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ABSTRACT

Distant metastasis is more common in follicular thyroid carcinomas 
(FTC) than papillary thyroid carcinomas (PTC), as vascular invasion 
is often characteristic of FTC. Lung, bone, brain, liver, bladder, and 
skin are potential sites of distant metastases. On the other hand, lymph 
node involvement is much less common (8–10%) in cases of FTC 
compared to PTC. The therapy of patients may be significantly 
impacted by learning more about the epidemiological features of 
thyroid metastases at uncommon sites.

In our experience, metastases in uncommon sites do not always 
indicate a poor prognosis for differentiated thyroid carcinoma (DTC), 
which might be due to the disease patterns. Every year, around 5% 
new FTC patients are registered, treated with radioiodine, and 
followed up in the thyroid division of National Institute of Nuclear 
Medicine and Allied Sciences (NINMAS). Four FTC patients (F=3, 
M=1) with skull bone and brain metastases are discussed in this case 
series. All of them were post thyroidectomized and were referred to 
NINMAS for radioiodine ablation therapy (RAIT). Two of them had 
skull and brain metastases, third patient had extensive skull, facial 
bone and pubic bone invasion, whereas, fourth patient had multiple 
skull metastases.

Keywords: Follicular thyroid carcinoma, Skull metastasis, Brain 
metastases, Radioiodine ablation therapy. 
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INTRODUCTION 

Follicular thyroid carcinoma (FTC) is the second most 

common thyroid cancer after papillary carcinoma (PTC), 

making up 10–15 percent of all thyroid carcinomas (TC). 

FTCs are malignant epithelial tumors that show evidence 

of follicular cell differentiation but lack the diagnostic 

nuclear features of PTCs (1, 2). Both are 

well-differentiated thyroid carcinomas (WDTC), FTC 

typically being more aggressive with a female-to-male 

incidence ratio of 4:1 and more likely to show distant 

metastasis compared to PTC (3). The incidence of distant 

metastasis in FTC has been reported to be 6-20%, with 

the bones and lungs being the most common locations 

(4).  

Long bones, such as the femur and flat bones, particularly 

the pelvis and sternum, are more frequently involved in 

bone metastases from FTC, whereas the ribs, vertebrae 

and sternum are the bones most frequently involved in 

PTC (3, 4). Skull metastases from both FTC and PTC are 

extremely rare, accounting for only 2.5% of all bone 

metastases, the majority of skull metastases are from 

FTC, followed by PTC (5, 6).

In this article, we report on four unusual cases of skull 

metastatic lesions from aggressive FTC with poor 

outcomes and reviewed the pertinent literature.

CASE SERIES

This study is a retrospective review of four cases with 

unusually aggressive thyroid cancer variants. They all 

arrived at our institute for the first time between 2021 and 

2022. During the analysis of each patient's chart, 

particular attention was paid to the following factors: 1) 

clinical presenting symptoms, 2) physical examination 

findings, 3) thyroid ultrasound, CT, and MRI scan 

findings, 4) preliminary cytopathology results obtained 

via FNAC or excisional biopsy, 5) thyroid specimen 

pathology post-operatively, 6) all treatments provided, 

and 7) final results in terms of local control and 
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BACKGROUND 

Thyroid ectopia accounts for nearly 60% of thyroid 
dysgenesis. Ectopic thyroid results from aberrant 
embryogenesis during its passage from the floor of the 
primitive foregut to the final pre tracheal location (1). Its 
prevalence is about 1 per 10000–30000, rising to 1 per 
4000-8000 with thyroid disease (2). Ectopic thyroid is 
common in females, especially in Asia. In 70–90% of 
cases, it is the only thyroid tissue present and can be found 
anywhere along its pathway of descent, and the most 
common location is sublingual region (1, 3).

The clinical presentation of thyroid ectopia is variable, 
might go unrecognized for decades, and can be detected 
incidentally (1). Ectopic thyroid usually becomes 
symptomatic during pregnancy and puberty because of 

increased demand for thyroid hormone and susceptibility to 
hypertrophy of thyroid tissue (4).

