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Abstract

Case Report

Introduction

The thyroid gland is inherited resistant to infection because 
of its rich vascular supply, well‑developed capsule, and high 
iodine content. An infection in thyroid should be diagnosed 
with a high index of suspicion, and another primary source of 
infection should be searched especially in unusual microbes.

Case Report

A  40‑year‑old male presented to emergency room of our 
hospital with a history of fever, cough, severe neck pain, 
sore throat, and difficulty in deglutition of 1‑week duration. 
He was a known case of diabetes mellitus following acute 
severe pancreatitis and pancreatic surgery 3  years back; 
now on mixed insulin 18 units 8 hourly and plain insulin 
10 units afternoon. On examination, the patient was normal 
built, conscious, anxious, and febrile  (temperature 39°C). 
His vitals include heart rate 147 beats per minute, blood 
pressure 92/51 mmHg, SpO2 95% on room air, and arterial 
blood gas showed mild metabolic acidosis with lactate 
of 2.7. A  large tender midline swelling of approximately 
5  cm  ×  4  cm, warm on touch, in the thyroid region, with 
erythema over the overlying skin  [Figure  1]. The swelling 
moved with deglutition. The thyroid function tests showed 
hyperthyroidism with free T3 8.86 pg/ml (1.71–3.71), free T4 
more than 5 ng/dl (0.7–1.48), and very low thyroid‑stimulating 

hormone 0.004 µIU/ml  (0.35–4.94). His other significant 
laboratory investigations are seen in Table 1. He was shifted 
to ICU and managed as per surviving sepsis guidelines with 
fluids, antibiotics  (ceftriaxone and moxifloxacin) and other 
supportive management. The bedside ultrasound neck revealed 
diffuse hyperechoic swelling on the right side of the neck most 
likely originating from the right thyroid lobe with suspected 
air halos. After initial resuscitation patient was started on 
intravenous (IV) antibiotics (ceftriaxone and moxifloxacin), 
tablet propranolol 20 mg 8 hourly, hydrocortisone 50 mg IV 
8 hourly, and carbimazole 10 mg 8 hourly. Contrast‑enhanced 
computed tomography (CT) scan of the neck revealed a large 
ill‑defined area of peripherally enhancing collection with 
multiple compartments and multiple entrapped air pockets 
and areas of liquefaction suggestive of abscess arising from 
right lobe of thyroid with left lobe of thyroid appearing 
normal [Figure 2]. The diagnosis of thyroid abscess was made, 
and CT‑guided drainage of 25 ml of pus was done after 18 h 
of admission, and 8F catheter was left in situ [Figure 3]. The 
patient continued to have hoarseness of voice which on direct 
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laryngoscopy was found to be right vocal cord paralysis. The 
pus showed Klebsiella pneumoniae sensitive to ceftriaxone. 
The urine culture also showed K. pneumoniae with similar 
antimicrobial sensitivity profile. Ultrasound abdomen did 
not show any pyelonephritis but hypoechogenicity in urinary 
bladder suggestive of cystitis. His final diagnosis was acute 
suppurative thyroiditis, thyroid abscess, and thyrotoxicosis 
with diffuse goiter without thyroid crisis, urinary tract 
infection, right vocal cord palsy, and diabetes mellitus. The 
moxifloxacin was stopped and ceftriaxone was continued for 
8 days. The patient condition improved and was discharged 
after on 9th day. On 6‑month follow‑up, the patient continued to 
have mild hoarseness of voice with thyroid function recovered 
to normal.

Discussion

Acute suppurative (microbial) thyroiditis (thyroid abscess) is an 
uncommon cause of thyroiditis because of inherent properties 
of the thyroid gland; rich blood supply, well‑developed capsule, 
and high iodine content.[1] In pediatrics, thyroid abscess is 

seen with anatomical anomalies such as pyriform sinus fistula, 
brachial cleft fistula, or thyroglossal ducts. In adults besides 
above‑mentioned anatomical anomalies, common association 
is either hematogenous or lymphatic spread from distant site, 
rarely direct contamination during fine‑needle aspiration 
cytology procedure or trauma or immunosuppression due to 
any cause.[1,2] The initial presentation is acute thyroiditis, and 
rarely an abscess may develop in advanced cases or virulent 
organism.[1‑3] Thyroid abscess is more common in females with 
the left side of gland is usually involved.[4,5]

