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Fig. 1. Neck CT and ultrasonography of goiter and left neck mass in 45-year-old female.
A. Axial image of non-contrast enhanced CT shows low attenuated thyroid gland and left neck mass with high attenuated portions

(arrow) and small calcifications.
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B. Axial image of contrast enhanced CT shows heterogenous enhancements in thyroid gland and left neck mass with non-enhanc-

ing foci (arrow).

C. Ultrasonographic finding shows heterogenous isoechoic mass in left supraclavicular area.
D. Ultrasonographic finding shows a nodular calcification in left thyroid gland.

—324—



CHEIBAOISISIXI 20105 63 : 323-327

of Afolol uhek AakrAel thpS wol AT AR F
o Hl gt 349 Aol o7l 7ol ket 4]
A Se 7] AT Ak B2 ATE HAAFRAA
1 3

N

el
g2l A4, HH 72 (deafness) & Kol Fol7} §l& A5 5
Aol A A4d715 337315 (euthyroid goiter)©] 4371
k1), 24 Wt os Ryde I AEES £
34H4d (oxyphilic) B 77 A2 (clear cell) o|FA&
07)3L o] 2 HYPAH 7T FHaet #HEEo] Adrt.
3}¥l 24 (encapsulated nodule)S F¥ A4 1A %
nls] A3 o o Al o] 29 (nests) o2 AWE

5485 (goitrous hypothyroidism)@} Sutd 4
o

W

T’

2 12 |o o Xt
¥ N & oS o

th(3-5). ol¥ gk 272 of E ¢ (follicular carcinoma) ¥} B]5=
o 2702 7HdHol B3k, Cooper 5(6)2 2FolA o
el AE Raseh. ole} 2 THeS A =
o A=524Q1 A5 Fade] SHr)
odEa A AT EAA 9 A
ob#] BarE wh gla o dnk IFMET 2
44 glth. Medeiros-Neto 5(7)2 2Hd (prenatal
oAl 2717k A = o] 94 (bilobed) o] AT S9S
AR AT gRlskda, Aldl A& (cordocentesis) &
53 HAAE BE EEo AT Jdsd
Baris 5(8)& 44 &0} CTAllAM A7)7F AR ZYF 7ol

3
bl
)

B =
Peofo 2

@ do Huorl

rlo

Fig. 2. Microscopic histology of goiter and left neck mass in 45-year-old female.
A. A photomicrograph of goiter shows multiple hyperplastic nodules with fibrotic tissue (black arrow) and calcification (H & E, x

100).

B. A photomicrograph of goiter shows complex microfollicles with atypical nodules in the fibrosis tissue between hyperplastic nod-

ules (H&E, x400).

C. A photomicrograph of neck mass shows normal thyroid tissue and multiple hyperplastic nodules with fibrotic tissue (H & E, x

100).

D. A photomicrograph of neck mass shows similar microscopic findings with goiter (H & E, x 400).
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A dyshormonogenetic goiter is a congenital hyperplasia of the thyroid parenchyma caused by a defect in the
noraml hormongenetic pathway. Here, we report on a case involving the simultaneous occurrence of a thyroid
and an ectopic thyroid dyshormonogenetic goiter. We describe the ultrasound and CT findings along with a
brief literature review.
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