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INTRATHORACIC (MEDIASTINAL) GOITER. A CLINICAL CASE
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INTRODUCTION

Intrathoracic (mediastinal) goiter is a goiter localized
in the thoracic cavity and not reachable for palpation. In
most cases it is nodular, but less often it can be diffuse
or mixed, identical in microscopic structure with the
structure of the cervical goiter. Typically, a mediastinal
goiter has a rounded, irregular shape with a smooth or
uneven surface.

In up to 37% of patient multinodular goiter has
a retrosternal (cervico-retrosternal, intrathoracic,
mediastinal) localization [1, 2]. Retrosternal goiters
are divided into primary and secondary. Primary
retrosternal goiters develop from ectopic thyroid tissue,
mainly in the absence of a connection with the normally
located thyroid gland (TG). Most of the intrathoracic
goiters are initially formed on the neck and only over
time gradually descend into the mediastinum. The
reasons that explain the spread of thyroid nodules
beyond the sternum, include the significant weight of
the TG, negative pressure in the chest while inspiration,
absence of fascia, which would restrict the downward

BBEOAEHUE

BHyTpurpygHon (megmnactuHanbHbIn) 306 — 3TO
3006, pacnonaralWMNca B TFPYAHON MOMOCTM U He
JocCTuraemblin agna nanbnauun. Yawe oH 6biBaeT y3no-
BbIM, pexke AndOY3HbIM NN CMeLIaHHbIM, UAEHTUYHBIM
Mo MUKPOCKOMMYECKOMY CTPOEHUI0O CO CTPYKTypou
werHoro 306a. Kak npasuio, megnacTMHanbHbi 300
UMeeT OKpYrnyl, HenpasuibHylo GopMy C rnagkom
WA HEPOBHOW NOBEPXHO-ICTbIO.

[lo 37% nauneHTOB C MHOIOY3/10BbIM 3000M NMELOT
ero 3arpyavHHyio (WenHo-3arpyanHHyo, BHYTpU-
rPYyAHYlo, MefuacTUHanbHyl0) nokanmsauyuio [1,2].
3arpyauHHbIn - 306  pa3genAlT  Ha  MepPBUYHbIN
N  BTOPWYHbIA. [epBMYHbIA  3arpyauHHbIA 306
pa3BMBAETCA M3 JKTOMMUYECKOW TUPEOWAHOW TKaHW,
B OCHOBHOM MpW OTCYTCTBUWU CBA3U C HOPMASIbHO
pacrnoniokeHHoOM  wuToBMAHOM  xenesom  (LLIXK).
BonbWMHCTBO  BHYTPUrpyAHbIX 3060B MepBUYHO
obpaszoBanncb Ha LWee M TONbKO CO BpeMEHEM
nocTeneHHO oNyCTUANCb B CpefocTeHne. K npuumnHam,
KoTopble  OOBACHAKT  pacnpoCTpaHeHue  y3noB
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movement of the gland, the resistance, which is formed
by the muscles and fascia of the anterior surface of the
neck in case of cervical goiter development [3].

In terms of operative procedures, the mediastinum
is conventionally divided into upper, anterior, middle
and posterior. Intrathoracic goiter in the posterior
mediastinum is very rare among all the patients
operated on the TG (0.1-0.5%), and quite often among
patients operated for mediastinal tumors in thoracic
surgery (up to 30%) [4].

Intrathoracic goiters, which do not cause compression
of the mediastinal organs, are asymptomatic. As the
size of the goiter increases, signs of displacement or
compression of the trachea, blood vessels and nerves
gradually appear. Patients suffer from pains behind the
breastbone and in the heart area, feeling of tightness in
the chest, shortness of breath, dizziness, palpitations,
face and neck swelling, cyanosis, choking fits, dry
cough. Compression of the esophagus is accompanied
by painful swallowing, dysphagia. Sometimes an
intrathoracic goiter can cause compression in the
aperture of veins with the development of SVC
(superior vena cava) syndrome: enlarged overflowing
neck and upper extremities veins together with the
formation of "caput medusae" over the jugular fossa,
cyanotic color of face, neck and extremities. In case of
partial veins compression, a partial SVC syndrome with
clinical manifestations on one limb or only on the neck
can be observed [4].