Staphylococci and Streptococci are the common causes of 
acute suppurative thyroiditis.[4] The other microbes described 
to be associated with thyroid abscess are Aspergillus, 
Brucella, Klebsiella, Eikenella, Escherichia coli, Salmonella, 
and Acinetobacter sp. and sometimes the infection is 
polymicrobial.[5] The diagnosis is usually delayed because 
the presenting features are subtle. They mimic the symptoms 
of acute pharyngitis, with anterior neck pain, pyrexia, and 
odynophagia.[4] Cutaneous erythema may also be present with 

Table 1: Investigations of the patient

Investigations (unit), (reference range) Day 1 Day 2 Day 5
Hb (g/dl) 12.2 11.8 11.5
TLC (×109/L), (DLC (%)) 20.89, (77, 10, 11, 2) 17.9, (67, 23, 7, 3) 12.4, (56, 37, 4, 3)
Platelets (×109/L) 344 241 240
CRP (mg/L), procalcitonin (ng/ml) 283, 9.45 247, 8.68 112, 1.45
Serum sodium, potassium, chloride (mmol/L) 142, 3.5, 105 138, 4.1, 107 137, 4.2, 101
Blood urea (mg/dl), serum creatinine (µmol/l) 53, 86.3 45, 67.8 42, 59.5
TSH (μIU/mL) 0.004
Free T3 (pg/mL), Free T4 (ng/dL) 8.86, >5 3.35, 1.45
HbA1c (%) 6.4
Antithyroglobulin Ab (U/ml), <34 8.87
Antithyroid peroxidase Ab (U/ml), <115 16.69
Anti‑TSH receptor Ab (IU/L) ≤1.75 0.54
Hb: Hemoglobin; HbA1c: Hemoglobin A1c; TLC: Total leukocyte count; DLC: Differential leukocyte count; CRP: C‑reactive protein; 
TSH: Thyroid‑stimulating hormone; Ab: Antibodies

Figure 1:  5 cm × 4 cm swelling in thyroid region with erythema over 
the overlying skin

Figure 2: Ill‑defined area of the collection with multiple compartments 
and multiple entrapped air pockets likely abscess arising from the right 
lobe of thyroid
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advanced infections as seen in this case. The thyroiditis may 
be associated with manifestations of hyperthyroidism and need 
standard management.

Our patient was male, with right lobe of thyroid involvement, 
did not have any other complaints of distant site infection, 
no previous history of thyroid disease, any direct trauma or 
procedure, and no anatomical anomaly was seen on CT scan. 
The only risk factor was diabetes but with good glycemic 
control. It is commonly presumed that diabetic patients are 
susceptible to infections. Thyroid abscesses are uncommon in 
modern medical practice. In the absence of no other symptoms, 
we initially considered de novo thyroid infection with 
preexisting diabetes in this patient. However, in suspicion of 
another source of primary infection, we send blood, and urine 
cultures and K. pneumoniae was positive in the urine culture 
with significant growth with same antimicrobial sensitivity 
profile as in pus from thyroid abscess.

The management of a thyroid abscess is source control, 
conventionally consisting of incision and drainage, combined 
with appropriate antibiotic therapy.[4] Currently, there is a 
trend toward the minimally invasive techniques of surgical 
drainage of thyroid abscess instead open incision and drainage 
which have been found effective.[6] The Gram‑negative 
K.  pneumoniae in thyroid abscess is very unusual and to 
our knowledge reported in English literature only five other 
times.[6‑10] In all these patients, the association with diabetes 
and other associated distant site of infection was common. In 
our patient, we found an association of urinary tract infection 

with thyroid abscess and CT‑guided drainage of abscess with 
IV antibiotics eradicated the infection.

Conclusion

The thyroid abscess in adults is uncommon and very rarely 
infection is de novo, there should be high suspicion for another 
primary source of infection unless there is a history of the 
abnormal anatomy of gland and direct trauma. The minimally 
invasive drainage with appropriate antibiotics and other 
supportive care is effective management.
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Figure 3: Computed tomography‑guided drainage with 8F catheter was 
left in situ
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