We report an interesting case of a teenager with a 
sublingual ectopic thyroid that created diagnostic dilemma 
due to atypical clinical presentation.

CASE REPORT

An 18-year-old male was referred for the evaluation of a 
slowly enlarging submental swelling at the Institute of 
Nuclear Medicine & Allied Sciences (INMAS), Mitford. 
The swelling has been noticed for about one and a half year, 
and the patient reported an episode of acute illness one year 
back for which he was hospitalized. Currently, it was 
painless with no history of dysphagia or dyspnea. Aside 
from a history of mild intellectual disability, there was no 
other significant complaint. On initial inspection, a 
non-tender, smooth, oval swelling was noticed in the 
submental region that was not moving with deglutition. 
Overlying skin appeared normal.

HRUS of neck revealed a well-defined, complex and 
heterogeneous lesion (measuring about 4.6 X 3.8 cm) 
having internal cystic areas located in the midline and in 
close proximity to the base of the tongue and showing 
peripheral vascularity in Doppler mode. Myelohyoid 
muscle and overlying skin were separately visualized about 
5 mm superficial to the lesion. Thyroid gland was not 
present in thyroid bed or other possible ectopic sites in the 
neck. Neck lymph nodes were unremarkable. Laboratory 
investigations reported unusually high serum TSH level 
(230 µIU/mL) with very low FT3 and FT4 levels.

During his previous hospitalization one year back, HRUS 
of the swelling was done which revealed a heterogeneous, 
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hypoechoic lesion with thick, irregular walls and central 
necrosis, and reported as an abscess. Cytological 
examination of this swelling also reported abscess and then 
surgical drainage was done. Finally, the patient was 
diagnosed as a case of glandular tuberculosis, on the basis 
of histopathology report which demonstrated presence of 
palisading epithelioid cells and sheets of foamy histiocytes, 
enclosing a neutrophillic exudate rich in fibrin with nuclear 
debris and suspected a tuberculous abscess. Anti-TB 
regimen was started immediately but he was non-compliant 
and discontinued medications after seven months.

Figure 1: Transverse Gray scale HRUS images of neck 
a) showing no identifiable thyroid tissue in thyroid bed 
and b) heterogeneous nodular area corresponding to 
the palpable mass measuring about 4.6 X 3.8 cm.

The patient’s past history of acute illness and imaging 
reports created a diagnostic dilemma as to whether the 
swelling was a tubercular abscess or an ectopic thyroid.

Figure 2: 99mTc scintigraphy image showing radiotracer 
uptake in sublingual location with no uptake in thyroid bed.

An ectopic thyroid was the leading consideration, as no 
thyroid tissue was present in the thyroid bed and the serum 
TSH level was very high. Then thyroid scintigraphy was 
performed in our institute with 99mTc pertechnetate that 
revealed focal tracer uptake in the sublingual region 
without any uptake in the normal thyroid location. The 
findings were consistent with the presence of ectopic 
thyroid tissue.

DISCUSSION

Thyroid tissue present in a location other than normal is 
known as "ectopic thyroid" or "thyroid ectopia." Thyroid 
ectopia may occur in any location along the path of the 
initial descent of the gland (5). When thyroid tissue is 
absent in its normal location, it is considered true ectopic; 
when the orthotopic thyroid gland is present in its normal 
location, it is considered accessory thyroid (6, 7). The 
absence of thyroid tissue in the thyroid bed makes the 
diagnosis easy. Although thyroid ectopia is a rare condition, 
this differential diagnosis should be kept in mind during the 
evaluation of any neck masses (4). In this reported case, the 
thyroid bed was not evaluated sonographically in the first 
scan, which misled the clinical diagnosis.

