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Computed Tomographic Findings of a Primary
Intrathoracic Goiter

K.S. Lee, M.D., C.K. Im, M.D., M.C. Han, M.D.

Department of Diagnostic Radiology, Seoul National University

Intrathoracic goiters can be classified primary and secondary. The presence of vascular stalks with

cervical thyroid gland makes intrathoracic goiter secondary, while absence of it, primary. Primary intra-

thoracic goiters, being very rare in the recent 50 year reports, are regarded to make up only 0.2 to 1

per cent of all goiters removed surgically. Authors could not find CT appearance of primary intrathoracic

goiter from extensive review of literature.

We recently experienced a case of intrathoracic goiter in

asymptomatic kidney donor patient, and its chest X-ray, chest CT and ]3]I-thyroid scan appearances

are presented herein.
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Fig. 1. Chest P-A view shows a lobulated mass in left
infrahilar area obliterating left cardiac border.
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A B
Fig. 2. Preand post contrast enhancement CT scan.
A: Precontrast enhancement scan shows a sharply outlined homogeneous oval mass in left anterior medias-
tinum with high CT No. (86 H.U.). No evidence of central cavitation or gross calcification.
B: After contrast infusion the mass shows slight enhancement (100 H.U.)
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