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=Abstract=

Posterior Mediastinal Goiter
-2 Cases Report-

Youn Kyu Kim, M.D.*, Youn Ho Hwang, M.D.*, Kwang Hyun Cho, M.D.*

Posterior mediastinal goiter extending to carotid sheath posteriorly is rare. Recently we experienced
two cases of posterior mediastinal goiter presenting dyspnea due to tracheal compression. The one was
a 48-year-old female with mediastinal tumor shadow on chest roentgenogram. The other was a 54-
year-old female with palpable mass on neck and huge mediastinal mass. These masses were resected
completely through the right posterolateral thoracotomy and median sternotomy respectively. The pos-

toperative courses were uneventful.

Key words : 1. Thyroid neoplasm
2. Mediastinal neoplasm
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Fig. 1. Preoperative chest PA view, showing mass shadow
on superior mediastinum which displace trachea to left side.

Fig. 2. Preoperative chest CT findings, showing 6 X4cm sized
smooth margined mass lesion in posterior mediastinum and
homogenous enhancement with small punctate calcification and
displacement of trachea.
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Fig. 3. Gross cut surface, showing multilobulated solid mass
and muiltifocal hemorrhagic change with some calcifications.

Fig. 4. Microscopic‘findings, showing variable sized follicles
with cuboidal epithelium.
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Fig. 5. Postoperative chest PA view, showing disappearance
of mass shadow and tracheal displacement.

Fig. 7. Neck CT findings, showing thyroid tumor mass involv-
ing both lobe and extension to Rt. mediastinum and tracheal

compression.

Fig. 6. Preoperative chest PA view, showing large homogen-
ous smooth margined mass shadow on Rt superior medias-

tinum.
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Fig. 8. Chest CT findings, showing large mass on posterior
mediastinum.
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Fig. 11. Gross cut surface of intrathoracic goiter, showing
multilobulated solid mass and multifocal hemorrhagic change
with some calcifications.

Fig. 9. Thorax MRI findings, showing huge soft tissue mass
on neck and mediastinal area, no evidence of direct invasion to
major arteries, esophagus, trachea, and neck node.

Fig. 12. Microscopic findings, showing variable sized follicles
with cuboidal epithelium.

Fig. 10. Gross cut surface ot neck thyroid.
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