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ABSTRACT

Ectopic thyroid tissue is a rare developmental abnormality. An
ectopic thyroid tissue can be subject to various pathological
processes as normal thyroid tissue including tumorigenesis. This
reported case is an extremely rare case of papillary thyroid
carcinoma arising from infrahyoid ectopic thyroid tissue with
hemiagenesis (left lobe) of thyroid gland and presence of
follicular adenoma with Hurthle cell changes in the normal
positioned enlarged right thyroid lobe.
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INTRODUCTION

Thyroid ectopia is the most frequent form of thyroid
dysgenesis, accounting 48-61% of the cases. Ectopic
thyroid tissue can be found anywhere along its
embryologic path - from foramen caecum to normal
cervical position between second and fourth tracheal
cartilage along anterior neck known as thyroglossal
duct (1, 2). The incidence of ectopic thyroid has been
reported about 1 per 100000-300000 people (1).
Ectopic thyroid tissue is most frequently reported in the
lingual, thyroglossal and laryngotracheal sites (2). As
in normal thyroid tissue various pathological
conditions such as inflammation, hyperplasia and
tumor formation may be found in ectopic thyroid tissue
(3). The probability of carcinoma in ectopic thyroid
tissue is less than 1% (3, 4). Most common tumors of
ectopic thyroid tissue have been reported as papillary
carcinoma (1, 5). However, follicular, mixed follicular,

papillary Hirthle cell and medullary

59

carcinoma have also been reported (5-7). We report a
rare case of papillary carcinoma of thyroid in ectopic
thyroid tissue at infrahyoid position of anterior neck
slightly left to midline with absence of left lobe of
thyroid gland (hemiagenesis) and follicular adenoma
with Hurthle cell in normal positioned mildly
enlarged right thyroid lobe.

CASE REPORT

A 26 years old female patient came to Institute of
Nuclear Medicine and Allied Sciences, Bogra
presented with a gradually increasing anterior neck
swelling above the level of thyroid gland and slightly
to the left side for 7 months. Her medical history was
unremarkable. Clinically, she was non-anaemic, with
normal body temperature, pulse rate of about 78
beats/min and normotensive. No clinical feature of
thyroid dysfunction was noted. Physical examination
revealed a firm, non-tender mass in upper anterior
neck above the level of thyroid gland and slightly
left to the midline. Right lobe of thyroid gland was
also palpable. No palpable lymphnode was found.
Her free T3, free T4 and TSH level were found
within normal ranges- 5.8 pmol/L (normal range:
2.8-9.5 pmol/L), 15.7 pmol/L (normal range: 9.5-
25.5 pmol/L) and 4.5 mIU/L (normal range: 0.3-5.0
mlU/L) respectively.

On high resolution ultrasonographic scan, left lobe
of thyroid gland was non-visualized. Right lobe was
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mildly enlarged with two closely adherent solid
nodules measuring 2.4x2.2 cm and 2.1x1.8 cm in its

lower part (Figure 1).
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Figure 1: Solid nodules in lower part of right
thyroid lobe

There was also an irregular outlined extra-thyroid
solid mass of 26 x18 mm, containing a 12x9 mm
irregular hypoechoic
microcalcification, seen above the left thyroid bed
and separated from the thyroid gland (Figure 2).
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Figure 2: Ectopic thyroid tissue with solid

hypoechoic nodule and microcalcification.

This mass was most-likely ectopic thyroid tissue.
Radio-isotope (99mTc) thyroid scan shows enlarged
right lobe of thyroid gland with two decreased areas
of radiotracer accumulation at lower part of right
lobe area indicating cold nodules in that part. No
radiotracer accumulation was noted at the left lobe
area. However, a small irregular shaped low tracer
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accumulation was noted above the level of thyroid
bed at sonographically corresponding extra-thyroid
solid mass indicating ectopic thyroid tissue with cold
nodule within it (Figure 3).

Figure 3: Thyroid scan showing cold nodules in
enlarged right lobe (left arrow) and ectopic
thyroid tissue (down arrow).

Then the patient was recommended for Fine Needle
Aspiration Cytology (FNAC) of nodule of right lobe
and extra-thyroid solid mass. FNAC report of extra-
thyroid mass was papillary carcinoma of thyroid gland.
FNAC of right lobe shows colloid goiter. A CT scan
showed a solid mass located in upper anterior neck
below the level of hyoid bone and slightly left side
with non-visualized left thyroid lobe and enlarged right
lobe containing few solid nodules.

A surgery was performed under general anesthesia
with excision of extrathyroid mass and total
thyroidectomy. Histopathology of the extra-thyroid
mass revealed papillary carcinoma of thyroid with
degenerative changes and calcification. The tumor
was limited with intact capsule. Tissue from right
lobe showed follicular adenoma with Hirthle cell
changes. The post-operative period was uneventful
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and the patient was referred for radioiodine ablation.
Radioiodine (131I) therapy was given at a dose of 100
mCi on 43rd post-operative day. Then levothyroxine
replacement therapy (at suppressive dose of 2.6
mcg/kg/day) was started. Three months after therapy
the patient was followed-up. She was clinically
asymptomatic. Her serum free T4 level was 23.6
pmol/L, serum TSH level was 0.23 mIU/L and high
resolution ultrasonography of neck shows no residual
thyroid tissue in thyroid bed and at the level of the
ectopic thyroid malignant tumor. Since post-therapy
whole body iodine scan showed no evidence of
metastasis, regular follow-up was advised.