Multiple diagnostic modalities have been introduced for 
locating ectopic thyroid, including ultrasound, Computed 
Tomography (CT), Magnetic Resonance Imaging (MRI), 
and nuclear scintigraphy (7). Though ultrasound is a 
non-invasive bedside modality for evaluating a neck mass, 
99mTc pertechnetate scintigraphy remains an important tool 
for the detection of ectopic thyroid tissues for its ability to 
scan the entire neck area in a single view. It is also cost 
effective and highly sensitive causing minimum radiation 
exposure, therefore considered as the gold standard for 
confirming ectopic thyroid (8, 9). 

Thyroid involvement with tuberculosis is considered 
extremely rare due to inherent resistive mechanisms of the 
gland. Previously reported cases show a slight female 
predominance with the mean age of onset to be around the 
third to fourth decades of life (10, 11). The infection can be 
primary or secondary but the clinical presentation usually 
has no distinct characteristics. The disease course may 
mimic subacute thyroiditis, thyroid abscess, fever of 
unknown origin, or even thyroid malignancy (12). Current 
treatment regimen includes antituberculous drugs, 
followed by surgical intervention in case of large abscess 

(10). Our reported case has several unusual aspect 
including the age and gender pattern, thyroid dysfunction 
as well as ectopic location of the gland itself.

CONCLUSION

This case report shows the importance of documentation 
about the presence and location of thyroid gland in a case of 
neck swelling and emphasizes once again the pivotal role 
of thyroid scintigraphy for ectopic thyroid detection. It also 
reinforces the fact that tuberculosis should always be kept 
in mind as a differential diagnosis in an endemic country 
like Bangladesh.

REFERENCES

1. Kocova M, Zdraveska N, Zdravkovska M, Anastasovska V, Pop 
Gjorceva D. Submental thyroid ectopy might cause subclinical 
hypothyroidism in early childhood. SAGE open medical case reports. 
2016 Dec 7;4:2050313X16683623.

2. Damiano A, Glickman AB, Rubin JS, Cohen AF. Ectopic thyroid 
tissue presenting as a midline neck mass. International journal of 
pediatric otorhinolaryngology. 1996 Jan 1;34(1-2):141-8.

3. Chu YK. Ectopic thyroid on scintigraphy. Hong Kong J Radiol. 2018 
Jun 1;21:143-9.

4. Özbek T, Çetin NK, Kanlioglu NK, Sen S, Erdogdu IH, Meteoglu I. Ectopic 

Thyroid Tissue in the Lung. Journal of case reports. 2016 Jul 21;6(3):321-4.

5. Banezhad F, Askari E, Abbasian H, Sadri K, Soltani S, Aghaei A. 
Ectopic submental thyroid tissue, with no evidence of orthotopic 
thyroid: a case report. European Journal of Medical Case Reports. 
2019;3(3):104-7.

6. Makwana M, Walsh S, Gangoli S. An unexpected finding from a 
submental mass. BJR| case reports. 2019 Jun;5(2):20180094.

7. Perdoni C, Eustaquio ME. Ectopic thyroid presenting as a submental 
mass: A case report. Otolaryngology Case Reports. 2017 Sep 
1;4:9-11.

8. Islam MN, Naznin A, Salekin MS, Sharmin S, Hossain J, Khadija B, 
Rahman HA. Dual Ectopic Thyroid: A Case Report in a 12 years old 
girl. Bangladesh Journal of Nuclear Medicine. 2020;23(1-2):67-9.

9. Jain S, Jain S, Singh D. Thyroid Scintigraphy and SPECT/CT in a 
Rare Case of Dual Ectopic Thyroid. Journal of Nuclear Medicine 
Technology. 2022 Dec 1;50(4):375-6.

10. Baidya A, Singha A, Bhattacharjee R, Dalal BS. Tuberculosis of the 
thyroid gland: two case reports. Oxford Medical Case Reports. 2015 
Apr 1;2015(4):262-4.

