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Abstract: The currently accepted definition of an intrathoracic goiter is a thyroid gland with more than 50% of its mass 

located below the thoracic inlet. This is a rare case of giant retrosternal goiter with also compression of great arteries and 

cardiac cavities induced heart failure syndrome. A 60 years old woman admitted for superior vena cava syndrome (SVC) 

with dyspnea, plethoric and puffy neck and face. These symptoms were present for 5 years. She experienced 3 months 

ago congestive heart failure. Imaging confirmed the development of giant retrosternal goiter, mostly developed from the 

right lobe in the anterior mediastinum, with vascular compression (superior vena cava, aorta, pulmonary artery), and 

heart compression (right ventricle).Resection of the thoracic portion was done from the pericardium and pleurae, and 

then with 1.5 cm median cervical extension, the total excision of the 1400 gr goiter was done. Post-operative period was 

eventless. Surgical removal of retrosternal goiter is a safe procedure. It permitted relief of symptoms such as SVC 

syndrome and heart failure symptoms. It should be noticed that the benign thoracic goiter is treatable cause of the SVC 

syndrome. 
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INTRODUCTION: 

The currently accepted definition of an 

intrathoracic goiter is a thyroid gland with more than 

50% of its mass located below the thoracic inlet [1, 

2].The intrathoracic thyroid adenoma or goiter is mostly 

located in the anterior mediastinum.  This leads mostly 

to compression of superior vena cava. This is a rare 

case of giant cervicothoracic goiter with also 

compression of great arteries and cardiac cavities 

induced heart failure syndrome. 

 

CASE PRESENTATION 

This is a case of60 year’s old woman admitted 

for superior vena cava syndrome (SVC) with dyspnea, 

plethoric and puffy neck and face. These symptoms 

were present for 5 years. She experienced 3 months ago 

congestive heart failure, which decreased with diuretic 

administration. Physical examination showed edema of 

the face, neck and upper side of the chest with collateral 

venous circulation (figure 1). A cervical goiter was 

palped. Blood tests showed hyperthyroidism. An 

anterior mediastinal mass was found on thoracic X-ray 

as well bilateral pleural effusion (figure 2). Cardiac 

ultrasound showed a compression of right ventricle, 

pulmonary infundibulum, and superior vena cava. 

 

CT scanner confirmed the development of 

giant cervical and retrosternal goiter (figures 3, 4), 

mostly developed from the right lobe in the anterior 

mediastinum, with vascular compression (superior vena 

cava, aorta, pulmonary artery), and heart compression 

(right ventricle). The left cardiac cavities were dilated. 

The diagnosis of cervicothoracic goiter with 

compression inducing vena cava syndrome and heart 

failure was retained. The patient underwent surgery. 

The first step was a sternotomy which showed a 

retrosternal goiter of 18x16x7.5 cm (figure 5) with 

compression of the vena cava, the aorta, the pulmonary 

artery and the right ventricle (figure 6). Dissection of 

the thoracic portion was done from the pericardium and 

pleurae, and then with 1.5 cm median cervical 

extension, the total excision of the 1400 gr goiter was 

done (figure 7), with superior parathyroid glands and 

both recurrent nerves seen and left in place. Right away 

edema and veins enlargement decreased (figure 8). 
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Fig- 1: Congestive signs of SVC and heart failure with puffiness of neck and upper thorax, and superficial veins 

enlargement 

 

 
Fig- 2: X-ray image of enlargement of the mediastinum due to the cervico-thoracic mass 
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Fig- 3: CT scan image of retrosternal goiter laying down to thoracic greats vessels 

 

 
Fig-4: CT scan image of the thoracic goiter compressing the heart 
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Fig-5: Operative view of thoracic goiter on top of the heart after sternotomy access 

 

 
Fig- 6: Operative view of removal of the goiter leaving print on heart and vessels 

 



 

 

Available Online:  https://saspublishers.com/journal/sjmcr/home  1137 
  
 

 
Fig-7: Image of the giant cervicothoracic goiter after extra-capsular resection 

 

 
Fig- 8: Image of closed sternotomy showing decrease of edema and superficial veins dilatation 
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Post-operative period was eventless. After this 

total thyroidectomy, routine short-term treatment with 

calcium (1 gr daily orally) was administered and 

levothyroxin (100 μgr daily orally). Cytopathology 

examination diagnosed thyroid adenoma.  

 

DISCUSSION: 

Thoracic goiter is often asymptomatic for 

several years before compressive signs. In this case 

SVC syndrome and heart failure appear after 5 years of 

evolution. Acute symptoms are often related to intra-

glandular hemorrhage or venous thrombosis. 

Intrathoracic goiters may cause more severe 

compressive symptoms than the cervical goiters, due to 

the limited space of the thoracic inlet [3, 4]. At first, the 

tumor will grow into the anterior superior mediastinum 

between trachea and sternum, forming the common 

retrosternal thyroid goiter and could induce shortness of 

breath. The intrathoracic thyroid adenoma or goiter is 

mostly located in the anterior mediastinum [5]. 

Compression of trachea, esophagus, vascular and neural 

structures may cause dyspnea, dysphagia, SVC 

syndrome, deep venous thrombosis, hoarseness, and 

Horner’s syndrome.  

 

This case belongs to non-malignant cause of 

SVC; most of the etiologies are malignant [6, 7]. 

Obstruction of the superior vena cava is uncommon, 

with rare description in the literature. However heart 

compression with heart failure syndrome hasn’t so far 

described. The gigantism of this goiter with a weight of 

1400 gr, affected the pulmonary infundibulum and 

cardiac cavities, with failure of cardiac function. 

 

The presence of compressive symptoms is an 

indication for resection of both cervical and 

intrathoracic goiters. The size and location of the goiter 

will determine the options for surgical approach which 

include thoracoscopy, thoracotomy or sternotomy. Most 

of retrosternal goiters can be removed using 

cervicotomy access. 

 

More invasive sternotomy can be performed 

for complicated cases as this one, in which the goiter 

cannot be removed by any other access [8]. Total 

thyroidectomy was performed through a median 

sternotomy extended with a 1.5 cm median cervical 

incision. Surgical removal of retrosternal goiter is a safe 

procedure. It permitted relief of symptoms such as SVC 

syndrome and heart failure symptoms, right away with 

decrease of edema and veins enlargement (figure). The 

intrathoracic goiter is more often benign [9]. Thyroid 

adenoma is frequently described in cytopathology.  

Based on the presented case and the literature, it should 

be noticed that the benign thoracic goiter is treatable 

cause of the SVC syndrome. 

 

 

CONCLUSION: 

Thoracic goiter is a benign cause of superior 

vena cava syndrome. More less it induce heart and 

vascular compression with heart failure syndrome. 

Compressive signs are indication of surgery. Surgery 

for thoracic goiter is safe and allows immediate release 

of symptoms. 
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