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INTRODUCTION: Goitre is enlargement of thyroid gland due to various causes, most of them 

are benign.[1] A retrosternal goitre is a multinodular goitre with lower border is extending down 

behind manubrium sterni into superior mediastinum.[2] A true intra thoracic goitre is a goitre 

arising from ectopic thyroid tissue, which is rare and may present in any one of the mediastinum 

(superior, anterior and posterior in that order).[3,4] More commonly, a mediastinal goitre is the 

resultant of extension of cervical goitre down into thorax, where there is enough space to enlarge 

unlike in the neck, presenting with atypical symptoms.[3,4,5] We report one case of cevico-

mediastinal large goitre in a young female and the surgical management with few references. 

 

CASE REPORT: A 35 yrs old house wife came with recurrent neck swelling since past 8yrs. She 

had also weight loss, excessive sweating, palpitations and anxiety.  Recently, since one year she 

was suffering with intractable dry cough and occasional attacks of bronchospasm. In past 14yrs 

ago she underwent some surgery for the neck swelling, probably for thyroid swelling. She was 

referred to chest physician and found to have intrathorasic goitre along with neck goitre. The 

respiratory symptoms probably attributed to the compression of trachea by large goitre. 

She was investigated, her thyroid function tests were normal and so of other biochemical 

tests. CXR showed large mediastinal mass (Fig. 1). The CECT neck and thorax revealed large 

anterior mediastinal mass connecting to the neck mass probably? thymus tumor or a mediastinal 

goitre (Fig. 2). The FNAC done from neck and mediastinal swelling (ctguided) showed colloid / 

nodular goitre. 
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She underwent total thyroidectomy via cervical incision and median sternotomy for 

removal of intra thoracic goitre intoto, under general anesthesia. The surgical steps are, first neck 

opened and all the pedicles identified, ligated and cut, whole of the goitre in the neck mobilised. 

Both the superior parathyroids are identified and preserved, in case the inferior parathyroids are 

damaged during retrosternal dissection. The recurrent laryngeal nerves both were identified and 

traced down to thoracic inlet. 

Later, a median sternotomy given, the thoracic part of goitre which is almost 

20><15><8cms size occupying the anterior mediastinum adherent to pericardium. The whole 

mediastinal goitre was mobilised, there were few dilated inferior thyroid veins entering into 

innominate vein in superior mediastinum, they were carefully ligated and cut. Few were over 

sewn with 4-0 proline. For mediastinal dissection a harmonic scalpel was used, to decrease 

bleeding. 

The whole specimen carefully removed through thorax, after the cervical portion carefully 

negotiated down into thorax, incontinuty with rest. (Fig. 3) 

 

 
 

 

 

The wound closed in layers after keeping drains. Postop period was uneventful except 

mild hypocalcimia, which was treated with oral calcium and she was discharged on 7th postop 

day. 

The specimen was sent to HPE which came as nodular colloid goitre in both cervical and 

thoracic parts. There was no evidence of malignancy. 

 

DISCUSSION: A mediastinal goitre is defined when 50% of thyroid gland is present 

substernally.[3] About 5-10% of all mediastinal masses are intrathoracic goitres. They present in 

anterior, middle mediastinum commonly and rarely in posterior mediastinum.[3,4] They are mostly 

asymptomatic unless they compress upon surrounding structures, as in case large benign goitre, 

producing dysphagia or dyspnea, asthma like respiratory symptoms.[3] They occasionally present 

early with malignant goitres involving surrounding structures by infiltration and adherence.[3] 

The intra thoracic goitres are historically divided into primary and secondary types.[3,4] 

Fig. 3 



 

CASE REPORT 

J of Evidence Based Med & Hlthcare, pISSN- 2349-2562, eISSN- 2349-2570/ Vol. 2/Issue 13/Mar 30, 2015   Page 2102 
 

Primary intrathoracic goitres are rare arise from true ectopic (aberrant) thyroid glands and 

they are only 1% of all retrostrnal goitres, they have blood supply from mediastinal vessels, do 

not have connection to cervical thyroid.[3] 

The secondary intrathoracic one are the commonest type and they arise from lower 

border of cervical goitre, this down ward migration is due to traction forces during swallowing, 

gravity, negative intrathoracic pressure and the presence of anatomical barriers influencing 

preventing the direction of growth in the neck. Hence, they have connection with cervical thyroid 

and gets blood supply invariably from inferior thyroid artery.[4,5,6] 

The goitre progresses down along the trachea enter either anterior, middle or posterior 

mediastinum.[4] The patients remain symptomless for years, the first symptom usually is dyspnea 

aggrevated on lying down posture or flexion of neck, because of compression of trachea. Patient 

prefer to spend at night in a chair.[3,5,6] Sometimes they come with episodes of asthma or 

dysphagia. Clinically along with neck swelling there can be dilated veins over chest.[6] 

A chest x- ray PA view or latera films reveal a mass, a CT scan or MRI would help in 

assessing the nature and extent of the mediastinal goitre. Tissue biopsy is required for definitive 

diagnosis.[6,7] 

Thyroidectomy through cervical approach as initial step is appropriate, mobilising the neck 

gland completely, devascularising the gland by ligating all the pedicles in the neck especially the 

inferioir thyroid artery, from which the retrosternal goitre derives its blood supply.[7] Special care 

should be taken to avoid injury of the recurrent laryngeal nerves during the delivery of 

retrosternal goiter.[5,6,7] A median sternotomy or lateral thoracotomy is required to deliver the 

intra thoracic goitre depending upon the site and extent.[8] 

Finally, the specimen of cervico- mediastinal goitre will be delivered either by transecting 

the connection between neck and thoracic components or pushing the cervical portion down into 

the thoracic cavity. Recently, surgeons prefer to do minimal invasive procedures like 

thorocoscopic procedures for dissection of intrathoracic goitres, to avoid thoracotomy.[8] 
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