11. Oueslati I, Sakka I, Ismail O, Akrout I, Marghli A, Chihaoui M. 
Tuberculosis of the thyroid gland presented as a rapid enlargement of 
a preexisting goiter. Case Reports in Endocrinology. 2018 Nov 
12;2018.

12. Kataria SP, Tanwar P, Singh S, Kumar S. Primary tuberculosis of the 
thyroid gland: a case report. Asian Pacific Journal of Tropical 
Biomedicine. 2012 Oct 1;2(10):839-40.

disease-free survival. The nuclear medicine department 

received referrals for all 4 patients from other medical 

professionals in related fields. Two patients had an 

abnormal mass over the skull that later turned out to be an 

unusually aggressive form of FTC. Other two patients 

had no visible skull lesions.

CASE 1

A 45-year-old woman with no notable medical history 

presented with a longstanding swelling in the front of 

the neck and recent complaints of a severe headache. In 

April 2021, a non-enhanced CT scan of the brain 

suspected an atypical malignant meningioma with a 

large soft tissue component and a small intra-diploe 

component involving the left parietal bone with 

infiltration of the underlying leptomeninges (Figure 1). 

The differential diagnosis for this brain mass was 

osteosarcoma with soft tissue extension and 

histopathological correlation was recommended. The 

patient then underwent an MRI of the brain and the 

report revealed a strongly enhancing extra-axial mass 

along the left parietal bone with surrounding soft tissue 

(suspected intraosseous meningioma). The differential 

diagnosis was hemangiopericytoma (Figure 2). Upon 

resection of the skull tumour in June 2021, 

post-operative histopathology reported metastatic 

follicular carcinoma of thyroid origin. High resolution 

ultrasound (HRUS) of the neck revealed a fairly big 

heterogeneous mass in the left lobe measuring about 65 

X 36 mm and a tiny solitary nodule in the right lobe 

measuring about 3.0 X 2.2 mm (Figure 3). Total 

thyroidectomy was done in January 2022 and 

minimally invasive FTC was reported in 

histopathology. Upon registration at NINMAS, the 

patient underwent the pre-therapeutic investigations 

according to the Society of Nuclear Medicine, 

Bangladesh (SNMB) guideline (ref) including HRUS 

of the neck, 99m Technetium thyroid scan, radioactive 

iodine (
131

I) uptake and blood profile. Ultrasound 

showed few prominent lymph nodes on both sides of 

the neck. The largest node in level III of right neck 

measured about 29 X 11 mm. Faint radiotracer uptake 

in the left thyroid bed was present in 
99m

Tc thyroid scan 

and 
131

I uptake was 3.6% (Figure 4). Laboratory tests 

revealed serum TSH=119 mIU/L, serum thyroglobulin 

(Tg)=14.2 ng/ml, anti Tg-antibody = 1.30 IU/ml. Serum 

Calcium and Parathormone (PTH) levels were normal. 

Even though the patient achieved the target serum TSH 

level for the administration of RAIT, a repeat 

non-contrast CT scan of the brain was recommended 

beforehand to check the status of the brain and skull 

lesion. As there was no evidence of residual brain lesion 

she received 150 mCi of RAIT safely with an 

uneventful stay in isolation.

Figure 2: Collected contrast CT image of a 
hemangiopericytoma shared by Di Muzio B et al. to 
compare the similarity with the brain lesion of case 
1 (see Figure 1)

Figure 3: High resolution ultrasound image showing 
big heterogenous nodule (65 X 36 cm) occupying 
almost whole of left lobe of thyroid gland 

Figure 4: Post-thyroidectomy 99mTechnetium scan 
showing faint tracer concentration at thyroid bed

CASE 2

A 32-year-old woman initially had a mass removed from 

her gum in October 2021. Histopathology reported a giant 

cell tumor of the buccal mucosa. The assigned clinician 

wanted to explore more. Abdominal ultrasound revealed 

mild splenomegaly (bipolar length 11.9 cm) and bilateral 

multiple renal calculi with bilateral nephrocalcinosis. 

