must
be aware of the clinical findings of a pulmonary disease such as thymoma in patients with AA.
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ÖÖZZEETT  Kır ki ki ya şın da er kek has ta ani baş la yan saç dö kül me si, disp ne ve gö ğüs ağ rı sı ya kın ma la rı
ile Gö ğüs Has ta lık la rı po lik li ni ği ne baş vur du. Ol gu nun ak ci ğer bil gi sa yar lı to mog ra fi sin de dif füz
plev ral me zo tel yo ma ve ya plev ral me tas taz ile uyum lu mul tip le plev ral kit le ler mev cut tu. Myas te -
ni a gra vis’ in kli nik semp tom ve bul gu la rı yok tu ve ase til ko lin re sep tor an ti ko ru nor mal sı nır lar da
idi. Elek trom yog ram so nuç la rı nor mal di. Plev ra bi yop si si pri mer ve ya me tas ta tik plev ral ti mo ma ile
uyum lu idi. Po zit ron emis yon to mog ra fi de (PET) an te ri or-sü pe ri or me di as ten de ti mus lo ka li zas -
yo nun da ma lign ti mo ma (SUV: 4-4.2) ile uyum lu kal si fi ye kit le mev cut tu. Der ma to lo jik bul gu lar
açı sın dan has ta alo pe ci a are a ta ola rak de ğer len di ril di. Alo pe ci a are a ta ve ti mo ma bir lik te li ği li te ra -
tür de sık lık la myas te ni a gra vi s‘ in eş lik et ti ği ti mo ma ol gu la rın da bil di ril miş tir. Ol gu muz, alo pe ci a
are a ta ile bir lik te olan ti mo ma nın, me zo tel yo ma ya ben zer yay gın plev ral tu tu lum la sey ret me si ve
eş lik eden myas te ni a gra vis bul gu la rı nın ol ma ma sı ne de niy le il ginç tir. Der ma to log lar, alo pe ci a are -
a ta ol gu la rın da ti mo ma gi bi pul mo ner has ta lık la rın kli nik bul gu la rın dan ha ber dar ol ma lı dır lar.  

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Timoma; mezotelyoma; saç dökülmesi  
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Thymo ma is the most com mon pri mary tu mor
of the an te ri or me di as ti num and so me ca ses may
pre sent with lo cal in va si on to ad ja cent struc tu res.
Ple u ral dis se mi na ti on ca u sing to tal col lap se, vi a cir-
cum fe ren ti al ple u ral thic ke ning which en ca ses the
en ti re lung, is typi cal of ma lig nant ple u ral me sot -
he li o ma but it is unu su al for thymo ma.2

Pa ti ents with thymo ma may pre sent with
symptoms re la ted to one or mo re of the au to im -
mu ne di se a ses and typi cally MG, hypo gam mag lo -
bu li ne mi a, pu re red cell ap la si a, and non-thymic
ma lig nan ci es.3 Mo re o ver, few ca ses of thymo ma as-
so ci a ted with MG and AA ha ve be en re por -
ted.4,5The ro le of thymo ma in the de ve lop ment of
the se au to im mu ne di se a ses is lar gely unk nown. To
our know led ge, up to da te a uni qu e ca se of alo pe -
ci a uni ver sa lis has be en re por ted to be as so ci a ted
only with thymo ma.6

CASE REPORT
A 42-ye ar-old ma le was ad mit ted with ex ces si ve
ha ir loss, dyspne a and left-si ded chest pa in. The re
was no ot her sig ni fi cant fa mily or past me di cal his-
tory, such as as bes to sis, atopy, art hri tis, skin chan -
ges, Ray na ud’s phe no me non, syste mic lu pus
ery the ma to sus, per ni ci o us ane mi a, thyro id di se a se,
ir ra di a ti on and/or che mot he rapy. No au to im mu ne
di se a ses or AA we re no ted in his fa mily. Physi cal
exa mi na ti on re ve a led tach ycar di a and dec re a sed
bre ath so unds at the base of left lung, with dull ness
on per cus si on; no axil lary lymph no de en lar ge ment
was fo und. Ne it her pto sis nor ge ne ra li zed musc le
we ak ness or dyspho ni a sug ges ting MG was ob ser -
ved on ne u ro lo gi cal exa mi na ti on.