The most informative method of intrathoracic goiter
diagnostics is the computed tomography (CT) of the
mediastinum. On CT scans, benign mediastinal goiter
is seen as a smooth, clear contour and inhomogeneous
structure due to the presence of Ccalcifications,
hemorrhages, fatty degeneration, the formation of
colloidal cysts. There is a narrowing of the trachea
and its deviation in the anteroposterior or lateral
direction. Sometimes there is a shift of esophagus and
vv. anonymae. A polypositional examination of the
thoracic organs can show a two-sided expansion of
the upper parts of the mediastinum, but mostly on the
right. The outer contours of the shadows are smooth
or wavy and convex. The trachea and esophagus are
displaced in opposite directions.

Differential diagnosis of intrathoracic goiter is carried
out with mediastinal form of Hodgkin lymphoma,
aortic aneurysm, neurinomas, teratoma, dermoid cysts,
thymoma.
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LM 3a rpyanHy, OTHOCAT 3HaumTenbHbin Bec LK,
oTpuuaTenbHoOe AaBneHne Ha BAOXe B FPYAHON KNeTKe,
oTcyTcTBre dacuuin, KoTopble orpaHuymMBany Obl
OBWXKEHMe Kenesbl KHM3Y, CONPOTUBNEHNE, KOTOpOe
o6pa3zytoT MbiwLbl 1 dacumm nepefHer NOBEPXHOCTA
LIEN NPV WeNHOM pa3BuTUmM 306a [3].

[nAa onepaTMBHbIX 4OCTYNOB CpefoCTeHNe YCIIOBHO
pasgeneHo Ha BepxHee, nepefdHee, cpegHee U
3agHee. BHyTpurpygHom 306 3afHero cpepocteHus
BCTpeYaeTCcAa OuYeHb pefdko cpeam BCeX MauMeHTOB,
npoonepupoBaHHbix Ha LXK (0,1-0,5%), n goctatouHo
YyacTo cpegu MaLMeHTOB, MPOOMEPMPOBAHHBLIX MO
noBoAy OMyxofiem CpefoCcTeHnA B TopaKanbHOW
xupyprum (oo 30%) [4].

BHyTpurpyaHon 306, He Bbi3blBalOLWNI KOMNpPeccun
OpraHoB CpefoCTeHWsa, MnpoTeKkaeT 6ecCUMNTOMHO.
Mpu yBenuueHun pasmepoB 306a NOCTEMNEHHO
NOABNAIOTCA MNPU3HAKN CMeWeHna WKW CAaBneHns
Tpaxeu, COCy0B, HepBOB. bonbHbIX 6ecnokoaT 6onb 3a
rpyavHon n B obnactn cepaua, YyBCTBO CTECHEHUA B
rpyaw, ofblwKa, FoNnoBOKPYXKeHue, cepauebreHune, otek
nnua, Wweu, UMaHo3, NpUCTynbl YAyLWbA, CYXOW Kallenb.
Komnpeccna nuwesoda COMPOBOXAAeTCA nosBfe-
Hnem 6onu npwu rnotaHun, pucdarun. WHorga
BHYTPUrpygHoli 306 npuBOAUT K Mepexatuio B
anepType BEeHO3HbIX COCYAOB C pa3BUTMEM CMHAPOMA
BMB (BepxHeir nNoOnoM  BeHbl): paclINPEHHble
nepeHanonHeHHble BEHbl LWeun, BEPXHUX KOHEeYHOCTeln
c obpasoBaHveM «caput medusae» Hap lrynapHomn
BbIPE3KOW, CUHIOWHBIN LIBET NNLA, LWeWN, KOHEYHOCTEN.
Mpun yacTMYHOM NepexaTuy BeH MOXeT HabnogaTbca
YaCTUYHbIN  cnHagpom  BIMB ¢ KNMHUYeCKumu
NPOABIEHNAMUN HA OOHOWN KOHEYHOCTU WUAWN TONMbKO Ha
wee [4].

