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INTRODUCTION

Thyroid abscess is a rare surgical pathology, accounting for
less than 0.7% of surgical pathologies involving the thyroid
gland.” This is due to its rich blood supply and lymphatic
drainage, high concentration ofiodine that inhibits bacterial
growth, protective fibrous capsule, and fascial planes
separating it from other neck structures.”* It may lead to
complications like septicaemia, paralysis of the vocal cords,
retropharyngeal abscess and suppurative media stinitis and
may occasionally lead to osteomyelitis or septic thrombophlebitis. Tt
may also lead to tracheal and oesophageal perforation.’ The
left lobe is commonly affected.® If left untreated, thyroid
abscess can be life threatening resulting in a mortality of 12%
ormore.’

In this article, 3 such cases which were encountered at a rural
tertiary care facility has been discussed.

CASE No. 1

A 23-year-old man presented with a 10 day history of a
progressively enlarging left neck swelling. The neck swelling
was associated with fever, pain and dysphagia. There was no
history of other significant medical conditions, thyroid disease
or neck trauma. On examination, he was febrile at 100.2 °F and
tachycardic with a pulse rate of 107 beats per minute. Other
hemodynamic parameters were otherwise normal.
Examination revealed a tender, warm, fluctuant swelling in
the left anterior neck. There were no signs of trauma to the
neck. Examination of the oral cavity was normal. Systemic
review was otherwise unremarkable.(Image 1)
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Blood investigation revealed leucocytosis at 14.6x 10°/L with
neutrophil predominance. Other blood investigations were
unremarkable. An urgent ultrasound scan of the neck
revealed a large irregular collection at the anterior aspect left
side of the neck measuring 3.8 cm (AP) X 2.6 cm (W) with the
contents showing heterogenous echogenicity. The left thyroid
lobe and isthmus could not be visualized. There was no
evidence of retrosternal extension. Cervical lympha
denopathy was also noted bilaterally.

A fine-needle aspiration of the swelling was performed on the
same day and pus was obtained. Pus cultures didn't reveal
any organism. The diagnosis of left thyroid abscess was made
and the patient was started on intravenous Ceftriaxone and
metronidazole according to institutional protocol.

As the patient's condition did not improve even after 48 hours
of intravenous antibiotic therapy and the swelling and fever
persisted along with eryrthema of the overlying skin, neck
exploration was subsequently performed on day 3 of hospital
admission. Intra-operatively, a left-sided thyroid abscess was
confirmed. The left strap muscles were eroded and the left
thyroid lobe was necrotic with loss of normal anatomical
teatures. The abscess was drained and wound debridement
performed. Pus samples sent for culture didn't reveal any
growth. A corrugated drain was inserted and daily irrigation
with saline and povidone-iodine was instituted. The patient
was maintained on intravenous Piperacillin-Tazobactam 4.5
gms thrice a day for 7 days and metronidazole 500 mg thrice a
day for 10 days . Histopathological analysis of tissue excised
during surgery revealed features consistent with an abscess.

Post-operatively, the patient recovered well with normalization
of the leucocyte count. A post-operative computed
tomography (CT) scan of the neck on day 5 of admission
showed abscess resolution. The wound was subsequently
allowed to close via secondary intention. He was discharged
well after 14 days of hospital stay. During his out-patient
follow-up, the patient remained in good health and his wound
had healed.

CASE No. 2

A 40-year-old female presented with a history of swelling over
the left side of anterior aspect of neck associated with pain
and low grade fever for last 2 weeks with sudden increase in
pain and side of the swelling over last 1 week. There was no
evidence of hand tremors or hoarseness of voice, which would
suggest thyroid dysfunction. The physical examination
revealed a tender swelling measuring 3.5 x 3 cm in size over
the left side of the neck, which moved on deglutition.

The ultrasound of neck revealed a heterogeneous mass just
below the subcutaneous tissue involving the left lobe of thyroid
measuring 2.3 x 2.5 cm in size and the diagnosis of abscess
was made. CT scan of the neck revealed multiple ring
enhancing cystic swellings, the largest measuring 3.0 x 2.0 x
1.5 cm in size with cystic areas involving the left lobe of the
thyroid. The adjacent neck vessels and the right lobe of the
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thyroid gland were normal.(Image 2)

Blood investigations revealed that thyroid function test was
within normal limits and erythrocyte sedimentation rate (ESR)
was raised at >100 mm (normal range <30 mm) and an
increased leucocyte count of 13.9 x 10°/L with neutrophilic
predominance. A fine needle aspiration of the mass showed a
focus of necrosis and a small pocket of abscess lined by
granulation tissue. There was no evidence of malignant cells
and thyroiditis. Culture of the pus from the abscess obtained
during the fine needle aspiration didn't reveal any organism.

