Ana Laura Manda et al. - 4 Rare Variant of Hashimoto’s Thyroiditis

A Rare Variant of Hashimoto’s Thyroiditis
ANA LAURA MANDA', ANA LAURA DIMA', VLAD DUMITRU BALEANU?,
DANUT VASILE?, DANIEL IULIAN VOICULESCU?

1Doctoral School “Carol Davila” University of Medicine and Pharmacy, Bucharest, Romania

2Department of Surgery “Carol Davila” University of Medicine and Pharmacy, Bucharest, Romania

ABSTRACT : Hashimoto's thyroiditis (HT) is the most frequently diagnosed thyroid disorder worldwide, characterized
by hypothyroidy and thyroid autoimmunity. The fibrous variant accounts for a small number of cases. A 48 years old
woman, with 20-years history of Hashimoto thyroiditis presented for a large recent goiter with compressive symptoms,
in hypothyroidic state and with very high thyroid antibodies antithyroglobulin and antithyroperoxidase. Ultrasound and
fine needle aspiration biopsy showed an enlargement of the thyroid gland with nonhomogeneous structure and trachea
shifting posteriorly, Bethesda Ill. CT scan showed similar aspect of the thyroid gland with compression on the trachea
and the left common jugular vein. Surgery was performed due to suspicion of malignancy and compression symptoms.
Thyroidectomy was uneventful, but the patient developed hypoparathyroid symptoms postoperatively that resolved with
high dose calcium, magnesium and vitamin D supplementation. The pathology report was consistent of Hashimoto’s
thyroiditis fibrous variant. This case report presents a rare case of the fibrous variant of Hashimoto’s thyroiditis that is
rarely taken under consideration in the preoperative setting as diagnosis is hard to establish with the usual algorithm
of imaging and FNA biopsy. The multidisciplinary management in pre-and postoperative approach and evaluation are

of utmost importance for successful management of such case.
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Introduction

Hashimoto's thyroiditis (HT) is the most
commonly diagnosed thyroid disorder worldwide
in the present time.

It was first described by the Japanese
physician Hakaru Hashimoto in 1912 as a thyroid
disease affecting middle aged women determined
by lymphoid infiltration of the thyroid gland that
led to goiter with compressive symptoms.

Alternative names are autoimmune thyroid
disorder (AITD) or chronic lymphoid thyroiditis
and is the main cause of hypothyroidy, affecting
mostly women with a ratio of 4:1 or as much as
10:1 depending on the study.

Patients with HT commonly present for mild
to moderate hypothyroidy or painless progressive
diffuse thyroid swelling.

The main treatment that keeps the disease
under control is  thyroid hormone
supplementation, usually using levothyroxine in
doses varying from 25 micrograms to over
100 micrograms daily, for an endpoint of
maintaining TSH within normal range.

In rare cases nowadays, HT is progressive
under treatment causing a large goiter that causes
mass effect in the anterior cervical region, mainly
on the trachea and esophagus; the particular
fibrous variant is a rare subtype of HT that can
mimic thyroid malignancies and impose surgical
treatment, this being accounted for up to 10% of
the cases of Hashimoto's thyroiditis.

Surgical treatment is reserved for these rare
cases or for proved or suspected malignant
transformation [1,2,3,4,5,6,7,8,9].

This case report has been reported in
accordance with the SCARE Criteria [10].

Case presentation

We present the case of a 48 years old woman,
smoker, nulliparous, with a 20-years long thyroid
disorder diagnosed as Hashimoto thyroiditis,
under treatment with substitutive levothyroxine
for the entire course of the disease, that was
adjusted yearly.

The patient described small progressive
enlargement of the thyroid gland over the course
of years, with recent rapid growth in the last
approximately 6 months to a large goiter that
caused swallowing difficulties especially for
saliva, cervical constriction sensation and
dyspnea in supine position.

The clinical exam showed a large goiter
evident on inspection that deformed the anterior
neck region from the sternum up to the proximity
of the mandibula, hard on consistency, with some
vertical movement upon swallowing and little to
none lateral movement; the mass appeared to
protrude behind the sternum as the inferior border
could not be properly examined.

Thyroid hormone panel diagnosed
hypothyroidy with TSH of 26.2microlU/mL
(range 0.34-5.6) and fT4 of 1.07ng/dL (range
0.61-1.12), which led to an increase of dosage for
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levothyroxine to 100 micrograms daily from
50 micrograms daily.

Dosage of the specific thyroid antibodies-
antithyroglobulin and antithyroperoxidase was
also performed and the values were very high,
over 40001U/ml and over 20001U/ml
respectively, exceeding the measuring range.

A neck ultrasound was performed that showed
enlargement of the thyroid gland with hypoechoic
nonhomogeneous structure presenting multiple
nodules and mass effect on the trachea shifting it
posteriorly; there were no lymphadenopathy
identified on the ultrasound exam.

Fine needle aspiration biopsy (FNA) was
performed from one of the nodules and the biopsy
showed mildly enlarged follicular cells grouped
in clusters with slightly enlarged nuclei.

The pathology report was of atypical cellular
follicular lesions of undetermined origin-
Bethesda I11 staging.