HRUS of the thyroid gland showed mild thyromegaly 

with a mixed echogenic, predominantly solid, soft tissue 

mass posterior to the left lobe of the gland, measuring 

about 48 X 27 mm, which was suspected to be a 

parathyroid adenoma (Figure 5). Mild cardiomegaly in 

echocardiography and a few pus cells in a routine urine 

test were detected.  Total thyroidectomy followed by 

histopathology in two different laboratories were done 

due to differences with diagnosis and ultimately 

convinced the diagnosis to be medullary thyroid 

carcinoma. So, the patient started thyroxine and steroids 

under the supervision of an otolaryngologist. Oncologist 

recommended a 
99m

Technetium-MDP whole-body bone 

scan which revealed increased tracer uptake in right and 

left mandible, left parietal, occipital, right 

occipito-temporal regions of the skull (Figure 6). Lesions 

were also found in the right pubic bone, that looked like 

infiltrative bony lesions. HRUS of neck revealed bilateral 

cervical and submandibular lymphadenopathy, whereas, 

abdominal ultrasound was normal. Tumor marker for 

medullary carcinoma of the thyroid, serum calcitonin was 

<1 pg/ml (normal value 1-11.8 pg/ml) which was 

surprisingly low and made the clinician request for a 

re-check of the histopathology slides. Re-evaluation of 

the slides in a third lab of a different institute confirmed 

follicular carcinoma of the thyroid and repeated in a 

fourth lab for reconfirmation. Finally, the patient was 

diagnosed as a case of follicular carcinoma of the thyroid 

with multifocal capsular invasion and extensive bone 

metastasis. After being referred back to NINMAS her 

pre-therapy investigations were partially done except 

radioiodine uptake and 99mTc thyroid scan as she was a 

nursing mother but unfortunately RAIT decision was 

postponed as brain metastasis was suspected. But later 

on CT scan of brain confirmed no brain involvement. 

(Figure 7) Also pre-therapy 99mTc thyroid scan revealed 

faint radiotracer uptake in the thyroid bed and 131I uptake 

was 4.0%. The patient got 150mCi RAIT without any 

further complications. Her post therapy scan (RxWBS) 

showed single focal radiotracer concentration in thyroid 

bed. (Figure 8)

CASE 3

A 55-year-old woman presented with a long-standing, 

untreated thyroid nodule that had been present for 

10–12 years. Simultaneously, she had a gradually 

growing swelling in the parietal bones over a period of 

1–1.5 years, which she tried to treat with homoeopathic 

medications.
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very important role in diagnosing ectopic thyroid, with the 
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diagnostic dilemma, as he was found to have glandular tuberculosis 
after surgical drainage of the lesion.
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BACKGROUND 

Thyroid ectopia accounts for nearly 60% of thyroid 
dysgenesis. Ectopic thyroid results from aberrant 
embryogenesis during its passage from the floor of the 
primitive foregut to the final pre tracheal location (1). Its 
prevalence is about 1 per 10000–30000, rising to 1 per 
4000-8000 with thyroid disease (2). Ectopic thyroid is 
common in females, especially in Asia. In 70–90% of 
cases, it is the only thyroid tissue present and can be found 
anywhere along its pathway of descent, and the most 
common location is sublingual region (1, 3).

The clinical presentation of thyroid ectopia is variable, 
might go unrecognized for decades, and can be detected 
incidentally (1). Ectopic thyroid usually becomes 
symptomatic during pregnancy and puberty because of 

increased demand for thyroid hormone and susceptibility to 
hypertrophy of thyroid tissue (4).

We report an interesting case of a teenager with a 
sublingual ectopic thyroid that created diagnostic dilemma 
due to atypical clinical presentation.

