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Tracheal stenosis due to huge adenomatous goiter
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Abstract

Background: Some thyroid anaplastic carcinoma and lymphoma have been reported to cause tracheal stenosis or choking. Begin thyroid tumors with dyspnea due to

tracheal stenosis are exceedingly rare.

Case presentation: We experienced a huge adenomatous goiter (resected specimen weight: 520g). Total thyroidectomy resolved the dyspnea and there was no
tracheomalacia. Postoperative CT confirmed a normal tracheal lumen free from stenosis.

Conclusions: We reviewed the CT findings of thyroid benign tumors with dyspnea and found that tumors occupied the space between the posterior wall of trachea
and esophagus leading to tracheal stenosis as in our case. Such tracheal findings would actually lead to dyspnea.

Introduction

Some thyroid malignant tumors and thyroid malignant lymphoma
have been reported to cause tracheal stenosis [1,2]. Benign thyroid
tumors with dyspnea due to tracheal stenosis are very rare [3]. We
experienced a case of a huge benign tumor (resected specimen weight:
520g) with dyspnea due to tracheal stenosis and performed total
thyroidectomy. This case report presents the clinical findings, imaging
examination, operation and postoperative progress. Moreover, we
discuss the tracheal stenosis pattern with dyspnea by referring to
various studies.

Case presentation

A 54-year-old Japanese woman consulted our hospital with
dyspnea at neck flexion and when supine. Therefore, she went to bed
in neck retroflection. In the initial findings, both lobes of the thyroid
were diffusely enlarged to the lower jaw (Figure 1). In the CT scan,
bilateral lobes of the thyroid tumors were diffusely swollen and had
grown into the space between the posterior wall of the trachea and
esophagus, leading to the tracheal stenosis by compressing the posterior
wall of the trachea (Figure 2). On the blood examination, thyroid
function, microsome test, and thyroid test were within normal limits.
Thyroglobulin (729.6 ng/ml) was high (normal range: 0-33 ng/ml).

Figure 1. A thyroid tumor was diffuse swelling that reached to the lower jaw in the bilateral
superior pair of thyroid lobes.

Otorhinolaryngol Head Neck Surg, 2017 doi: 10.15761/OHNS.1000137

We performed total thyroidectomy with preservation of the
bilateral recurrent nerve, main blood vessels and thyroid capsule.
However, oozing from the entire thyroid surface continued during
surgery. The operation time was 6 hours and the bleeding volume was
1450g. The size and weight of the enblock resected specimen was 13 x
11 x 6 cm and 520g (Figure 3). The postoperative histopathology was
adenomatous goiter without malignant cells and chronic thyroiditis
(Figure 4). The progress after surgery was good, and there was no
dyspnea, hemorrhage or vocal cord paralysis. In postoperative CT,
the trachea appeared to be free from stenosis and normal (Figure 5).
Postoperative thyroglobulin (10.2 ng/ml) was within the normal range.

Discussion

Huge thyroid malignant lymphoma with dyspnea has been reported

Figure 2. On preoperative CT, bilateral lobes of the thyroid tumors were diffusely enlarged
and occupied the space (asterisk) between the posterior wall of the trachea and esophagus
leading to tracheal stenosis.
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Figure 3. The weight of the enblock resected specimen was 520 g.

Figure 4. Postoperative histopathological examination showed an adenomatous goiter
without malignant cells and chronic thyroiditis.

Figure 5. Left: The neck swelling disappeared after total thyroidectomy.
Right: In the postoperative CT, the trachea was normal and free from stenosis.

and Nomizu [4] presented a case with choking. Thyroid lymphoma
occurs in chronic thyroiditis [5]. Sato [6] experienced a case of chronic
thyroiditis without malignant lymphoma that caused narrowing of the
air way, for which emergency tracheotomy was performed. Alfonso [7]
demonstrated that the incidence of tracheoesophageal compression in
thyroid benign diseases with chronic thyroiditis was 67%. In our case,
the histopathological diagnosis was an adenomatous goiter without
chronic thyroiditis or thyroid dysfunction, and the microsome and
thyroid test results were within normal limits in the preoperative blood
examination.

Not all huge thyroid benign tumors with tracheal compression
could cause dyspnea. We reviewed the CT findings of thyroid benign
tumors with dyspnea In an found that they occupied the space between
the posterior wall of the trachea and esophagus leading to tracheal
stenosis as our case [6,8]. The above tracheal findings would actually
lead to dyspnea.

Agarwal [9] described that the incidence of tracheomalacia with
huge goiters was high. Some hospitals performed tracheostomy and
inserted a T-tube into the trachea lumen after thyroidectomy for huge
thyroid benign tumors [8,10]. In our case we observed no clinical
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findings of tracheomalacia after surgery. Postoperative CT confirmed a
normal tracheal lumen without stenosis.
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