CT scan of the cervical region was performed
that confirmed the enlargement of the thyroid
gland (right thyroid lobe of 3,7/5,1cm, left
thyroid lobe of 4/6.2cm and isthmus of
2.2/2.3cm) with non-homogenous structure
consisting of multiple nodules with different
densities; the thyroid gland encompassed cervical
and superior thoracic trachea, with posterior shift
and a slight stenosis of the cervico-thoracic
tracheal junction; the thyroid lobes protruded to
the thorax and had a mass effect in the inferior
cervical region on the left wall of the esophagus
and the left common jugular vein; no
lymphadenopathy was identified on CT scan
(Figurel).

Figure 1. CT scan images of the cervical region.

After a month of substitutive treatment that
led to a decrease of TSH level to 9.42 microlU/ml
the decision was made to perform a total
thyroidectomy for suspicion of malignancy due to
the uncertain FNA biopsy and for relief of
compression symptoms.

The surgery was performed with the patient
under general anesthesia, in supine position with
hyperextension of the neck region, and
underwent accordingly to plan, with some
difficulties on dissecting the thyroid gland from
the trachea where there were firm adhesions,
identifying and preserving the recurrent laryngeal
nerves and parathyroid glands.

In the postoperative setting the recovery was
smooth for the first three days, on the fourth the
patient had a moderate/severe tetany crisis that
resolved after calcium and magnesium large dose
supplementation, orally and intravenous
administered.

The patient was discharged on the fifth
postoperative day in stable condition with no
residual hypoparathyroid symptoms, under
treatment with high dose calcium, magnesium
and vitamin D supplementation (2000g calcium,
300 mg magnesium and 40001U vitamin D daily),
apart from  substitutive treatment with
levothyroxine 100 micrograms daily.

Gross histopathology showed both lobes
enlarged (LTL 9/4/6cm, RTL8.5/4.5/5cm,
isthmus 0.7/0.6/0.4cm) with intact capsule, solid
cut surface with small white-yellowish areas of
nodular appearance.

Microscopically, there was a diffuse
inflammatory lymphocytic infiltration which
formed nodular structures with germinative
centers aspect, areas of fibrosis and rare
multinuclear giant as well as some atrophic
thyroid follicles that appeared bordered by
Hurthle cells.
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Both thyroid lobes appeared similar in section. specimen that had normal structure (Figure 2 and
One lymph node was found in the histopathology Figure 3).

Figure 3. Microscopy histopathology images of the specimen.
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Discussions

Since the publication of Hashimoto’s
description of lymphocytic thyroiditis in 1912
and until 1974 when Katz and Vickery et al.
reported fifty-six patients with fibrous variants of
HT subtype [7], this particular form of thyroiditis
was reported mainly as Riedel thyroiditis.

Katz and Vickery described the main
characteristics of the fibrous subtype as a rapid
enlargement of a previous goiter or the
appearance of one that is hard on palpation,
causing compression symptoms, with associated
hypothyroidy and very high titer of
antithyroglobulin antibodies  that  was
correspondent to microscopy findings of fibroid
infiltration of the thyroid parenchyma,
comprising at least one third of the total, with
atrophy of the thyroid follicles that present
Hurthle cells specific of HT, and abundant
lymphoid infiltration of the gland, sometimes
forming germinative centers in inverse
proportion to the fibrosis [3,4,7,11,12,13].

The differential diagnosis usually comprises
of malignant transformation of the thyroid and
imaging (ultrasound and CT scan) are performed,
as well as fine needle aspiration biopsy that
usually is negative or inconclusive in the case of
fibrous HT.

Due to compression syndrome or the inability
to exclude the malignant transformation, these
cases are prone to surgery and the
histopathological findings are characteristic of
this subtype of HT [2,3,7].

Although it was well characterized almost
50 years ago, cases of fibrous HT are rarely
reported in literature, as we found only a few
since the series forementioned [3,7,11,12,13].

Our case has all of the clinical characteristics
priorly described-rapid enlargement with hard
goiter and compression symptoms, hypothyroidy,
very high antithyroglobulin antibodies, as well as
the main microscopy findings that define the
fibrous variant of Hashimoto thyroiditis.

The main treatment for HT, even its fibrous
variant, is the replacement hormonal medication,
but surgery remains valid for compression
symptoms and uncertain FNA biopsy findings.

Surgery in such cases of large goiters and
fibrosis is more technically challenging and
postoperative complications are more common
than in the case of multinodular goiters or other
indications of thyroidectomy.

In this case report, postoperative
hypocalcemia was present as a mild
complication, probably due to compromising the

vascular supply to the parathyroid glands, as there
were none included in the biopsy specimen
[2,3,4,5,9].

The diagnosis and treatment of the fibrous
variant of HT are challenging and need a
multidisciplinary approach-endocrinologist,
radiologist, pathologist and surgeon for
successful  management of such cases;
post-operatively a close observation is vital in the
detection and early intervention of any post-op
complication.

Conclusion

In conclusion, this case report presents a rare
case of the fibrous variant of Hashimoto’s
thyroiditis that is rarely taken under consideration
in the preoperative setting.

Patients” complaints are usually of rapid
enlargement of the thyroid gland associated with
compressive symptoms that mimic thyroid
cancer.

A definitive diagnosis is hard to establish with
the usual algorithm of imaging and FNA biopsy
and is reserved for thyroidectomy and subsequent
histopathology.

The multidisciplinary approach and pre-and
postoperative  evaluation are of utmost
importance for successful management of such
case.
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