CASE REPORT

An 18-year-old male was referred for the evaluation of a 
slowly enlarging submental swelling at the Institute of 
Nuclear Medicine & Allied Sciences (INMAS), Mitford. 
The swelling has been noticed for about one and a half year, 
and the patient reported an episode of acute illness one year 
back for which he was hospitalized. Currently, it was 
painless with no history of dysphagia or dyspnea. Aside 
from a history of mild intellectual disability, there was no 
other significant complaint. On initial inspection, a 
non-tender, smooth, oval swelling was noticed in the 
submental region that was not moving with deglutition. 
Overlying skin appeared normal.

HRUS of neck revealed a well-defined, complex and 
heterogeneous lesion (measuring about 4.6 X 3.8 cm) 
having internal cystic areas located in the midline and in 
close proximity to the base of the tongue and showing 
peripheral vascularity in Doppler mode. Myelohyoid 
muscle and overlying skin were separately visualized about 
5 mm superficial to the lesion. Thyroid gland was not 
present in thyroid bed or other possible ectopic sites in the 
neck. Neck lymph nodes were unremarkable. Laboratory 
investigations reported unusually high serum TSH level 
(230 µIU/mL) with very low FT3 and FT4 levels.

During his previous hospitalization one year back, HRUS 
of the swelling was done which revealed a heterogeneous, 

hypoechoic lesion with thick, irregular walls and central 
necrosis, and reported as an abscess. Cytological 
examination of this swelling also reported abscess and then 
surgical drainage was done. Finally, the patient was 
diagnosed as a case of glandular tuberculosis, on the basis 
of histopathology report which demonstrated presence of 
palisading epithelioid cells and sheets of foamy histiocytes, 
enclosing a neutrophillic exudate rich in fibrin with nuclear 
debris and suspected a tuberculous abscess. Anti-TB 
regimen was started immediately but he was non-compliant 
and discontinued medications after seven months.

Figure 1: Transverse Gray scale HRUS images of neck 
a) showing no identifiable thyroid tissue in thyroid bed 
and b) heterogeneous nodular area corresponding to 
the palpable mass measuring about 4.6 X 3.8 cm.

The patient’s past history of acute illness and imaging 
reports created a diagnostic dilemma as to whether the 
swelling was a tubercular abscess or an ectopic thyroid.

Figure 2: 99mTc scintigraphy image showing radiotracer 
uptake in sublingual location with no uptake in thyroid bed.

An ectopic thyroid was the leading consideration, as no 
thyroid tissue was present in the thyroid bed and the serum 
TSH level was very high. Then thyroid scintigraphy was 
performed in our institute with 99mTc pertechnetate that 
revealed focal tracer uptake in the sublingual region 
without any uptake in the normal thyroid location. The 
findings were consistent with the presence of ectopic 
thyroid tissue.

DISCUSSION

Thyroid tissue present in a location other than normal is 
known as "ectopic thyroid" or "thyroid ectopia." Thyroid 
ectopia may occur in any location along the path of the 
initial descent of the gland (5). When thyroid tissue is 
absent in its normal location, it is considered true ectopic; 
when the orthotopic thyroid gland is present in its normal 
location, it is considered accessory thyroid (6, 7). The 
absence of thyroid tissue in the thyroid bed makes the 
diagnosis easy. Although thyroid ectopia is a rare condition, 
this differential diagnosis should be kept in mind during the 
evaluation of any neck masses (4). In this reported case, the 
thyroid bed was not evaluated sonographically in the first 
scan, which misled the clinical diagnosis.

Multiple diagnostic modalities have been introduced for 
locating ectopic thyroid, including ultrasound, Computed 
Tomography (CT), Magnetic Resonance Imaging (MRI), 
and nuclear scintigraphy (7). Though ultrasound is a 
non-invasive bedside modality for evaluating a neck mass, 
99mTc pertechnetate scintigraphy remains an important tool 
for the detection of ectopic thyroid tissues for its ability to 
scan the entire neck area in a single view. It is also cost 
effective and highly sensitive causing minimum radiation 
exposure, therefore considered as the gold standard for 
confirming ectopic thyroid (8, 9). 