The patient was then started on intravenous ceftriaxone 1 gm
12 hourly for 5 days and intravenous metronidazole 500 mg 8
hourly for 7 days. She responded to antibiotic treatment and
did not require any surgical drainage as her symptoms
settled. She was later switched to oral amoxicillin clavulanate
(500+125) mg 8 hourly for 7 days.

CASENo.3

A 38-year-old female presented with an enlarging painful
neck swelling of 3 weeks duration. There was a history of low
grade degree fever and odynophagia since the onset of the
swelling. Pain was described as constant and radiating to the
occipital region. On examination, the patient was febrile,
tachycardia, and restriction of neck movements but no
evidence of respiratory distress. Examination of the neck
revealed a diffuse swelling occupying in the region of thyroid
more prominent on the right than on the left with erythema on
the overlying skin. The swelling was warm, tender and
fluctuant and movement with deglutition was present.
However there was no movement with protrusion of the
tongue. No cervical lymphadenopathy was found.

Laboratory investigations revealed leukocytes count of 18.3 x
10°/L. with 84% of polymorphs, hemoglobin of 9.8 gm%,
erythrocyte sedimentation rate (ESR) of 48 mm/h, fasting
blood sugar of 436 mg/dl, HBAlc of 9.6% and blood culture
was sterile. Thyroid function test was normal. Ultra
sonography (USG) of the neck demonstrated a well-defined
cystic area with echoes seen in the right thyroid lobe
measuring 15.2 mm x 13.1 mm X 12.8 mm, suggestive of
thyroid abscess. Few clear cysts were also seen in the right
lobe. The leftlobe is normal in size and echotexture. There was
no evidence of lymphadenopathy. Needle aspiration of the
swelling obtained thick yellow pus, and microscopic
examination showed dense collection of neutrophil and
lymphocyte in hemorrhagic background with culture yielding
Staphylococcal aureus which was sensitive to imipenem,
ceftriaxone, ciprofloxacin , gentamycin, vancomycin. The
patient was provided with intravenous ceftriaxone lgm 12
hourly for 7 days and metronidazole 500 mg 8 hourly for 10
days according to institutional protocol since admission at the
hospital. Insulin was advised for controlling diabetes in this
acute setting. The patient responded well to the antibiotic
regime and was discharged after 10 days of hospital stay with
advice of oral ciprofloxacin 500 mg 12 hourly for 5 days along
with medications for diabetes control.

DISCUSSION

Primary thyroid abscess is a rare type of head and neck
infection.” The patient usually presents with fever and a
painful neck swelling, which would give rise to a number of
differential diagnoses like thyroiditis, fungal or tuberculous
infection of the thyroid gland and thyroid abscess. Other
causes to be considered would be an infected branchial cleft
cyst or sinus, infected thyroid tumour and lymphadenitis in the
region of the thyroid.’

It is most commonly caused by gram-positive aerobes,
Staphylococcus aureus being the most prevalent, but there
are also reports of gram-negative organisms and fungi.’
Amongst the 3 cases discussed above only in 1 case, the
causative organism was found to be Staphylococcus aureus
while the rest two didn't yield any organism in culture. This can
be attributed to the fact that there is rampant use of over the
counter antibiotics amongst patients in the region.

Yu et al” performed a review of 191 cases from 1980 to April
1997 and compared it with a review of 224 cases (1900-1980).
They found that as the numbers of immunocompromised
patients has been increasing, cases of suppurative thyroiditis
are increasing. In our study, 1 patient was immunocompromised
in the form of uncontrolled diabetes mellitus. However, the
other 2 patients were immunocompetent. Quintana et al" ,El
Beayni et al”?, Campos R et al® have encountered thyroid
abscesses inimmunocompetent patients as well.

Early diagnosis is important as the disease can rapidly
progress to fatal complicated state.. Ultrasound is the
preferred imaging technique for diagnosis of thyroid
diseases." It also offers the advantage of needle aspiration.
Unless inconclusive, one need not obtain a CT scan or
magnetic resonance imaging.” If an iodine scan is done,
abscess areas may appear as cold.”® Antimicrobials and
surgical drainage of the abscess is the treatment of choice.”” In
this study, 1 case needed surgical drainage along with
intravenous antibiotic therapy. However, the other 2 cases
responded well to parenteral antibiotic therapy only and
didn't need any surgical intervention.

CONCLUSIONS

While dealing with painful neck swellings both in
immunocompetent and immunocompromised patients,
thyroid abscess must be kept in the differential diagnosis
because although a rare entity, it can rapidly progress to
complications ultimately leading to death of the patient.

LIMITATIONS
Only 3 cases were encountered. More cases need to be
studied for better understanding of the disease and its
management.
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