When he was first re fer red to the der ma to logy
out pa ti ent cli nic, he had patchy are as of alo pe ci a
on the en ti re scalp, but he did not be ne fit from to -
pi cal and syste mic ste ro id (50 mg/day, orally for 2-
3 we eks) tre at ments. No in vol ve ments of the na ils
we re ob ser ved. The ha ir loss in the scalp prog res si -
vely in cre a sed and pre sen ted as alo pe ci a to ta lis
comp li ca ted with gra du al loss of the eye las hes, eye-
b rows (Fi gu re 1a) and who le body ha ir wit hin two
months. PU VA the rapy was star ted for alo pe ci a
uni ver sa lis, but the pa ti ent did not comp le te the
tre at ment. 

Comp le te blo od co unt, ro u ti ne bi oc he mi cal
analy sis, thyro id func ti on tests, to tal IgE, ANA, an -
ti-acetyl cho li ne re cep tor an ti body and uri naly sis
we re in nor mal li mits. Eryt hrocy te se di men ta ti on
ra te was 36mm/h. Elec trom yog ram was nor mal.
Chest X-ray and com pu terized to mog raphy (CT)
on ad mis si on sho wed mul ti-fo cal lar ge ple u ral mas -
ses en ca sing the en ti re lung. CT al so sho wed an an-
te ri or me di as ti nal cal ci fi ed mass, which was at the
sa me den sity with the ple u ral mas ses, and was in-
dis tin gu is hab le from the ple u ral mas ses or ma lig -
nant ade no pathy.  Ba sed on ra di o lo gi cal fin dings,
the ex pec ted di ag no sis was ma lig nant ple u ral me -
sot he li o ma or ple u ral me tas ta ses from anot her ma-
lig nancy. Bronc hos copy de mons tra ted no
en dob ronc hi al le si on.

Ple u ral ef fu si on was se ro us in ap pe a ran ce. Cy-
to lo gi cal exa mi na ti on sho wed only lymphocy to sis,
and was ne ga ti ve for ma lig nant cells and tu mor
mar kers (CE A, AFP, β-HCG). Open- ple u ral bi opsy
was per for med. On his to lo gi cal exa mi na ti on, the
in di vi du al epit he li al cells we re lar ge and poly go -
nal with open nuc le i and pro mi nent nuc le o li. Pe -
ri vas cu lar spa ces we re fre qu ent. Epit he li al cells
sho wed strong re ac ti vity for CK19 and
CK5/6. Lympho id cells sho wed strong re ac ti vity for
CD3 and CD1a con sis tent with thymic ori gin. Im-
mu no his toc he mi cal sta i nings for TTF-1, cal re ti nin,
CD15, Ber-EP4, MOC31, CE A and CD20 we re ne -
ga ti ve imp li ca ting a low pos si bi lity of thyro id, lung
or me sot he li al ori gin. His to pat ho lo gi cal fin dings
we re con sis tent with type B2/B3 pri mary or me tas-
ta si zing ple u ral thymo ma (Fi gu res 2a, 2b). PET-CT
sho wed an te ri or-su pe ri or hyper me ta bo lic, par ti ally
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FIGURE 1A: Total loss of scalp hair, eyelashes and eyebrows.
1B: Growing hair in patchy pattern one year later.



cal ci fi ed mass (ma lignant thymo ma, SUV: 4-4. 2)
lo ca ted in the thymus (Fi gu re 3). 

When the pa ti ent was re e va lu a ted in the der-
ma to logy de part ment one ye ar la ter, it was no ted
that he un der went an exp lo ra ti ve tho ra co tomy at a
dif fe rent hos pi tal. The le si ons in va ded ad ja cent tis-
su es and we re un re sec tab le. A com bi na ti on che -
mot he rapy re gi men (ADOC, inc lu ding ad ri amy cin
50mg/m2 on day 1, cisp la tin 70mgr /m2 on day 1,
cyclop hosp ha mi de 700mg/m2 on day 4, vin cris ti ne
0.6mg/m2 on day 2 in 21-day cycles) was be gun
the re af ter. Af ter four cycles, fol low-up was con ti -
nued un der oral cyclop hosp ha mi de 50mg /day and
oral eto po si de 100 mg/day on two days we ekly. The
pa ti ent sta ted that his ha ir star ted to grow sin ce
then. We ob ser ved that the gro wing ha ir we re ma -
inly on the scalp (Fi gu re 1b) and mi ni mally in eye-
las hes, the eyeb rows and the who le body. He al so
had pit ting of the right forth and fifth fin ger na ils. 