Thyroid involvement with tuberculosis is considered 
extremely rare due to inherent resistive mechanisms of the 
gland. Previously reported cases show a slight female 
predominance with the mean age of onset to be around the 
third to fourth decades of life (10, 11). The infection can be 
primary or secondary but the clinical presentation usually 
has no distinct characteristics. The disease course may 
mimic subacute thyroiditis, thyroid abscess, fever of 
unknown origin, or even thyroid malignancy (12). Current 
treatment regimen includes antituberculous drugs, 
followed by surgical intervention in case of large abscess 

(10). Our reported case has several unusual aspect 
including the age and gender pattern, thyroid dysfunction 
as well as ectopic location of the gland itself.

CONCLUSION

This case report shows the importance of documentation 
about the presence and location of thyroid gland in a case of 
neck swelling and emphasizes once again the pivotal role 
of thyroid scintigraphy for ectopic thyroid detection. It also 
reinforces the fact that tuberculosis should always be kept 
in mind as a differential diagnosis in an endemic country 
like Bangladesh.
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thyroglossal duct tract or other sites due to abnormal embryologic 
development and migration. Thyroid ectopia is an uncommon but 
well-documented clinical entity. In the event of any neck swelling, it 
should be kept as a differential diagnosis. Thyroid scintigraphy plays a 
very important role in diagnosing ectopic thyroid, with the 
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of a slowly enlarging submental swelling with no history of dysphagia 
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submental swelling that was misdiagnosed as an abscess, creating a 
diagnostic dilemma, as he was found to have glandular tuberculosis 
after surgical drainage of the lesion.

Keywords: Thyroid ectopia, thyroid scintigraphy, submental abscess.
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BACKGROUND 

Thyroid ectopia accounts for nearly 60% of thyroid 
dysgenesis. Ectopic thyroid results from aberrant 
embryogenesis during its passage from the floor of the 
primitive foregut to the final pre tracheal location (1). Its 
prevalence is about 1 per 10000–30000, rising to 1 per 
4000-8000 with thyroid disease (2). Ectopic thyroid is 
common in females, especially in Asia. In 70–90% of 
cases, it is the only thyroid tissue present and can be found 
anywhere along its pathway of descent, and the most 
common location is sublingual region (1, 3).

The clinical presentation of thyroid ectopia is variable, 
might go unrecognized for decades, and can be detected 
incidentally (1). Ectopic thyroid usually becomes 
symptomatic during pregnancy and puberty because of 

increased demand for thyroid hormone and susceptibility to 
hypertrophy of thyroid tissue (4).

We report an interesting case of a teenager with a 
sublingual ectopic thyroid that created diagnostic dilemma 
due to atypical clinical presentation.

CASE REPORT

An 18-year-old male was referred for the evaluation of a 
slowly enlarging submental swelling at the Institute of 
Nuclear Medicine & Allied Sciences (INMAS), Mitford. 
The swelling has been noticed for about one and a half year, 
and the patient reported an episode of acute illness one year 
back for which he was hospitalized. Currently, it was 
painless with no history of dysphagia or dyspnea. Aside 
from a history of mild intellectual disability, there was no 
other significant complaint. On initial inspection, a 
non-tender, smooth, oval swelling was noticed in the 
submental region that was not moving with deglutition. 
Overlying skin appeared normal.

HRUS of neck revealed a well-defined, complex and 
heterogeneous lesion (measuring about 4.6 X 3.8 cm) 
having internal cystic areas located in the midline and in 
close proximity to the base of the tongue and showing 
peripheral vascularity in Doppler mode. Myelohyoid 
muscle and overlying skin were separately visualized about 
5 mm superficial to the lesion. Thyroid gland was not 
present in thyroid bed or other possible ectopic sites in the 
neck. Neck lymph nodes were unremarkable. Laboratory 
investigations reported unusually high serum TSH level 
(230 µIU/mL) with very low FT3 and FT4 levels.

