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Abstract

The present case is of a 55-year-old female who
underwent right hemi-thyroidectomy for a benign
multinodular goiter 19 years before. Computed
tomography showed the presence of a large posterior
mediastinal mass which extended from the neck to the
level of the right main bronchus adherent to the boyden
branch of the right pulmonary artery. The patient
underwent thyroidectomy through cervicotomy and right
uniportal anterolateral thoracotomy. The mass was
dissected free and then successfully removed. The patient
was discharged 12 days post-operatively. There were no
signs of recurrence at 6-year follow-up.
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Case Presentation
A 55-year-old female presented with productive cough

without dyspnea. Medical history included a right hemi-
thyroidectomy for a benign multinodular goiter 19 years
before. On physical examination there was a diffuse thyroid
enlargement suggesting a recurrent goiter.

Laboratory tests and the thyroid function tests were within
normal limits. Computed tomography (CT) showed the
presence of a posterior mediastinal mass measuring 100 × 82 ×
56 mm which extended from the neck retrotracheally beyond
the aortic arch to the level of the right main bronchus
adherent to the boyden branch of the right pulmonary artery
(Figure 1). The trachea together with esophagus was deviated
to the left. The arch of the azygos vein was restricted and
displaced downwards.

The patient underwent thyroidectomy, but it was impossible
to remove the mass through the transcervical incision. A 5cm
right uniportal anterolateral approach was performed. The
large thyroid mass was identified, and its lower edge was
found below the level of the arch of the azygos vein.

Figure 1 A-Axial CT scan demonstrates a retrosternal goiter
which extends below the azygos vein (arrow); B-Sagittal CT
demonstrates the contact of the mass with the Boyden
branch of the right pulmonary artery (arrow); C, D-Sagittal
CT scan show a large retrosternal goiter located in the
posterior mediastinum beyond the aortic arch and adherent
to the superior vena cava.

The mediastinal pleura were opened below the azygos vein
from where the dissection was initiated (Figure 2). We had
some difficulties with isolation of the mediastinal portion of
the thyroid gland because there were many adhesions to the
azygos vein, main pulmonary artery, the trachea and superior
vena cava. During the preparation we found some additional
vessels which were clipped and cut. The mass was dissected
free and then successfully removed. Moreover, due to
difficulty weaning the patient from the ventilator, he was
transferred to the intensive care unit. After 3 days a
tracheostomy was performed because difficulty in weaning
and dense secretions. Patient was discharged 12 days
postoperatively. The patient did not experience postoperative
complications such as transient hypocalcemia, recurrent
laryngeal nerve injury, bleeding, wound infection, or
tracheomalacia. Postoperative pathology examination
revealed a benign multinodular goiter. There were no signs of
recurrence at 6-year follow-up.
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Figure 2 A-Intraoperative photo, the large goiter extends
below the azygos vein a (tourniquet is applied); B-Surgical
specimen.

The definition of mediastinal goiter is still not standardized.
Most commonly, the goiter is defined mediastinal when it
extents below the thoracic inlet or when more than 50% of the
thyroid tissue is located inferior to this level [1]. Mediastinal
goiter is most frequently situated in the anterior mediastinum
[2]. Only 10–15% of intrathoracic goiters are located in the
posterior mediastinum and their incidence is higher in patients
with a history of previous thyroid surgery [3]. The mediastinal
goiters are most often found in women than in men (female/
male ratio is about 3:1) [2]. Huins et al. [4] have proposed a
classification of intrathoracic goiters based on the anatomical
location and the type of operative approach. Mediastinal
goiters more often than cervical goiters cause obstructive
symptoms such ascough, dyspnea, stridor and dysphagia.
Patients with mediastinal goiter which extend beyond the
aortic arch o reach the level of the carina tracheae have not
only an increased risk of intraoperative o postoperative
complications such as recurrent laryngeal nerve damage,
bleeding, transient or persistent hypoparathyroidism,
pneumothorax, pneumonia, tracheomalacia but also increased
mortality [2,5].

Discussion
Surgical management of posterior mediastinal goiters and

mass can pose considerable problems [6,7]. Surgery is
indicated in the presence of compressive symptoms o when
the malignancy is suspected [2,8]. Some authors consider that
mediastinal goiters should be treated surgically independent
of clinical symptoms because of high incidence of malignancy
and neoplastic transformation [3,9].

Malignancy has been reported in 1.4% to 21% of patients
with mediastinal goiters. Although most of the mediastinal
goiters can be managed by a transcervical approach [2,3], 2%
to 29% of patients need an additional incision such as
manubriotomy, sternotomy, thoracotomy. Most often the
indications for additional incision include the large size,
involvement of the posterior mediastinum, malignancy,
extension below the aortic arch, airway obstruction and
intraoperative complications [2,10]. In a study conducted in
2426 patients who underwent thyroidectomy, the transcervical
approach was used in 84% of cases, manubriotomy in 3,1%,

full sternotomy in 6,6%, and full thoracotomy in 4% [4].
Furthermore, the attempts to remove some posterior
mediastinal goiters only by transcervical approach can lead to
serious hemorrhage and injury to the adjunct structures
especially in patients with a history of previous thyroidectomy
[6].

Although videomediastinoscopy and video assisted
thoracoscopy (VATS) approach can be used to remove
mediastinal goiter [10,11] in the case of massive lesions,
especially if the thyroid mass is located in the posterior
mediastinum or there are tight adhesions to the adjacent
structures, this approach becomes technically demanding.

Conclusion
In conclusion, transcervical and uniportal (single incision)

video-assisted thoracic approach [12] can be used for large
posterior mediastinal goiter delivery. This approach offers
several additional advantage such us better visualization of the
operative field, control of possible intraoperative hemorrhage,
and easily extraction of the enlarged thyroid mass.
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