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ABSTRACT

A Case of Graves' Disease associated with Myasthenia Gravis treated by
Bilateral Subtotal Thyroidectomy and Total Thymectomy

Ki Sun Ryu, MD, Euy Young Soh, MD,, In Soo Joo, MD.*, Yoon Sok Chung, MD.**,
Han Young Ryu, MD.***, Yoon Mi Jin, MD.**** and Myung Wook Kim, M.D.

Department of General Surgery, Neurology®, Endocrionology and metabolism**,
Cardiovascular Surgery*** and Pathology****, Ajou University School of Medicine, Suwon, Korea

Graves® disease occur in association with myasthenia gravis is rare. We report a case of Graves’

disease and myasthenia gravis treated by bilateral subtotal thyroidectomy and total thymectomy

simultaneously. A 37 year old woman was admitted with anterior neck mass and ptosis. Various

examinations were compatible with combined Graves® disease and myasthenia gravis. The bilateral

subtotal thyroidectomy and total thymectomy were done simultaneously. The pathologic diagnosis

was Graves’ disease and thymic hyperplasia. The patients postoperative course was uneventful. The

thyroid function of patient became euthyroid and the clinical symptoms related with myastenia

gravis resolved during follow up period. (J Kor Soc Endocrinol 12:473-477, 1997)

Key Words: Graves’ disease, Myasthenia gravis, Bilateral subtotal thyroidectomy, Total thymec-

tomy

M =

asle| B alial FFIFEHFo] FAlol Wikshe 7
£ =80, 22 Hdehy el 714 2w A
ol 23k Ao deiA ik FHIFES k)
ok 5%ollA o] HAMo] HaE]q Tajlo]HAH &)
2] oF 0.2%ollX FHTHFo| FHIE= ZeE B

a=a Qell]. 31 a3 A Felellde Fu B
A7} Reviewd o8 =84 Basla gloa} I
oA of ololldt Bl A2 gl AAolct ol
o] Az} 52 FH T aslo|H AN FHIFHFo| F
Alel} vl $ixjoljA] G A ol AT B4
AAAEE Sl Algsiol XYY 1olE Hushe
vlo]ct.

— 473 —



— tighAEe] A

A 129 A3 E 1997 —

Fig. 1. CT findings of neck and chest. (a) The upper shows that both lobes of thyroid(arrow) was enlarged without
tumor. (b) The lower shows that homogenous low density lesion(arrow) was noted from surrounding aortic arch

with intact fat tissue.
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Fig. 2. Gross features of resected thyroid and thymus.The
upper thyroid was 3.5X4.5cm in size, 90gm in
weight. The lower thymus was 5X7cm in size,
48gm in weight.
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Fig. 3. Microscopic features of resected thyroid and thymus. (a) The upper thyroid shows distended follicles with pale
colloid and scalloping(arrow) (b) The lower thymus shows the follicular hyperplasia with formation of germinal

center.
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