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CASE REPORT
Abstract: Background: Acute suppurative thyroiditis is an in-

A 41-year-old woman was initially seen in thecreasingly rare entity, accounting for less than 0.1% of thyroid
surgery. This is the first report in the literature of acute thyroiditis emergency room with a 10-day history of throat
causing a unilateral reversible vocal cord paralysis. and neck pain, difficulty swallowing, and recent

Methods: A 41-year-old woman was initially seen with a unilat- onset of hoarseness and low-grade fever. She had
eral vocal cord paralysis resulting from acute suppurative thy- a 20-pack-year smoking history and only occa-roiditis.

sional alcohol use. She denied stridor, weightResults: The vocal cord paralysis resolved following surgical
drainage of the thyroid abscess and treatment with intravenous loss, or dyspnea on exertion. Physical exam was
antibiotics. significant for an erythematous, warm, tender,

Conclusions: We present this case to emphasize the need and enlarged thyroid gland, left greater than
for a complete and thorough head and neck exam including preop- right. There were no other peripheral stigmataerative documentation of vocal cord mobility.  1997 John Wiley &

of thyroid gland dysfunction. Reflexes were briskSons, Inc. Head Neck 19: 235–237, 1997.
and symmetrical. On flexible nasolaryngoscopicKeywords: acute suppurative thyroiditis; vocal cord paralysis
exam, the patient was found to have pooling of
secretions in the laryngeal ventricles, fullness of

Acute suppurative thyroiditis is an increasingly the left pyriform sinus, and left vocal cord pa-
rare entity. First described by Bauchet1,2 in 1857, ralysis.
thyroid abscesses accounted for only 0.1% of thy- Laboratory studies were significant for WBC
roid surgery in the preantibiotic era. Today, with 15,600/cu mm with 92% segmented cells, 0%
the widespread use of antibiotics, the incidence bands, and 4% lymphocytes. Calcium, phospho-
is even lower.1,3 This is the first published case of rous, protein, and albumin levels were normal.
acute suppurative thyroiditis causing a unilat- Thyroid function indices revealed a serum thy-
eral, resolvable, vocal cord paralysis. roxine (T4) level of 9.8 mg/dL (normal 4.7–12.4

mg/dL), a triiodothyronine (T3) resin uptake
value of 157% (normal 86% to 114%), a thyroxine
stimulating hormone (TSH) level of ,0.2 mU/mlCorrespondence to: C. M. Boyd
(normal 0.3–6.5 mU), and a total (T3) level of 310CCC 0148-6403/97/030235–03

 1997 John Wiley & Sons, Inc. ng/dL (normal 60–170 ng/dL).
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A computed tomographic (CT) scan of the coli, Pseudomonas aeruginosa, Bacteroides mela-
nogenicum, Hemophilus influenzae, Peptostrepto-neck demonstrated a large, multiloculated en-

hancing mass involving the left lobe of the thy- coccus, Eikenella corrodens, Corynebacterium, As-
pergillus fumigatas, Mycobacteriae chelonei, android gland and extending to the left aryepiglottic

fold (Figure 1). The patient was taken to surgery Streptococcus viridans. More rarely Salmonella,
syphilis, tuberculosis, actinomycosis, and bacte-for incision and drainage of her left thyroid ab-

scess. A drain was left in place, and she was roides species are involved.2,10–15,18,19

Many routes of infection have been postu-treated with seven days of IV antibiotics. Her
cultures grew Fusobacterium nucleatum, Prevo- lated: lymphatic and hematogenous, direct pen-

etration from adjacent structures (such as fis-tella buccae, and numerous Bacteroides species.
Vocal cord paralysis resolved during her hospital tulae arising from fourth pharyngeal pouch

remnants, a persistent thyroglossal duct), orstay, and thyroid function tests returned to
normal. trauma. The process usually arises in a pre-

viously normal gland, not infrequently oc-
DISCUSSION curring in a multinodular goiter.3,6 Histologic

assessment of the gland reveals a marked in-Thyroiditis is the infiltration of the thyroid gland
filtration of polymorphonuclear leukocytes andby inflammatory cells. This results from a very
lymphocytes in the acute phase, which may bediverse group of both infective and inflammatory
associated with frank necrosis and abscess for-diseases. Currently thyroiditis is classified in the
mation. The clinical presentation is typically afollowing categories: acute suppurative, subacute
short nonspecific prodrome followed by fever,granulomatous (de Quervain), subacute lympho-
intense pain, and erythema in the area of thecytic, chronic invasive fibrous (Riedel’s), and
thyroid, resulting in dysphasia and odynopha-chronic lymphocytic (Hashimoto’s).4,5 By far the
gia. Generally women between the ages of 20rarest is acute suppurative, which is usually due
and 40 years are more susceptible to thyroidto bacterial infections (68%), followed by fungal
suppuration, although it has been reported indisease (15%), mycobacterial infections (9.4%),
all age groups and in both sexes.6 Thyroid func-parasitic infestations (5%), and gummas (3%).2,6–9

tion is usually normal, as is radioactive iodineThe most common bacterial organisms are Group
uptake (RAIU). However, should an abscess de-A b-hemolytic Streptococci, Staphylococci, and
velop, an area of decreased uptake on thyroidPneumococci species. Additional organisms cul-
scan will be evident.6tured from thyroid abscess cavities include E.

The differential diagnosis includes: subacute
thyroiditis, Hashimoto’s thyroiditis, acute sup-
purative lymphadenitis, thyroid carcinoma or
cyst, infected thyroglossal duct cyst or bran-
chial cleft cyst, anterior neck abscess or celluli-
tis, Ludwig’s angina, dissecting retropharyngeal
abscess, and laryngeal carcinoma with cartilage
invasion.2,6–9,16–18 These entities can usually be
distinguished by history, clinical exam, and di-
agnostic imaging (CT or magnetic resonance
imaging).

Following proper diagnosis, early initiation of
intravenous antibiotics and prompt surgical
drainage are key to minimizing complications.
Complications can include: sepsis, tracheal or
esophageal rupture, internal jugular vein throm-
bosis, airway obstruction, laryngeal chondritis
and perichondritis, and recurrent nerve or sym-
pathetic trunk paralysis.8,15–19 Needle aspiration
can be done to confirm suppuration and provide

FIGURE 1. Axial CT image with contrast demonstrating a large, bacteriologic information prior to imaging. None-well-defined, multiloculated, enhancing mass involving the left
theless, a CT scan is key to confirming the diag-lobe of the thyroid gland. The mass measured 8.5 cm in craniocau-

dal dimension, and its cross-sectional diameter was 3 3 3 cm. nosis, mapping the extent of neck involvement,

236 Vocal Cord Mobility and Thyroid Abscess HEAD & NECK May 1997



assessing adjacent tissue planes, and evaluating REFERENCES
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