DISCUSSION
Thymo ma pre sen ted with dif fu se ple u ral dis se mi -
na ti on mi mic king ma lig nant me sot he li o ma in this
ca se. Ra di o lo gi cally, it is of ten dif fi cult to dif fe ren -
ti a te me sot he li o ma from thymo ma ex ten ding in to
the ple u ral ca vity en ding with to tal col lap se which
is typi cal of ma lig nant ple u ral me sot he li o ma, but
ra re for thymo ma2 as seen in our pa ti ent. 

As so ci a ti on of AA and thymo ma was al so re-
por ted in the pre sen ce of MG4, 5. In the ca se of Wa -

ka ta et al.4 AA and MG appeared one and a half ye -
ars af ter the pa ti ent was di ag no sed as thymo ma. Li -
ke wi se, San der et al.6 re por ted thymo ma to be
pre ce ded by alo pe ci a uni ver sa lis whe re as thymo -
ma was di ag no sed six months la ter than AA in the
ca se of Ka ma da et al5 Ho we ver, in our pa ti ent, pre s-
en ta ti on was with sud den on set of ha ir loss and a
few symptoms of in trat ho ra cic spre ad were pres-
ent sug ges ting that AA and thymo ma star ted si mul-
ta ne o usly, and no symptoms of MG we re ob ser ved. 

Skin di se a ses are con si de red as ra re comp li ca -
ti ons of thymo ma. Few de fi ni ti ve ca ses of AA we -
re sta ted to be ac com pa ni ed by thymo ma4, 5

men ti o ned as mul tip le di se a se as so ci a ti ons, ma inly
with MG. The co-oc cur ren ce of mul tip le au to im -
mu ne con di ti ons is not des cri bed in the pre sent ca -
se ex cept for thymo ma. The ro le of thymo ma in the
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FIGURE 2A: Epithelial tumor cells palisading around blood vessels and perivascular spaces characteristic of thymoma. Note the lymphocytes partially obscur-
ing epithelial cells (H&E). 2B: CD3 positive lymphocytes infiltrating epithelial cells.

FIGURE 3: 18F-FDG PET/CT fusion images demonstrate an anterior medi-
astinal partially calcified mass (maximal standard uptake value [SUV max: 4-
4.2]).



de ve lop ment of AA may be at tri bu ted to au to im -
mu ne na tu re of both di se a ses. 

Alo pe ci a to ta lis and uni ver sa lis are se ve re
forms of AA1 as ob ser ved in our ca se. To our know -
led ge, this is the se cond ca se of alo pe ci a uni ver sa -
lis as so ci a ted with thymo ma but not ac com pa ni ed
by MG or any ot her au to im mu ne di sor der. Alt ho -
ugh the pa ti ent co uld not be ef fec ti vely tre a ted for
AA, ob ser va ti on of gro wing ha ir one ye ar la ter is a
sa tis fac tory re sult. This shows that the co ur se of
alo pe ci a are a ta ran pa ral lel with the ac ti vity of thy-
mo ma in our ca se. It may al so be at tri bu ted to the

pa ti ent’s emo ti o nal con di ti on af ter receiving che -
mot he rapy for thymo ma. 

In conc lu si on, con co mi tant pre sen ta ti on of
AA with thymo ma sup por ted the exis ten ce of in-
cre a sed risk of au to im mu ne di sor ders in pa ti ents
with AA. This ca se al so rep re sents that thymo ma
may pre sent as ple u ral mas ses mi mic king me sot he -
li o ma. It sho uld be un der li ned that der ma to lo gists
must be awa re of the cli ni cal fin dings of a pul mo -
nary di se a se such as thymo ma in pa ti ents pre sen ted
with AA. 
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