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iedel’s thyroiditis (RT) is a rare form of chronic thyroiditis, charac-
terized by a dense fibroinflammatory process. The etiology is un-
known, but one theory postulates that RT results from an

autoimmune process. A second theory holds RT to be a primary fibrotic dis-
order. Some experts consider that RT is not primarily a thyroid disease but
rather it is a manifestation of a systemic disorder of multifocal fibrosclero-
sis. The fibrotic process invades adjacent structures of the neck and extends
beyond the thyroid capsule, and forms the stone-hard consistency. This fea-
ture differentiates RT from other inflammatory or fibrotic disorders of the
thyroid. Sometimes patients may present with extracervical manifesta-
tions of multifocal fibrosclerosis (e.g. retroperitoneal fibrosis, mediastinal

Surgical Excision Can be
a Management Option in Riedel Thyroiditis:

Case Report with Long Term Follow up

AABBSSTTRRAACCTT  Riedel’s thyroiditis is a rare chronic inflammatory disease of unknown etiology char-
acterized by a dense fibrosis that replaces normal thyroid parenchyma and often involves sur-
rounding tissues.  Riedel's thyroiditis presentation is complex, including a thyroid mass associated
with local symptoms, characteristic biochemical abnormalities as well as the involvement of a wide
range of other organ systems. It is important to distinguish Riedel’s thyroiditis from thyroid carci-
noma. Because it mimics the carsinoma, diagnosis of Riedel's thyroiditis requires histopathological
confirmation. A case of Riedel’s thyroiditis; who presented with a firm thyroid mass, symptoms of
esophageal and tracheal compression; was reported in this article. Surgery was performed to obtain
a definitive diagnosis and safe airway and it was successful to arrest the enlargement. After long fol-
low up the patient has no recurrens and any complications.
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ÖÖZZEETT  Riedel tiroiditi, nadir görülen, etyolojisi bilinmeyen, normal tiroid parankimi ve çevresin-
deki dokuların yoğun fibrozisi ile seyreden  kronik inflamatuvar bir hastalıktır. Riedel tiroiditinin
kliniği; lokal semptomlara yol açan tiroid kitlesi, karakteristik biyokimyasal anormallikler, ve diğer
organlarda olabilecek tutulumlarla kompleks olabilir. Riedel tiroiditinin tiroid karsinomundan
ayırımının yapılması önemlidir. Tiroid karsinomunu taklit ettiği için kesin tanı histopatolojik de-
ğerlendirme ile desteklenmelidir. Bu yazımızda tiroidde sert kitlesi olan ve özofageal ve trakeal bası
semptomları ile başvuran Riedel tiroiditli olgu sunulmuştur. Olguya cerrahi işlem uygulanarak kesin
tanı konulmasının yanında yeterli ve güvenli bir havayolu sağlanarak kitlenin büyümesi durdu-
ruldu. Uzun dönem takibi olan hastada rekürrens ve herhangi başka bir sıkıntı görülmedi.
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fibrosis, sclerosing cholangitis). RT is most often
seen in women and the clinical features closely re-
semble those of anaplastic carsinoma of the thy-
roid. Patients note a painless, rapidly growing stony
thyroid mass. Direct extension causes compression
of the trachea and the oesophagus, resulting in dys-
pnoea and dysphagia. Hypothyroidism is present
in 30% of cases. The natural history of Riedel’s
thyroiditis is most likely self-limiting; however,
treatment can include steroids, as well as surgical
excision of all or part of the gland to alleviate com-
pressive symptoms.

CASE REPORT

Thirty years old male patient applied with the com-
plaint of progressive neck mass of 4 years duration.
He had an history of thyroidectomy in another
center 3 years ago which ended up as a partial
surgery due to the dense fibrotic structure of the
thyroid. The histopathological examination was
consistent with RT. After the operation the neck
mass enlarged in size with progressive signs of res-
piratory difficulty, dysphagia. During this course
he had intermittent oral steroid treatments, which
yielded almost no response. When he applied to us
he had a large midline neck mass (15x20 cm),
which was fixed and was very firm. Telescopic  ex-
amination revealed a retropharyngeal submucosal
mass and the larynx was pushed forward signifi-
cantly, which was compromising both the airway
and esophageal inlet. The neck CT revealed a 15x15
cm retroesophageal solid neck mass with well de-
fined borders which was extending from the level
of oropharynx to the level of thoracic inlet (Figure
1). The mass was also involving the paratracheal
thyroid bed in the lower neck. His tiroid function
was normal. Fine needle cytology was non-diag-
nostic, and no sign of malignancy. The patient had
significant weight loss and his body mass index was
17.2.

We planned a surgical excision to improve the
respiration and swallowing. Under general anes-
thesia the neck was explored through an apron 
incision. The mass was almost totally retroe-
sophageal, and there was also similar mass in the
thyroid bed. The common carotid arteries and in-

ternal juguler veins were dissected bilaterally and
was separated from the mass. Prevertebral muscles
were reached and dissection plan was formed in
between the mass and fascia. The mass was very ad-
herent to the posterior wall of esophagus. The mass
was grayish to white coloured and firm in consis-
tency, mainly located  between the two common
carotid arteries and behind esophagus (Figure 2).
During the dissection the esaphagous was entered
and then it was repaired by 3/0 absorbable suture.
On the left site recurrent laryngeal nerve was ex-
plored and preserved while dissecting the mass off
the nerve. On the right site the nerve was explored
but some of the mass was left along the nerve trac-
tus. Then the mass was resected from the oropar-
ynx level to the level of thoracic inlet where some
of the mass was left in order to avoid any compli-
cation. Almost 90% of the mass was resected (Fig-
ure 3), and tracheotomy was performed and
nasogastric feeding tube was inserted. The postop-
erative period was uneventful but the patient had
significant aspiration of fluids. Therefore, the pa-
tient was discharged on the 7th day with tra-
cheotomy and feeding tube. He started swallowing
solid foods within 3 months, and was decannulated
6 months later. He had paralysis of left vocal cord
but the right was mobile, so he had sufficient air-
way and some hoarseness. At the 6th month the pa-
tient underwent laparotomy for gastrostomy. He
swallowed the solid foods orally while the liquids
by the gastrostomy. At the fifth year the gastros-
tomy was pulled out and he was having his whole