Haunbonee nHdopmatnBHbIM METOAOM AMArHOCTUKM
BHYTPUrpygHoro 306a ABNAETCA  KOMMblOTepHas
Tomorpadua (KT) cpepocteHna. Ha Tomorpamme
JO06pOKayeCcTBEHHbIM MeAMacTUHaMNbHbIA 306 umeeT
BMA 0Opa3oBaHUA C POBHbLIM, YETKUM KOHTYPOM W
HeOAHOPOAHOW CTPYKTYpPOW BCNEeACTBUE HanmMuuna
KanbLUMHATOB, KPOBOW3MMAHUNA, >KMPOBOro mnepe-
poxpeHusa,  obOpa3oBaHWA  KOMMOUAHBIX  KUCT.
HabniopaeTcA cyxeHune Tpaxenm MU ee OTKNOHEHMEe B
nepegHe3agHeM Wnn 6GOKOBOM HanpasfieHUW. Pexke
OTMevaeTcA CMelleHVe nuueBoaa U 6e3bIMAHHBIX
BeH. [Mpn NOAMNO3ULNOHHOM NCCneaoBaHN OPraHoB
FPYAHON KNETKN HaXO[AT ABYCTOPOHHEe paclunpeHune
BEPXHVX OTAENIOB CpefocTeHms, HO Gonblie cripasa.
Hapy»KHble KOHTYpbl TeHW rnagkue WM BOSIHUCTbIE,
BbiNyKnble. Tpaxea ©n nuMweBod CMeWalTca B
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CLINICAL CASE REPORT

Patient K., a 56-year-old woman, referred to the
polyclinic of the Ukrainian Research and Practical
Centre of Endocrine Surgery, Transplantation of
Endocrine Organs and Tissues with complaints of pain
behind the breastbone and in the heart area, chest
tightness, dyspnea, periodic dizziness, palpitations, dry
non-productive cough, discomfort while swallowing.
Anamnesis showed that the complaints had appeared
about 5 years before. The patient’s condition had been
deteriorating over the last 6 months before the referral.

On palpation the TG was enlarged, additional
formations of a soft-elastic consistency with dimensions
up to 20-25 mm in diameter were defined in both lobes
and isthmus. The inferior poles of the TG were not
reachable for palpation.

At the time of examination endocrine profile was not
changed: thyroid-stimulating hormone (TSH) 0,52 plU/
ml (reference values are 0.27 to 4.2); free T4 0.64 ng/d|
(reference values are 0.54 to 1.34); antibodies to thyroid
peroxidase 4.7 IU/ml (reference values are 0 to 9). Both
biochemical and clinical blood analyses didn't identify
any pathological changes.

The ultrasound examination proved that the thyroid
gland was located in the typical place, the capsule was
notindurated.The following formations were identified:
one in the isthmus with the expansion to the right lobe,
22mminsize;twointherightlobe, 19and 26 mminssize;
three in the left lobe with the size of 5, 28 and 40 mm,
which was situated under the inferior pole and descend
retrosternal. There were some additional formations
of rounded shape with clear boundaries. The tissue
of the formations was hypoechoic, the echostructure
was heterogeneous due to the foci of fibrosis and the
areas of cystic degeneration. Additional formations
along the neurovascular bundle on the right and left
were not identified. According to the Brunn’s method
the volume of the right and the left lobes was 17.15
and 19.88 cm? respectively. Taking into consideration
the results of the ultrasound examination we couldn’t
exclude the separated retrosternal node on the right,
up to 60 mm in size (approximately).

Fine-needle aspiration biopsy (FNAB) of thyroid
nodules was performed. Cytological conclusion:
macrofollicular nodes of the thyroid gland.

A series of CT slices resulted from a multispiral
CT of the neck and chest organs with intravenous
contrasting confirmed an increase in the size of the
right lobe of the thyroid gland. The parenchyma of
both lobes was heterogeneous due to diffuse nodular
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NPOTVBOMOJNIOXKHbIE CTOPOHbI.
AnddepeHumanbHyio AMarHOCTUKY BHYTPUIPYAHOrO
306a NpoBOAAT C MeAnacTUHaNbHOW Gopmon numeo-
rpaHynemaTo3a, aHEBPWU3MOWN aopTbl, HEBPMHOMaMWU,
TepaToOMOW, IePMOVAHBIMU KACTaMu, TUMOMOIA.

