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Severe tracheal obstruction from massive thyroid disease that 
necessitates urgent airway intervention and sub sequent thyroid 
resection is well described in the literature.4–6

Retrosternal goitre is an uncommon problem encountered 
rarely by anaesthetists working outside specialized head and neck 
surgical units. While there are numerous reports in the literature 
concerning the surgical management of retrosternal goitre7–11 and 
ensuing problems11–13 those considering anaesthetic management are 
frequently limited to isolated case reports and small case series.13–15

Although retrosternal goitre is well described there is still much 
confusion as to the precise definition. In a review of 34 papers 
comprising 2426 patients, Huins and colleagues 5 found four 
definitions of retrosternal goitre. These definitions included the 
presence of a gland which:

a.	Any part extends below the thoracic inlet with the patient in the 
surgical position,

b.	More than 50% lies within the thoracic cavity,

c.	Extends to the level of the fourth thoracic vertebra on chest 
X-ray, and

d.	Extends to the level of the aortic arch.

However, the majority of patients with large goiters do not present 
with impending respiratory collapse, and thyroid surgery can be 
performed electively. Thyroid goiters that cause tracheal compression 
or deviation theoretically pose potential challenges to intubation, 
but the most appropriate intubation approach in these cases remains 
controversial and based on medical specialty.

 Case report
Female patient of 58 years of age, with a previous tumor of the neck 

of 30 years of evolution which presented greater increase in volume 
in 20 days, which was progressing, reaching a point at which food 
intake was hindered by the access to the mouth, which increased until 
dyspnea accompanied by fever, hyporexia, asthenia and adynamia, 
the patient was able to eat food in the form of mash. She avoided the 
conversation due to dyspnea, her limited ability to communicate due 

to dysphonia and the appearance of her face especially that of her 
neck, forced her to seek medical attention (Figure 1).

Figure 1

Preoperative tests revealed no nutritional deficiencies. At the first 
physical examination, the patient is shown with a volume increase 
in the neck with a neck circumference of 66 centimeters, the largest 
limited oral opening, a chest x-ray is performed presenting retrosternal 
goitre with displacement and narrowness of the airway to the left. 
Therefore, computed tomography is taken, revealing narrowness of 
the larynx of 7.4x17.09 mm corroborated in the reconstruction of 
the airway (Figure 2–5), so it was scheduled by general surgery for a 
thyroidectomy plus tracheostomy. 
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Introduction
Goitre are common, with current data suggesting a prevalence 

in North America as high as 7% when assessed by palpation and 
50% by ultrasonography or at autopsy.1 Many nodular goiters are 
asymptomatic, but larger goiters can compress the trachea and/
or esophagus,2 resulting in subjective symptoms such as shortness 
of breath, dysphagia, anterior neck pressure, and/or voice changes. 
Some patients may not notice compressive symptoms if their goiter 
has gradually increased in size. In a patient without any compressive 
complaints, obstruction may only be recognized on preoperative 
workup and imaging.3
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Figure 2 Imaging depicting tracheal deviation.

Figure 3 Imaging depicting tracheal deviation and compression.

Figure 4 Imaging depicting tracheal deviation.

Figure 5 CT scan with reconstruction of the airway.

He was given general anesthesia, with intubation in an awake 
patient, with flexible fibroscopy; the patient was placed in a sitting 
position, in the oral cavity nebulization was applied with 2% simple 
lidocaine for 10 min (Figure 6–7). At the bottom of both nostrils, they 
were impregnated with ispes with 2% simple lidocaine. It was not 
possible to perform superior laryngeal nerve block due to the distortion 
of the anatomy. Finally, 10% simple lidocaine was administered by 
spray through the oral cavity by two shots.

Figure 6
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Figure 7

Intravenous fentanyl was administered, after a suitable latency 
period, the flexible fibroscope was introduced through the oral cavity. 
The patient maintained spontaneous ventilation and after locating 
glottis cleared by abundant tumor tissue (Figure 8), simple lidocaine 
2% 40 mg was installed at the glottis level and once the vocal cords 
were passed with the fibroscope before the visualization of tracheal 
rings and tracheal carina, the endotracheal tube of small diameter was 
introduced.

Figure 8

Then, induction is carried out using fentanyl, propofol and 
vecuronium. Maintenance with an inhaled anesthetic based on 
Sevoflurane, ventilatory maintenance with low flows, low tidal 
volume and high respiratory rate (Figure 9–10). At the end of the 
patient, he leaves with tracheostomy under ventilatory support 
to schedule withdrawal of ventilatory support (Figure 11), finish 
surgical procedure without complications. Capnography was normal 
throughout the procedure. With histopathological result anaplastic 
carcinoma of the thyroid (Figure 12), and subsequent reference to a 
center specialized in oncology. 

Figure 9

Figure 10
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Figure 11

Figure 12 Anaplastic thyroid carcinoma; High grade pleomorphic tumor cells, 
neoplastic giant cells, spindle cells or squamoid cells in a background of tumor 

diathesis and inflammation.

Conclusion
There are different ways of approaching the airway in goitre cases, 

as is the case we present. The fibrobronchoscope is the most accepted 
of them all, either orally or nasally, depending on the opening of the 
mouth, since a minimum of two centimeters of mouth opening is 
needed, however it also depends on the experience and skill of the 
operator, which requires a learning curve, it is not always possible to 
have a fibrobronchoscope, so an alternative is the Ascope videoscope. 
Which is much cheaper and requires less experience with its use.16

The patient presented goiter. The anesthesiologist’s main concern 
is the potential risk of the difficult airway. It is also important for the 
surgeon to understand the complementary or contributory role, to help 
maintain and secure the airway if necessary. It was also decided that 
in the absence of successful ventilation and intubation, an emerging 

tracheotomy could be the last resort with a significant technical 
difficulty due to anatomical alterations.

The Ascope Videoscope has an 80º field of view (120º top-down 
mobility) and an LED lighting method, which allows improved 
vision. The maximum width of the insertion cord is 5’4mm, so the 
minimum size of the endotracheal tube to be used will be six mm ID. 
The total length of the insertion cord is 630mm. It has a work channel 
of 0’8mm designed for instillation of local anesthetic through and a 
luer connector that attaches to this port. The basic principle involved 
in the process of airway control in a patient with difficult airway is the 
preservation of spontaneous breathing, with possibilities of vomiting 
and aspiration.

Goiter caused a potentially difficult VA in a patient under review, 
limiting mouth opening. Although the longitudinal alignment of the 
oral, laryngeal and tracheal axes was still possible, this distortion due 
to the increase in volume limited access to the glottis. The difficulty 
of the respiratory tract increased the risk of anesthesia with the 
possibility of hypoxia and increased morbidity and mortality. It is 
therefore a challenging aspect of anesthesia practice.17

The laryngeal mask is also a second safe option, as long as the 
displacement of the glottis allows it, and its role in the difficult 
airways is firmly established. Its use in this case was very limited due 
to anatomical alterations. A video laryngoscope could also be another 
alternative, as long as the video laryngoscopy sheet enters the oral 
cavity perfectly well.
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