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A Case of Invasive Riedel’s Thyroiditis with Follicular Neoplasm

Jong Hoon Park, M.D., Hyo Kang, M.D., Min Ho Park, M.D.,
Mun Hyeong Cho, M.D., Jung Han Yoon, M.D., Young Jong Jaegal, M.D.
Department of Surgery, Chonnam National University Medical School, Gwangju, Korea

Riedel’s thyroiditis is an uncommon disorder of unknown etiology that is characterized by an invasive process
that partially destroys the gland and extends into adjacent neck structures. Its clinical manifestation as a stony-
hard, poorly defined enlargement over the thyroid gland and local compression of the trachea, esophagus and
recurrent laryngeal nerve can mimic invasive thyroid carcinoma and mask the accompanied thyroid neoplasm. A
case of Riedel’s thyroiditis in a 59-year-old female patient, admitted with a previous diagnosis of adenomatous
goiter, is reported. So, we present this case with the review of literatures.
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Fig. 1. Preoperative imaging studies. A : Chest X-ray shows emphysematous change of the tung and left side displacement of the
frachea. B : Thyroid U/S and neck CT scan showing huge mass lesion in the right thyroid gland and 1.5cm sized mass in the leff
thyroid gland.

Fig. 2. Pathologic findings. The atrophic thyroid follicles are sur-
rounded by a dense inflarnmatory composed of lympho-
cytes, plasma cells, and eosinophils and accompanied by
dense fibrosis(A : H & E stcin x40, B : H & E stain X100,
C 1 H&E stain X200, D : IHC stain x200).
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