OMWUCAHUE KJIMHWUYECKOI'O CZTYYAA

MaumeHTKa K., 56 net, obpatunacb B NOMUKANHUKY
YKpanHckoro Hay4YHO-NMpaKTN4eCKoro LeHTpa
SHAOKPUHHON Xupypruu, TpaHcnnaHTauum
SHAOKPUWHHbIX OPraHoOB 1 TKaHel ¢ Xanobamm Ha 601nb
3a rpyauHon n B obnactu ceppua, YyBCTBO CTECHEHUA
B FPyAw, ofbllKy, Nepnognyeckoe rofioBOKpYy»KeHue,
ceppuebueHrie, Cyxoll HenpOAYKTUBHbIA Kallefb,
anckomdopT npu rnotaHnn. 13 aHamHe3a n3BecTHo, UTo
»anobbl NOABUNCL OKOJIO 5 NeT Ha3ag, B nocnegHue 6
MecC. OTMeYaeTcA yxyalweHne COCTOAHMA.

Mpw nanbnauun LXK ysennyeHa B pazmepax, B 06enx
JONAX N Nepellerike onpeaenaTca AJONONHUTENbHbIe
06pa3oBaHNA  MArMKO-3N1acTUYECKON KOHCUCTEHLWN,
pa3smepamu go 20-25 mm B gnametpe. HuxHMe nontoca
LUK npv nanbnaymn He BbIBOAATCA.

lopmoHanbHbIN GOH Ha MOMEHT OocCMOoTpa He
N3MeHeH: TMPeoTPOonHbi ropmoH (TTT) 0,52 MKME/mn
(pedepeHcHble 3HaueHuA 0,27-4,2); T4 ceoboaHbIn 0,64
Hr/gn (pedepeHcHble 3HaueHuA 0,54-1,34); aHTuTena K
nepokcupase LXK 4,7 ME/mn (pedepeHcHble 3HaueHus
0-9). B 6uoxmmmnyeckom n obwem aHanmMse KpoBwu
NaTONOrMyeCcKNX N3IMeHeHUN He BbiABNEHO.

Mpn ynbTpasBykoBom unccnegosaHum  (Y3U)
WX pacnonoxeHa B TUAMYHOM MecCTe, Kamncyna
He ynnoTHeHa. OnpepgensAwTca obpa3oBaHuA: B
nepeluenke — ofHO C NepexoAoM Ha NpaBylo OO0,
pasmepamu 22 MM; B NpaBon fone — ABa, pasmepamu
19 n 26 mm; B neBon gone — Tpu, pasmepamu 5, 28 n
noa HWXHWM noncom 40 MM, yXOAWUT 3arpyAuHHO.
JononHuTtenbHble 06pa3oBaHMA OKpYyrnon ¢Gopmbl,
C veTKumMu rpaHuuamu. TkaHb  obpa3oBaHUN
rMNO3XOreHHa, JXOCTPYKTypa HeogHopodHa  3a
cyer ouaroB ¢ubpo3a M YYaCTKOB KUCTOBMAHOWM
gereHepaunn. [ononHutenbHble o6pa3oBaHUA MO
XOAy COCYAMCTO-HEPBHOrO My4yka CrpaBa U cneBa He
onpegenstca. o metogy Brunn: obbem npaBon
ponun 17,15 cm3, neson gonn 19,88 cm?. Mo aaHHbIM Y3/
Henb3A WCKNIOYNTb OTLIHYPOBAHHbIA 3arpyAUHHbIN
y3en cripaBa, Ao 60 MM (pa3mepbl NPUOAN3NTENbHbIE).

BbinonHeHa TOHKOMronbHasnA acnupaumoHHasn
6uoncua (TAMB) y3nos WK, Lntonornyeckoe
3aKnoueHne: MakpodonnukynsapHble y3nbl LLXK.

