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A 49-year-old man with chronic renal failure on hemodialysis for 
four years presented with a large, rapidly growing neck mass that 
was associated with dysphagia and hoarseness. Laboratory inves-
tigation was notable for elevated blood urea nitrogen (BUN) and 
creatinine, and normal thyroid function. 

Sonography of the neck mass showed an enlarged thyroid with 

multiple hypoechoic mass lesions in both lobes (Figures 1a and 
1b).

The patient underwent a subtotal thyroidectomy. The resected 
thyroid was markedly enlarged. According to the pathology analy-
sis, the right lobe showed a large cystic mass (5 × 5 cm); the left 
lobe had narrow cystic spaces with intervening tan and solid areas 
(Figure 2).
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Figure 1a and 1b) Sonography of the neck mass.

Figure 2. Macroscopic view of the thyroidectomy specimen.
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Microscopic sections from the thyroid showed eosinophilic 
amorphous deposits in the inter- and parafollicular areas, causing 
displacement and compression of the thyroid follicles (Figures 3a 
and 3b). Rare foci of mature adipose tissue were seen admixed 
with the above-mentioned material and thyroid follicles (Figure 
4). The deposits were intensely stained with Congo-red and apple-
green under polarized light.

All investigations, including endoscopy, colonoscopy, and other 
imaging studies failed to show any additional organ involvement. 
The patient had an uneventful postoperative period and left the 
hospital in good health, to be dialyzed according to his previous 
schedule.

Amyloid goiter may be associated with either primary or sec-
ondary amyloidosis.1��������	�	
�������������	����������������
patients with secondary amyloidosis due to chronic infection and 
�	�������������������	��
��������������������	�����������������-
matic diseases, Crohn’s disease, and familial Mediterranean fever.2

Although amyloid deposition can be found in many organs, the 
clinically apparent enlargement of the thyroid gland due to a wide-
spread amyloid deposit is rare.3 In patients with amyloid goiter, 
the enlargement of the gland is usually relatively rapid and occurs 
over weeks or months.1 It is occasionally associated with pressure 
symptoms such as hoarseness, dysphagia, and dysphonia.4 Most 
have normal thyroid function tests.5 Our case also presented with 
dysphagia and hoarseness secondary to a markedly enlarged thy-
����������	���������������!���������	�������������	�������	�����-
sected thyroid gland, thus a thyroidectomy is the method of choice 

for both diagnosis and treatment.6�"��	��������������������������
of thyroid follicles and an eosinophilic amorphous substance de-
posited in the intervening hyalinized stroma. Some reports also 
��������#�����������		
�����	��	����7 In our case focal fat deposi-
tion was noted.

In conclusion, the diagnosis of amyloid goiter should be con-
sidered in any patient with a chronic underlying disease and an 
����������	�
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temic amyloidosis, such as in our case, which had chronic renal 
failure on dialysis that initially manifested with a markedly en-
larged thyroid.
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Figure 3. Sections from the thyroid mass show marked deposition of hyalinized 
material in the inter- and perifollicular areas (a: H&E, 100×, b: H&E, 250×).

Figure 4.��
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