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SUMMARY
We present a case of Horner’s syndrome occurring as a
complication of thyroidectomy. A 42-year-old female
patient presented with eyelid drop which developed
immediately after thyroidectomy for goitre. Ophthalmic
examination revealed eyelid ptosis, miosis and
anhidrosis. Preoperative ultrasonography showed multiple
isohyperechogenic solid nodules in each lobe, consistent
with multinodular goitre. Therefore, the patient
underwent subtotal thyroidectomy. The ophthalmic
findings did not improve at the end of 6 months follow-
up. Similar cases have been reported related to neck
tumours or their surgery, mediastinum-located goitre and
retropharyngeal abscess surgeries, but not after benign
nodular goitre surgery. Several possible mechanisms have
been proposed to explain this phenomenon; anatomical
variations making the patient susceptible to damage to
the sympathetic chain seem to be most likely in our
patient.

BACKGROUND
Horner’s syndrome (HS) is the result of a disrup-
tion at various levels of the sympathetic innerva-
tions of the eye and adnexa.1 The syndrome is
characterised by a triad of symptoms, specifically
ipsilateral lid ptosis, miosis and anhidrosis.
According to the localisation of the sympathetic
system dysfunction, it can be classified as central,
preganglionic or postganglionic.1 During a long
course of preganglionic fibres, from the ciliospinal
centre to the superior cervical ganglion, many
factors can cause HS. Some of these are apical
pleural lesions, pancoast tumour, carotid and aortic
aneurysm and dissection, neck lesions and surgery
to correct these problems.2–5 In the literature, HS
is associated with thyroid gland malignancies,
mediastinal goitre or their surgeries.6–15 In add-
ition, temporary cases have been reported due to
benign lesions.16–18 We aimed to report a perman-
ent HS case arising after a subtotal thyroidectomy
for benign multinodular goitre and evaluate its pos-
sible causes.

CASE PRESENTATION
A 42-year-old female patient was admitted with
eyelid drop immediately after goitre surgery. She
had undergone a subtotal thyroidectomy 2 days
before in a general surgery clinic with a diagnosis
of multinodular goitre. In addition to a complete
ophthalmic examination, preoperative and opera-
tive findings were obtained from medical records.
Pulmonary diseases, general surgery and neurology

consultations were carried out for differential
diagnosis.
Ophthalmic examination revealed right miosis,

ptosis and anhidrosis, being in accordance with
Horner’s syndrome (figure 1). Hertel exophthalm-
ometer readings were 14 and 16 mm in the right
and left, respectively. Globe movements, visual
acuity, anterior and posterior segment examinations
were normal. Preoperative ultrasonography showed
isohyperechogenic multiple solid nodules in each
lobe, the biggest of which was in the right lobe and
had a 4.5 cm diameter; this was consistent with mul-
tinodular goitre (figure 2). Haematoma, seroma and
infection were ruled out as the possible causes after
a careful general surgery exploration. No other
pathology which could lead to HS was found in
other clinical examinations. Thus, HS was attributed
to damage to the cervical sympathetic chain.
Histopathological studies reported benign multinod-
ular goitre and revealed no malignancy (figure 3).

OUTCOME AND FOLLOW-UP
There was no improvement in the findings of HS at
the end of 6-month follow-up.

Figure 1 Clinical appearance of patients.

Figure 2 Preoperative ultrasonography.

Aslankurt M, et al. BMJ Case Rep 2013. doi:10.1136/bcr-2013-009907 1

Unusual presentation of more common disease/injury



DISCUSSION
Horner’s syndrome was first described by Horner in 1869 and
is a combination of ptosis, miosis with or without facial anhi-
drosis.1 These findings are due to interruption of the sympa-
thetic innervations to Mueller’s muscle of the eyelids and to the
dilator muscle of the iris, and to the sweat glands of the face.

HS occurring preoperatively as a result of thyroid pathologies
reported in the literature has mainly involved with malignant
tumours.9–12 14 Through the direct invasion of the cervical sym-
pathetic nerves or a pressure effect, malignant tumours of the
thyroid and parathyroid glands can cause HS. The prognoses of
HS after surgery, might be depending on the mechanism of
occurrence, were variable in these reports. There were partially
or totally recovered or persisted cases. Contrary to these
reports, a recent review by Leuchter et al14 has corrected the
formerly held view that the majority results from an underlying
malignant process of the thyroid rather than benign pathology.
Series of Harding et al13 and Lowry et al16 supported the view
of Leuchter. They observed improvement in HS in the early
postoperative period.

Neck surgeries for the treatment of benign or malignant
thyroid lesions may also result in HS.2 3 5–8 A few patients who
underwent surgery for benign goitre were observed to develop a
transient HS.19 20 The present case had a subtotal thyroidect-
omy due to benign multinodular goitre. However, HS did not
improve at the end of 6-month follow-up.

HS after thyroid and parathyroid surgeries is a very rare com-
plication, and it has been reported in about 0.2% of malignan-
cies.6 13 21 Cases of HS related to benign lesions and their
surgeries have been reported sporadically, and their frequency
has not been noted.

The following possible mechanisms have been proposed to
explain this phenomenon: sympathetic chain injury during
retraction of the carotid sheath; anatomical variations making
the patient susceptible to damage to the sympathetic chain;
application of pressure on the sympathetic chain by post-
operative haematoma or seroma; and ischaemic damage of the
sympathetic chain. Of these, permanent damage to the cervical
sympathetic chain due to anatomical variations seems to be the
most likely in the present case.

The sympathetic chain in the neck region may be affected by
a number of factors, including various pathologies and surgeries,
and does not necessarily imply malignancy. Regardless of the
pathology, maximum attention should be paid to the

neighbouring tissues such as the recurrent laryngeal nerve and
the sympathetic chain during surgical excision. Inattentive surgi-
cal dissection is likely to permanently damage the sympathetic
nerve fibres showing different anatomical courses.

Learning points

▸ Although it is rare, Horner’s syndrome may appear in
relation to neck pathologies.

▸ An effect to the sympathetic chain in the neck region due to
pathologies or surgeries is not an indicative of malignancy.

▸ Anatomical variations may make the patient susceptible to
damage to the sympathetic chain. Hence, thorough
knowledge of anatomy, careful surgical dissection and
avoidance of excessive traction with speculum should be
carried out to prevent such damage.
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Figure 3 The follicle structures in various sizes and shapes, and
colloid filled lumens (H&E ×100).
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