Mo gaHHbIM mynbTUCNUpanbHon KT wewn n opraHos
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changes. A nodular, irregularly elongated formation
with clear contours (indicating a benign origin of
tumor), conditional dimensions 6.5 x 9.3 x 3.8 cm was
visible from the inferior pole of the left lobe, extending
into the upper part of the posterior mediastinum along
the posterior tracheal wall to the level of the tracheal
bifurcation (Fig. 1).

Volumetric formation was closely adjacent to the
wall of the trachea, pushing it forward, and moderately
compressed its lumen, pushed and compressed the
esophagus. It was adjacent to the left main bronchus,
as well as to the distal portion of the aortic arch
pushing it to the left. Formation had a soft tissue
structure. Changes in pulmonary parenchyma, bone
and destructive changes were not found during the
examination.

The patient was consulted by a thoracic surgeon
on the basis of the data of instrumental methods
(ultrasound, CT). It was decided to carry out a joint
operation. Under the conditions of the thoracic center
the patient underwent cervicotomy, right-sided mid
thoracotomy, extrafascial thyroidectomy. The neck
part of the TG was removed with extrafascial standard
exposure according to Kocher. The thoracic part was
removed with thoracotomy exposure (Fig. 2, 3, 4).

the posterior mediastinum

Puc. 1. OmwHypo8aHHbIl y3es WumosuoHoU Xese3sbl,
pacnosnoxeHHbIU 8 3a0HeM cpedocmeHuu
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rPY4HOM KNETKM C BHYTPUBEHHBIM KOHTPACTUPOBAHNEM
Ha cepun KT cpe3oB onpegenserca ysenuyeHue
pasmepoB npason gonu LWXK. MapeHxuma ob6enx
Jonen HeooHOPOAHaA 3a cyeT AUPOY3HbIX Y3N0BbIX
n3meHeHnn. OT HWXKHEro nmonwca JneBon [onu,
pacnpocTpaHAscb B 00NacTb BEPXHEro  3Taxka
3afiHero CpefoCTeHUsA BOONb 3afHEN CTEHKU Tpaxeu
JO YpPOBHA Oudypkauum Tpaxeu onpepensercs
y310BO€,  HenpaBWibHON BbITAHYTON  GOpMbl
00pa3oBaHMe C YEeTKUMU KOHTypamu (4To roBopuT
0 [OOpPOKAYECTBEHHOM MPOUCXOXOEHUN OMYyXOsn),
YCJIOBHbIMUK pa3mepamm 6,5 x 9,3 x 3,8 cm (puc. 1).

O6bemHoe  0Opa3oBaHWE  TECHO  MPUNEXUT
K CTeHKe Tpaxew, OTTeCHAA ee Krepeaw, u
YMEPEHHO KOMMPUMUPYET ee MPOCBET, OTTeCHAET
N KomMnpumupyeT nuueBod. [Mpunexut K nesomy
rMAaBHOMY OPOHXY, MPWIEXUT K OUCTasIbHOM 4YacTu
Zyrv aopTbl OTTECHAA ee BneBo. Obpa3oBaHue umeeT
MAFKOTKaHHYIO CTPYKTYpy. M3meHeHun B napeHxmme
NErknx, KOCTHbIX W [ECTPYKTMBHbIX WU3MEHEHUN Ha
YPOBHE NCCNejoBaHMA He BbIIBJIEHO.

YuuntbiBad AaHHble MHCTPYMEHTAJIbHbIX
MmeTonoB wuccneposaHusa (Y3, MCKT), nauueHTKa
NMPOKOHCYNbTNPOBaHa TOpaKasbHbIM  XUPYProm.

bbino NpmMHATO peleHne o BbIMOAHEHNN COBMECTHOM

Figure 2. Right-sided mid-thoracotomy. The separated part of
the TG in the posterior mediastinum

Puc. 2. [pagocmopoHH=AsA cpedUHHAS MopaKomMomus.
OmuwHyposaHHas Yacme LUK 8 3a0Hem cpedocmeHuu

Figure 3. The view after removal of the intra
the TG
Puc. 3. Kapmutra nocne ydaneHus eHympuepyoHoUl yacmu

LK

thoracic part of
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Figure 4. Resection specimen
Puc. 4. Makponpenapam
DISCUSSION

The intrathoracic goiter, which constitutes 16-37%
of all cases of mediastinal tumors, can be removed by
thoracic surgeons with the neck part of the thyroid
gland left without surgical attention, which leads to
reoperations. At the same time the intrathoracic part
of the thyroid gland, occurring in 0.1-0.5% of cases
among all the operated goiters, remains unnoticed by
endocrine surgeons [1, 4]. A comprehensive approach
to the problem by the thoracic and endocrine surgeons
allows the most radical and safe implementation of
surgical treatment.

