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Primary Multiple Intrathoracic Goiter
with Normal Thyroid Glands . Case Report

Yong-1I Cheon, MD', Hyo-Seok Seo, MD', Ho-Seok Lee, MD, PhD* and Byung-Joo Lee, MD, PhD'

'Department of Otorhinolaryngology Head and Neck Surgery; *Thoracic and Cardiovascular Surgery,
Pusan National University Hospital, Busan, Korea

— ABSTRACT —

Ectopic thyroid tissue is a rare developmental abnormality and commonly could be found in the base of the
tongue, it could also be found in the submandibular or sublingual sites, larynx, trachea, esophagus, mediastinum
and heart. Primary intrathoracic goiter is defined as the thyroid tissue present in the mediastinum in the presence
of the cervical thyroid and there is a total discontinuity between the cervical thyroid and the mediastinal ectopic
goiter. Primary intrathoracic ectopic goiter is rare and primary multiple intrathoracic ectopic goiter is very rare. A
48-year-old woman visited in our outpatient clinic with a complaint of dry cough during 3 weeks. We report a case
of surgically removed primary multiple intrathoracic goiters with normal thyroid gland. (J Clinical Otolaryngol
2019;30:298-302)
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Fig. 1. Preoperative radiologic ﬂndlngs A : Preoperative contrast chest CT coronal view. Red & blue star indicate the
suspected lobulated mass. The mass is extended from the lower neck to mid-thoracic level. B : T2-weighted contrast
chest MR image shows low intensity and calcified mass.
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Fig. 3. Histologic findings. Follicles are irregularly enlarged
and aggregated. Variable sized follicles with hyperplas-
tic nodules can be seen (H&E stain, x 40).

Fig. 2. Postoperative surgical specimens. The appearance of two specimens with no connections between two
masses. A : Upper mediastinal mass (4 x3 cm) adjacent to thyroid. B : Upper and middle mediastinal mass (8 X7 cm).
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