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Case summary
A 60 year old male patient was transferred to our 
hospital with a diagnosis of community acquired lobar 
pneumonia and scrub typhus. He was a diabetic and 
hypertensive and was also positive for the HbsAg 
antigen. He was being treated with mechanical 
ventilation for respiratory failure and antibiotics for 
pneumonia and scrub typhus. His general condition, 
sepsis and respiratory status gradually improved. He 
was taken off mechanical ventilation on the second day 
following admission to the intensive care unit; 
however he developed an inspiratory stridor and 
respiratory distress for which he was put back on 
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Fig 1 - Sagittal view of thyroid mass compressing 
the trachea

Fig 2 - Coronal view of thyroid mass compressing 
the trachea

mechanical ventilation. CT scan of the thorax showed 
an anterior mediastinal mass contiguous with the lower 
lobe of the thyroid, compressing the trachea and 
extending behind the arch of the aorta (fig 1 & 2). The 
lung windows were consistent with diffuse 
pneumonitic changes with bilateral small pleural 
effusions. He underwent surgical resection  and a 
subtotal thryroidectomy through a collar incision and a 
upper hemi- sternotomy. The mass was confirmed to 
be a colloid Goiter (Fig 3).He was weaned off the 
ventilator in 12 hours and was discharged home on the 
eigth postoperative day. 
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Fig 4 - An algorithm for the investigation and management of non-responding pneumonia. 
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Fig 3 - Photomicrograph of haematoxylin and eosin 
stained sections showing Thyroid follicles of varying 
sizes filled with colloid (4X10X).

Rare causes of mass lesions compressing the 
airways should prompt the clinician to consider 
more exhaustive imaging techniques.

Thymic neoplasms
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A surgical and pathological perspective

Differential diagnosis of a mass in the anterosuperior 
mediastinum.
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A goiter that extends beyond the thoracic inlet is 
termed a retrosternal goiter1. Retrosternal goiters are 
rare, they are extremely difficult to diagnose if they are 
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The absence of toxemia  and minimal pleural effusion, 
ruled out abscess, empyema. Echocardiography ruled 
out endocarditis. Sputum AFB and other cultures ruled 
out tuberculosis and fungal infections.

Malignancy, pulmonary embolism, systemic 
inflammatory disorders were systematically ruled with 
a combination of history, lower limb Doppler and 
appropriate immunological blood investigat-
ions(Fig4).

The CT scan confirmed the presence of a mass lesion 
compressing the trachea that explained the difficulty in 
weaning the patient off ventilator support (Fig 1 & 2).

In a patient with unresolving or slowly resolving 
pneumonia, unusual causes and unusual organ-
isms are suspected only after treatment failure.

A systematic approach to ruling out all causes will 
prevent life threatening situations

Complications of pneumonia like empyema or 
abscess

Infective endocarditis

Host factors such as old age, alcoholism, 
immunosuppression and multilobar pneumonia

Unusual organisms like tuberculosis,fungi,multi 
drug resistant pathogens

Malignancy or mass lesion with airway 
obstruction

Systemic inflammatory disorders such as SLE, 
Wagener’s granulomatosis etc

Drug induced lung disease

Pulmonary embolism with infarct

Discussion 
Intensive care perspective

Differential diagnosis of non resolving pneumonia
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confined to the mediastinum. The incidence varies 
from 0.02-0.5% in a chest X ray screening series2.

The differential diagnosis should include thymic 
tumours and lymphomas, these are significantly more 
common in the antero-superior mediastinum. Present-
ing symptoms are diverse and include, shortness of 
breath, dysphagia, hoarseness of voice and stridor3, 
however contrary to popular belief tracheomalacia is 
uncommon.

The common surgical approaches include a cervical 
collar incision, upper sternotomy, full sternotomy and 
rarely lateral thoracotomy4.

Conclusion
Retrosternal goiters can present with obstructive 
symptoms and pneumonia. A systematic approach is 
required to make an early diagnosis to prevent further 
paitent morbidity, surgical approach should be tailored 
to the size and location of the goiter.
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Learning Points
Retrosternal goiters can be approached through a 
variety of incision, the ideal incision should give 
good access for a complete resection.

Tracheomalacia is extremely rare4 

Malignancy in a retrosternal goiter is rare ( 2-3%)

A mass attached to the thyroid is most likely a 
retrosternal goiter5

Ectopic thyroid present in the  anterior mediasti-
num may result in a retrosternal goiter and blood 
supply is derived from mediastinal vessels6
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