CONCLUSION
If the multinodular goiter is localized in posterior
mediastinum the transverse size of aperture should
be considered for the choice of surgery tactic: in cases
the latter is <2/3 of the maximum diameter of tumor,
the thyroidectomy with cervical and thoracotomy
exposures is indicated.
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BUMALOK

onepauun. bonbHOM B YCNOBMAX TOpPaKalbHOrO
LEeHTPa BbIMOJIHEHDbI LLePBUKOTOMMA, MPAaBOCTOPOHHAA
cpeaviHHas TOpaKoTOMMH, 3KcTpadacymanbHas
Tupeongaktomma. LenHaa wvactb WK  yganeHa
aKcTpadacymanbHO CTaHAAPTHLIM JOCcTynoM no Ko-
Xepy, BHYTPUrpyaHasA u4acTb YyAaneHa TopakoTo-
MUYECKNM JOCTYyMnom (puc. 2, 3, 4).

OBCYXAEHUE

BHyTpurpygHon 306, KoTopbli BCTpeyaeTca B 16-
37% Bcex cilyyaeB onyxonen cpefocTeHuns, yaanaetca
TOpaKalbHbIMU XUpYypramu, Npyv 3TOM LWenHaa 4acTb
LW ocTaetcs 6e3 XMpypruyeckoro BHUMaHWUsA, 4YTo
NPVBOAMT K MOBTOPHbIM onepauuaM. B csoto ouepesb,
BHYTpurpyaHas Jactb LXK, sBctpevatowasaca 8 0,1-0,5%
cfyyaeB cpegu BCex NpoorneprpoBaHHbIX NaLNeHTOB
C 3060M, OCTaeTca He3aMeYeHHOW SHAOKPUHHbLIMU
xupypramu [1, 4]. KomnneKkcHbii nogxod K AaHHON
npobneme € yyacTmem TOpakasbHbIX U SHOOKPUHHbIX
XUPYPros MoO3BOAUT MaKCMMaNbHO paguKkanbHO WU
6e30MacHO BbINOSIHUTD XUPYPrUYeCcKoe fieyeHue.,

BbIBObl

Mpu nokanusauum MHOroysnioBoro 306a B 3afHem
CpedocTeHUN [AnA BblOOpa OMNEpPaTMBHOM TaKTUKU
cnepyeT obpalyaTb BHYMAHME Ha NOMNepeYHbIi pasmep
anepTypbl: eCiM OH MeHee 2/3 MaKCMManbHOro Aua-
MeTpa onyxonu, TO MOKa3aHo BbIMOJIHEHNE
TNpeonas3KTommn 13 UepBUKalbHOIO W TOPAKOTO-
MMYECKOro JOCTynoB.
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PE3IOME

BHyTpurpyaHomn (megnactuHanbHbiii) 306.
KnuHunueckunin cnyuyai
B.A. Nanamapu4yk, B.A. Cmonsap, B.I. lembmad, B.E.
Cacghoros, K.B. KpasueHko