DISCUSSION

Thyroid gland is the first endocrine gland that develops
on approximately 24th day of gestation from
pharyngeal endodermal diverticulum and descends
from its origin at the foramen cecum along a pathway
called thyroglossal duct and reaches to its normal
anatomical position at anterior neck by 7th week of
gestation (1, 8). An ectopic thyroid tissue may be
defined as the presence of thyroid parenchyma at any
location other than normal position, between the
second and fourth tracheal cartilage. Failure of
migration of medial anlage of thyroid or
ultimobranchial bodies and incomplete obliteration of
its vertical tract may result ‘incomplete descent’ and
development of ectopic thyroid (9). Lingual thyroid is
reported as the most common (about 90%) types of
ectopic thyroid. Other sites of ectopic thyroid tissue are
suprahyoid, infrahyoid, lateral aberrant thyroid,
substernal, struma ovary, larynx, trachea, oesophagus,
pericardium, diaphragm and branchial cyst. Besides
these in rare cases, ectopic thyroid tissue could be
found parathyroid,  cervical  lymphnodes,
submandibular gland, duodenal mesentery, ascending
aorta, heart, thymus, duodenum, gallbladder, stomach
bed, pancreas, porta hepatis, fallopian tube, uterus and
vagina (1). Prevalence of ectopic thyroid is about 1 per
100000-300000 people. Ectopic thyroid is more

in
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common in female with a Female-Male ratio of
1.25:1 (1, 8). In this case the female patient had
normally positioned right thyroid lobe, but absent of
the left thyroid lobe (hemiagenesis of thyroid gland).
However, an area of ectopic thyroid tissue was
found along the pathway of descend just below the
level of hyoid bone and slightly left to the median
plane. Ultrasonography and CT scan confirmed the
extrathyroid mass, mildly enlarged right thyroid lobe
containing nodules and absence of left lobe in left
thyroid bed. Radioisotope scan showed presence of
radiotracer in the extra-thyroid mass and confirmed
ectopic thyroid tissue. Areas of decreased tracer
accumulation in the right lobe and the ectopic
thyroid tissue indicated cold nodules.

Ectopic thyroid tissue may be affected by similar
pathological conditions as normal eutopic thyroid
tissue as inflammation, hyperplasia and tumor
formation (3). Primary malignant tumors arising from
ectopic thyroid tissue are rare (less than 1%). Only a
few cases have been reported thyroid carcinoma to
arise from lingual thyroid, thyroglossal duct cyst,
lateral aberrant thyroid, median aberrant thyroid,
mediastinal and struma ovarii (1, 10). Most tumors
from ectopic thyroid tissue are papillary carcinoma.
However, mixed follicular and papillary, Hurthle cell
and medullary carcinoma have also been described

(1). Primary papillary carcinoma has been reported
most commonly to occur in ectopic thyroid tissue
remnant in thyroglossal cyst, lingual thyroid and
medially displaced thyroid tissue (11, 12). In our
case, the FNAC report of the extrathyroid mass
surprisingly revealed as papillary carcinoma of
thyroid gland. The histopathological examination of
the excised mass confirmed follicular variant of
papillary carcinoma of thyroid gland and the tumors
of the right lobe were reported as follicular adenoma
with Hirthle cell changes.

Presence of papillary carcinoma in an extra-thyroid
mass raises the possibility of an occult primary in
thyroid gland. Few researchers mentioned carcinoma
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anywhere in the neck as metastatic and the primary
lesion ought to be present in the thyroid gland (13). The
differentiation between carcinoma arising from ectopic
tissue and a metastatic carcinoma is difficult. Few
factors may help indirectly in diagnosis, as separate
blood supply of the ectopic tissue, no other history of
malighancy, normal or absent orthotopic thyroid
without history of surgery etc (5). Hebbar et al.
suggested if any thyroglossal specimen demonstrates
only papillary carcinoma, the entire specimen should
be carefully searched in histopathological examination
for the presence of non-neoplastic thyroglossal duct
remnants and/or ectopic normal thyroid follicles.
Presence of such tissues indicates the lesion less likely
to be metastasis and more appropriate to be primary
carcinoma arising from ectopic thyroid tissue.
Therefore, it can help in taking decision for appropriate
surgical approach, as total thyroidectomy might not be
necessary in association with excision of ectopic
thyroid mass if normal thyroid tissue or thyroid duct
remnants are found (11). Ectopic thyroid papillary
carcinomas are well differentiated and proper surgical
treatment followed by radioiodine ablation can offer

excellent prognosis (14).

In our cases, on histopathological examination, one
of the section shows presence of normal thyroid
follicles, which (normal thyroid tissue) was also
evidenced in radioisotope thyroid scan accumulating
irregular tracer. The malignant lesion was limited
with an intact capsule. At the same time, no primary
lesion was found in the normally placed right thyroid
lobe. The surgeons performed a total thyroidectomy
with excision of the extra-thyroid mass and sent her
again to our institute for radioiodine ablation. We
commended her ablation therapy with 100 mCi of
1311 on 43rd post-operative days and started
levothyroxin replacement to maintain her thyroid
status and to suppress the TSH level in order to
prevent recurrence.
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CONCLUSION

Ectopic thyroid carcinoma is a very rare condition. It
is also difficult to differentiate carcinoma arising
from ectopic thyroid tissue and a metastatic one. But,
even in presence of a normal thyroid gland, an
ectopic thyroid carcinoma should also be kept in
mind as a differential diagnosis of a pathological
mass in front of the neck. Metastasis from ectopic
thyroid carcinoma should also be considered.
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