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Excision of substernal goiter via cervical approach:
a clinical analysis of 57 cases

JIANG Bo, PENG Yao, WANG Hao, ZHANG Zhejia, FENG Tiecheng, LI Jingdong, TAN Hui, WANG Zhiming,
LI Xinying

(Division of Thyroid Surgery, Department of General Surgery, Xiangya Hospital, Central South University, Changsha 410008, China)

Abstract Objective: To investigate the indications and the surgical techniques for excision of substernal goiter via cervical approach.
Methods: The clinical data and surgical results of 57 patients with substernal goiters undergoing surgical excision
through cervical approach from January 2013 to September 2016 were retrospectively analyzed.

Results: Of the 57 patients (including 2 cases of ectopic goiters), 22 cases had no obvious clinical symptoms
and the other 35 cases presented with compression symptoms such as dyspnea, dysphagia and hoarseness; the
lesions were classified according to Randolph’s criteria as type I in 34 cases, type IIA in 16 cases, type IIB in
S cases and type III in 2 cases, and based on CT classification as grade 1 in 30 cases, grade 2 in 18 cases and grade
3 in 9 cases, respectively. Cervical approach thyroidectomy was performed in all these patients, including repeat
thyroid surgery in 6 cases (10.5%). There were benign diseases in 49 patients and differentiated thyroid cancers

in 8 patients as evidenced by pathological findings. Postoperative complications included temporary vocal cord
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paralysis in one case (1.8%) and temporary hypocalcemia in 5 cases (8.8%).

Conclusion: The majority of substernal goiters can be safely excised through cervical approach after thorough

preoperative assessment. Excellent surgical skills, operation by experienced surgeons and readily accessible

thoracotomy set are the premises and critical to surgical success.
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Table 1 Data of the 57 patients with substernal goiter
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Figure 1 CT images of patients with substernal goiter A: Type I and grade 2 lesion; B-C: Type IIA and grade 1 lesion; D-E: Type IIB

and grade 3 lesion; F: Type III lesion
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Figure 2 Excision of substernal goiter in the left side of the posterior mediastinum via cervical approach

A: CT showing the lesion

locating in the left side with its inferior margin extending to the level of the aortic arch (grade 2); B: CT showing the lesion extending

into the posterior mediastinum; C: Postoperative view, and the arrow showing the posterior mediastinum; D: The resected goiter
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