FIGURE 1: Neck CT sections of the patient demonstrates 15x15 cm retroe-
sophageal solid neck mass with well defined borders which was extending
from the level of oropharynx to the level of thoracic inlet.
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diet orally. He gained weight and and his BMI was
22, he was happy with his respiration and voice.
He had no significant neck mass. However, some
mass was still persisting at the thoracic inlet, which
was asymptomatic at all.

DISCUSSION 

Riedel’s thyroiditis is a rare form of thyroiditis. Pa-
tients with RT usually present with a sudden in-
flammation of the thyroid gland, dyspnea or
dysphagia due to compression of trachea or esoph-
agus by a firm and fixed mass in the anterior neck.
Although local copmpression symptoms are com-
mon, RT unusually can present asymptomatic, and
can be in association with follicular adenoma, as re-
ported by Ozgur et al. Fibrosis characteristically
invades and encloses the adjacent structures in the
neck  extending beyond the limits of thyroid cap-

sule. Its major clinical significance lies in its ability
to mimic sclerosing variant of papillary carcinoma,
fibrous Hashimato’s thyroiditis and undifferenti-
ated thyroid carcinoma. 

However, it is almost impossible to make an
absolute diagnosis clinically; therefore surgical
biopsy and/or excision is commonly used. Fine nee-
dle cytology of our case was non-diagnostic, as
there were only fibrotic cells but no sign of malig-
nancy. The disease is bilateral in most cases, and
the function of the thyroid can be normal (65%) or
decreased (30%) but thyrotoxicosis is rare. In our
case thyroid function was normal. A CT scan
would be very helpful to demonstrate the exten-
sion and borders of the mass. Our patient’s neck CT
revealed a 15x15 cm retroesophageal solid neck
mass with well defined borders which was extend-
ing from the level of oropharynx to the level of
thoracic inlet.

Riedel’s throiditis is generally a self-limited
disease, death to airway compromise is very rare.
In the patients with multifocal fibrosclerosis, prog-
nosis  essentially becomes that of extracervical fi-
brosclerosis. Therefore when RT is diagnosed, it is
essential to perform abdominal and chest imaging
studies to exclude concomittant, extracervical en-
tities from multifocal fibrosclerosis. Our patients
abdominal CT revealed retroperitoneal fibrosis,
which was asymptomatic.

The rarity of Riedel’s thyroiditis makes con-
trolled studies of RT therapy impractical. Currently
corticosteroid therapy is the medical treatment of
choice for patients with RT. All studies advocate
an initially high dose to alleviate compressive
symptoms, followed by gradual tapering over
months to a lower maintenance dose. Many pa-
tients can be weaned from corticosteroid therapy
but others require more prolonged treatment. Dur-
ing the course of the disease our patient also had
intermittent oral steroid treatments, which yielded
almost no response. Tamoxifen has been used in
some RT patients as a first-line therapy, but it has
also been applied after the failure of corticosteroid
treatment. Although some reports have described
some success with tamoxifen, estrogen receptors

FIGURE 2: The mass was grayish to white coloured and firm in consistency,
mainly located  between the two common carotid arteries and behind esop-
hagus.  

FIGURE 3: Almost 90% of the mass was resected.



have not been demonstrated in RT tissues. There-
fore the mecanism of action was not proposed to
be due the antiestrogenic activity of tamoxifens.

Surgery for patients with RT serves the dual
purpose of establishing the diagnosis and relieving
tracheal compression. A wedge resection of thyroid
isthmus remains the preferred method for accom-
plishing these ends. Surgery is indicated when tis-
sue is needed for diagnosis, medical treatment
shows no benefit, or compressive symptoms are
very severe. Open surgical biopsy is essential for
the definitive establishment of the diagnosis of RT
and for the exclusion of carcinoma. A wedge re-
section of the isthmus relieves tracheal compres-
sion. More extensive thyroid surgery is generally
discouraged because extrathyroid fibrosclerosis al-
ters the anatomy and obliterates surgical planes.
Our case had an history of thyroidectomy in an-
other center 3 years ago which ended up as a par-
tial surgery due to the dense fibrotic structure of

the thyroid. The histopathological examination was
consistent with Riedel’s thyroiditis. Although the
surgery has an increased risk for iatrogenic surgical
damage to the trachea, esophagus, carotids, recur-
rent laryngeal nerves or parathyroid glands we
planned a surgical excision, because compressive
symptoms were severe and there was no response
to corticosteroid therapy. After the surgery, the pa-
tient showed a favorable outcome. The surgery was
successful to get a sufficient airway and swallowing
so that his BMI was imroved. Except unilateral
vocal cord paralysis there was no further compli-
cation, and in spite of the paralysis he has an ac-
ceptable voice. In his five year follow-up no
progression of the reminant mass was observed,
however, some mass was still persisting at the tho-
racic inlet, which was asymptomatic at all. We
consider that surgical excision can be applied in
Riedel’s thyroiditis if the local symptoms are se-
vere, in order to improve the quality of life.
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