Ha npumepe KnvHMYecKoro cnyyasa pacCMOTPEHbI
BOMPOCbI AUArHOCTUKA N XUPYPrUYECKOro neyeHus
BHYTPUrpyaHoro3obacyyeToM KOMMNIEKCHOro NoAxXoAa
K AaHHOM npobneme C ydyacTMeM TOpaKkasbHbIX |
3HAOKPWHHBIX XMPYProB, YTO NO3BOSIAET MaKCUMASIbHO
padvKanbHO BbIMOMHUTL XUPYPruyeckoe JieyeHue.
BHyTpurpyaHown 306, koTopbii BcTpeyaeTca B 16-37%
BCEX CNyyaeB OMNyxonien cpefocTeHns, ypdanaeTca
TOpaKalbHbIMA  XMpypramu, npu 3TOM LeNHasA
yactb wWwuToBUAHOW »enesbl (LUPK) ocTtaeTcs 6e3
XVPYPrnyeckoroBHMMaHNA, YTONPUBOAUTKMOBTOPHbIM
onepauuam. B cBolo ouepefb, BHyTpUrpygHaa 4acTtb
LM, BcTpevatowaaca B 0,1-0,5% cnyyaeB cpean Bcex
NpoonepupoBaHHbIX MaLMeHTOB C 3060M, ocTaeTcA
He3aMeueHHOW SHAOKPUHHbIMUK Xpypramun. B gaHHom
KNMHMYECKOM Cnyyae [uarHo3  BHYTPUrpyaHOro
300a y 56-neTHeri NauWEHTKN MNOATBEPAMNCA Mpwu
BbIMOSIHEHUN  MYNbTUCMNPANIbHON  KOMMbIOTEPHOMN
Tomorpadum nocse TOro Kak OTLWHYPOBAHHbIN
y3en TUpeouaHOM TKaHW Obin  3anofo3peH Mo
pesynbraTaM  yNbTPa3BYKOBOrO  WCC/IIeAOBaHUA U
nanbnaunn. bbino NPUHATO pelueHne O BbINOHEHUN
COBMeCTHOW onepauuun. bonbHOM B  yCcnoBMAX
TOPaKaSbHOro LEHTPa BbINOMIHEHbI LEPBUKOTOMUS,
NPaBOCTOPOHHAA  CpeAuHHasa  TOPakKoTOMUA U
sKkcTpadacumanbHaa  Tupeomgsktomua.  LllenHas
yactb WK yaaneHa akctpadacumanbHO cTaHAApPTHLIM
poctynom no Koxepy. BHyTpurpyaHas yacTb yganeHa
TOpakoToMU4Yeckum goctynom. [lpm nokanusauyuu
MHoOroysnosoro 3oba B 3agHeM cpefocTeHUW Ans
BblbOpa onepaTMBHOWM TaKTUKU cnegyeT obpallaTtb
BHVIMaHWe Ha MOoMepeyHbl pa3mep anepTypbl: ecnu
OH MeHee 2/3 MaKCMManbHOro AnameTpa Onyxonwu,
TO MOKa3aHO BbINOMIHEHME TUPEOUAIKTOMUN U3
LepBMKaNbHOro N TOPAaKOTOMMNYECKOrO AOCTYMNOB.

KnioueBble cnoBa: BHYTPUTpyaHO 306, LLMTOBUAHAA
Xenesa, onyxonb 3agHero cpefoCcTeHus.

PE3IOME
BHyTpilwHbOrpygHun (megiactTuHanbHuin) 306.
Kniviynnin BUNnagok
B.O. MNanamap4yk, B.A. Cmonsap, B.I. lembmaH, B.€.
Cachoros, K.B. KpasueHko

