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Total thyroidectomy as a treatment of acute suppurative

thyroiditis
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Acute suppurative thyroiditis is a rare life-threatening disease. The patient presented in this clinical report
was immunocompromised and poorly responded to medical interventions. She subsequently needed surgical
treatment. The selected procedure was total thyroidectomy because the abscess was multiloculated and distributed

in bolt lobes of the thyroid gland.
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Acute suppurative thyroiditis is a rare disease. It
is caused by congenital anatomical abnormality,
hematogenous spreading, underlying thyroid disorders,
penetrating neck trauma or post-procedural infection.
Patients usually present with fever and neck pain
which is similar to deep neck infection. Rarely, this
disease causes vocal cord paralysis resulted from
recurrent laryngeal nerve involvement.®

Immunodeficiency, especially acquired immune-
deficiency syndrome (AIDS), increases risk and
severity of the disease. It also results in abscess
caused by opportunistic pathogens those are not
susceptible to given antibiotics.®

Delay in diagnosis and treatment increased
risk of life-threatening condition including airway
obstruction and septicemia. Ultrasonography helps
physician to distinguish this disease from other
neck infections and initially determines the severity.
Its treatment is varying from antibiotics only to
thyroidectomy depending on the severity of the
disease. This describes a patient with AIDS who had
vocal cord paralysis and needed to undergo total
thyroidectomy from this condition.®

Case report
A 46 year-old-female patient who had been
diagnosed as human immunodeficiency virus HIV
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positive and admitted to King Chulalongkorn Memorial
Hospital because of a painful neck mass. The thyroid
function test resulted in thyroid stimulating hormone
was lower than normal at 0.01 wlU/mL, elevated free
T4 at 2.26 pg/mL and normal free T3 at 3.45 ng/dL.
Her CD4 count was 72 cell per cubic millimeter.
Ultrasonography revealed multiloculated lesions in
both lobes of the thyroid gland. Aspiration of the largest
cyst returned pus. Gram-negative bacilli found in Gram
stain and the attending physician immediately started
intravenous Ceftriaxone.

Later, culture for organism resulted in group D
Salmonella which was sensitive to the given
antibiotic. But her condition did not respond well, and
the thyroid mass was continuously growing. A
week after the admission, the physician requested
computed tomography of the neck, and it showed
heterogeneously enhancing thyroid masses with
mixed solid-cystic component and internal septation.
The most significant mass was 11.8 cm in diameter
and mildly compressed the trachea as shown in
Figure 1. The intervention radiologist performed
ultrasonography-guided aspiration and left an 8 Fr.
catheter in the abscess on that day, the abscess
became smaller after the procedure but returned to
the previous size in 3 days, and the patient developed
hoarseness of voice. Fiber-optic laryngoscopy
diagnosed she had left vocal cord paralysis, and she
difficultly breathed when she was lying down. The
intervention radiologist found from ultrasonography
that the catheter drained well, but there were other
enlarging abscesses.
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Figure 1. Computed tomography of the neck showed multiloculated thyroid abscess.

The attending physician consulted our team about
surgical planning for this patient who did not respond
to medical treatment and, we decided to perform total
thyroidectomy urgently since the thyroid abscess was
multiloculated and distributed all over both lobes. Intra-
operatively, the thyroid gland was severely inflamed
and adhered to the adjacent tissues. The right recurrent
laryngeal nerve could be easily identified and
preserved. The left one clung to the abscess, but it
was also protected. We were not able to locate any
parathyroid gland because of inflammation of the
tissue, and we had to ligate both of inferior thyroid
arteries very proximally.

The operative blood loss was 200 ml. A vacuum
drain was placed in the surgical space and removed
four days later. The anesthesiologist extubated the
patient immediately after the procedure, and she was
observed in the surgical ICU for 20 hours.

She recovered well but suffered postoperative
hypoparathyroidism, and got oral Calcium carbonate
and Calcitriol. The attending physician changed
intravenous Ceftriaxone to oral Sulfamethoxazole-
Trimethoprim There was no other complication. The
patient was discharged ten days after the operation.

The pathologist reported abscesses and organizing
thyroiditis of both lobes, and five-millimeter papillary
carcinoma of the right portion.

Her voice became better when she came to follow
up, and fiber-optic laryngoscopy demonstrated
improvement of the left vocal cord movement.

Discussion

Suppurative thyroiditis is a rare condition with
incidence at 0.1 — 0.7% of thyroid disease because
the thyroid gland is very low susceptibility to
infection. Immunodeficiency is one of the risks in

addition to anatomic abnormalities and previous thyroid
surgery.® Most of the clinical presentations are fever,
neck pain or painful neck mass.®?

Important investigations consist of two parts,
microbiology and imaging. Aspiration of the abscess
to get some specimen for Gram stain and culture will
guide the physician selecting a proper antibiotic. Initial
imaging modality of choice is ultrasonography since
it provides significant information about the disease
such as multi-loculated abscess which is tough to treat
with percutaneous aspiration or drainage. Computed
tomography (CT) is rarely necessary as the first
radiologic investigation, but it is helpful in patients who
do not improve after receiving medical treatment.
CT is also able to show airway compression and
substernal extension which is the limitation of
ultrasonography. There is limited use of magnetic
resonance imaging (MRI). Itis useful in patients who
are suspected anatomical abnormality like pyriform
sinus fistula.®

The dominant causative organism (39 percent) in
western countries are Gram-positive aerobes, but
Gram-negative aerobes especially Salmonella species
are more common in developing countries. Ceftriaxone
or fluoroquinolones is the initial antimicrobial therapy
if an identified organism is Gram-negative.®

In most cases, the patients respond to proper
antimicrobial therapy after aspiration of the abscess.®
Rarely, the patients need more aggressive surgical
interventions such as open drainage, lobectomy or
thyroidectomy. Open drainage of the abscess is an
ideal operation if the lesion is feasible because it is
low risk for recurrent laryngeal nerve injury and
postoperative hypoparathyroidism, but it cannot
remove multiloculated abscess or bilateral disease
well.®
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Percutaneous catheter drainage is an alternative
to surgical drainage and its efficacy is comparable to
the open procedure. Their limitation for multiloculated
disease is the same.®

Lobectomy is a more radical option for unilateral
disease which is multiloculated, and thyroidectomy
plays a part in bilateral lesions. These operations are
more difficult in acute suppurative thyroiditis since the
procedures always encounter area with inflammation.
There are higher risks of recurrent laryngeal nerve
injury and postoperative hypoparathyroidism.”

In summary, thyroidectomy for acute suppurative
thyroiditis is the last option of treatment in patients
who do not respond well to medical interventions
because the procedure endangers the patients to
suffer from long-term complications including
recurrent laryngeal nerve injury and permanent
hypoparathyroidism.
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