During his previous hospitalization one year back, HRUS 
of the swelling was done which revealed a heterogeneous, 

hypoechoic lesion with thick, irregular walls and central 
necrosis, and reported as an abscess. Cytological 
examination of this swelling also reported abscess and then 
surgical drainage was done. Finally, the patient was 
diagnosed as a case of glandular tuberculosis, on the basis 
of histopathology report which demonstrated presence of 
palisading epithelioid cells and sheets of foamy histiocytes, 
enclosing a neutrophillic exudate rich in fibrin with nuclear 
debris and suspected a tuberculous abscess. Anti-TB 
regimen was started immediately but he was non-compliant 
and discontinued medications after seven months.

Figure 1: Transverse Gray scale HRUS images of neck 
a) showing no identifiable thyroid tissue in thyroid bed 
and b) heterogeneous nodular area corresponding to 
the palpable mass measuring about 4.6 X 3.8 cm.

The patient’s past history of acute illness and imaging 
reports created a diagnostic dilemma as to whether the 
swelling was a tubercular abscess or an ectopic thyroid.

Figure 2: 99mTc scintigraphy image showing radiotracer 
uptake in sublingual location with no uptake in thyroid bed.

An ectopic thyroid was the leading consideration, as no 
thyroid tissue was present in the thyroid bed and the serum 
TSH level was very high. Then thyroid scintigraphy was 
performed in our institute with 

99m
Tc pertechnetate that 

revealed focal tracer uptake in the sublingual region 
without any uptake in the normal thyroid location. The 
findings were consistent with the presence of ectopic 
thyroid tissue.

DISCUSSION

Thyroid tissue present in a location other than normal is 
known as "ectopic thyroid" or "thyroid ectopia." Thyroid 
ectopia may occur in any location along the path of the 
initial descent of the gland (5). When thyroid tissue is 
absent in its normal location, it is considered true ectopic; 
when the orthotopic thyroid gland is present in its normal 
location, it is considered accessory thyroid (6, 7). The 
absence of thyroid tissue in the thyroid bed makes the 
diagnosis easy. Although thyroid ectopia is a rare condition, 
this differential diagnosis should be kept in mind during the 
evaluation of any neck masses (4). In this reported case, the 
thyroid bed was not evaluated sonographically in the first 
scan, which misled the clinical diagnosis.

Multiple diagnostic modalities have been introduced for 
locating ectopic thyroid, including ultrasound, Computed 
Tomography (CT), Magnetic Resonance Imaging (MRI), 
and nuclear scintigraphy (7). Though ultrasound is a 
non-invasive bedside modality for evaluating a neck mass, 
99m

Tc pertechnetate scintigraphy remains an important tool 
for the detection of ectopic thyroid tissues for its ability to 
scan the entire neck area in a single view. It is also cost 
effective and highly sensitive causing minimum radiation 
exposure, therefore considered as the gold standard for 
confirming ectopic thyroid (8, 9). 

Thyroid involvement with tuberculosis is considered 
extremely rare due to inherent resistive mechanisms of the 
gland. Previously reported cases show a slight female 
predominance with the mean age of onset to be around the 
third to fourth decades of life (10, 11). The infection can be 
primary or secondary but the clinical presentation usually 
has no distinct characteristics. The disease course may 
mimic subacute thyroiditis, thyroid abscess, fever of 
unknown origin, or even thyroid malignancy (12). Current 
treatment regimen includes antituberculous drugs, 
followed by surgical intervention in case of large abscess 

(10). Our reported case has several unusual aspect 
including the age and gender pattern, thyroid dysfunction 
as well as ectopic location of the gland itself.

CONCLUSION

This case report shows the importance of documentation 
about the presence and location of thyroid gland in a case of 
neck swelling and emphasizes once again the pivotal role 
of thyroid scintigraphy for ectopic thyroid detection. It also 
reinforces the fact that tuberculosis should always be kept 
in mind as a differential diagnosis in an endemic country 
like Bangladesh.
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