Ha npuknagi KniHiYHOro BuUNagky pPO3rNAHYTI
NUTaHHA [AiarHOCTUKM Ta XipypriyHOro nikyBaHHA
BHYTPILUHbOIrPYAHOIO 306a 3 ypaxyBaHHAM
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KOMMMeKcHoro nigxody fo Uuiei npobnemn 3a
yyacTio TopakaNibHUX i eHOOKPUHHMX Xipypris, WO
[O03BONAE  MaKCMManbHO  paguKaibHO  BUKOHATU
XipypriyuHe nikyBaHHA. BHyTpiwHboOrpygHuin 306,
AKMIN 3ycTpivaeTbca B 16-37% ycix BMNagKiB nyxavH
cepenoCTiHHA, BUAANAETbCA TOPaKanbHUMUN Xipypramu,
npv UbOMY LWMAHA YacTMHA LWMUTONOAIGHOI 3ano3u
(LL3) 3anvwaeTbcAa nos3a XipypriyHow YyBarow, LWo
Np13BOAWTb A0 MOBTOPHMX onepauin. Y cBol uepry,
BHYTpilWHbOrpyAaHa 4actuHa W3, Aka 3ycTpivaetbca
B 0,1-0,5% BunNagkis cepep Ycix npoonepoBaHUX
nauieHTiB i3 3000M, 3anNMWIAETbCA HEMOMIYEHOI
€HOOKPUHHMMUK Xipypramn. B gaHomy KniHiuHOMY
BMNagKy AiarHo3 BHYTpPIlHbOrpygHoro 3o06a Yy
56-piyHOT nauieHTKN NiaTBEpPANBCA NPU BUKOHAHHI
MyNbTUCNiPanbHOT KOMM'lOTEePHOT Tomorpadii
nicnA TOro fAK BiAWHYPOBAaHWA BY30/1 TUPEOIAHOI
TKaHUMHW  Oyno  3anigo3peHo 3a  pesynbraTamu
YNbTPa3BYKOBOro AOCNIAKeHHA Ta nanbnadii. byno
NPUNHATO PilleHHA NPO BUKOHaHHA CYMiCHOI onepaLiii.
XBOpiln B yMOBax TOPaKafbHOrO LEHTPY BUKOHAHO
LepBikoToMilo, NPaBobGiUHy cepeanHHY TOPaKOTOMIto
i ekcTpadacuianbHy TupeoigekToMito. LLninHa yacTnHa
W3 BupaneHa ekcTpadacuianbHO  CTaHZAPTHUM
poctynom 3a Koxepom. BHyTpiwHboOrpygHa 4actuHa
BUAaneHa TopakoToMiYHMM gocTynoM. [Npu nokanisauit
6araToBy3noBoro 306a B 33AHbOMY CepPeAOCTiHHI AnA
BMOGOpY onepaTUBHOI TaKTUKW Cif 3BepTaTy yBary
Ha MonepeyvyHnin pPo3mMip anepTypu: AKWO BiH MeHLe
2/3 MaKCcUManbHOro fiamMeTpy NyXiuHW, TO NoKasaHe
BUKOHAHHA TUPeOoIgeKTOMIil 3  LepBiKasbHOro i
TOPaKOTOMIYHOro JOCTYNIB.

Kntoyosi cnoBa: BHYTPILUHbOTPYLAHNI 3006,
wutonodibHa3ano3a, NyxanMHa 3agHbOoro cepefoCTiHHA.

SUMMARY

Intrathoracic (mediastinal) goiter. A clinical case
Palamarchuk V, Smolyar V, Getman V, Safonov V,
Kravchenko K

Using a clinical case as the example the article
sheds light on the issues of diagnosis and surgical
treatment of intrathoracic goiter. A comprehensive
approach to the problem which allows the most
radical implementation of surgical treatment and
involves thoracic and endocrine surgeons is taken
into consideration. The intrathoracic goiter, which
constitutes 16-37% of all cases of mediastinal tumors,
can be removed by thoracic surgeons with the neck
part of the thyroid gland left without surgical attention,
which leads to reoperations. At the same time the
intrathoracic part of the thyroid gland, occurring in 0.1-
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0.5% of cases among all the operated goiters, remains
unnoticed by endocrine surgeons. In our case the
diagnosis of intrathoracic goiter was proved in 56-year-
old woman by the multispiral CT after the separated
node of thyroid tissue was suspected by ultrasound
examination and palpation. It was decided to carry out
a joint operation. Under the conditions of the thoracic
center the patient underwent cervicotomy, right-sided
mid thoracotomy and extrafascial thyroidectomy.
The neck part of the thyroid gland was removed with

Jama Haoxo0xeHHsA 0o pedakuyii 21.06.2017 p.
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extrafascial standard exposure according to Kocher.
The thoracic part was removed with thoracotomy
exposure. If the multinodular goiter is localized in
posterior mediastinum the transverse size of aperture
should be considered for the choice of surgery tactic:
in cases the latter is <2/3 of the maximum diameter
of tumor, the thyroidectomy with cervical and
thoracotomy exposures is indicated.

Key words: intrathoracic goiter, thyroid gland, tumor
of the posterior mediastinum.
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