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Ectopic thyroid tissue is an abnormality caused by thyroid gland dysembryogenesis during its passage from the floor of the 
primitive foregut to its final position in the anterior aspect of neck. The most common site of ectopic thyroid tissue is the base of 
tongue, whereas lateral thyroid gland is a very rare finding. The present case describes a case report of thyroid dysembryogenesis. 
A 25 years female presented with left paramedian swelling in anterior aspect of neck. Radiological imagings and fine needle 
aspiration cytological study showed ectopic thyroid tissue with absence of normal thyroid gland at its anatomical location. The 
importance of being aware of the possibility of ectopic thyroid tissue as a paramedian region swelling has an important bearing on 
disease management. 
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INTRODUCTION: 
Ectopic thyroid tissue refers to the presence of functioning thyroid 
tissue in locations other than the normal pretracheal region 
between the second and fourth tracheal cartilages. It is the most 

1frequent form of thyroid dysgenesis.  It is difficult to detect 
asymptomatic thyroid ectopia, but post-mortem studies have 
suggested that 7-10% of adults may harbour asymptomatic 

2thyroid tissue along the path of the thyroglossal duct.  Ectopic 
thyroid tissue may coexist  with a normal thyroid gland at its 

3normal anatomic location.

Embryologically, the median anlage of the thyroid originates from 
the endodermal segment in the floor of the primitive pharynx at 
the foramen ceacum located in the midline at the junction of the 
anterior two thirds of the tongue (first branchial arch derivative) 
and posterior one third (third branchial arch derivative). Between 5 
and 7 weeks of gestation, the gland migrates caudally from the 
foramen ceacum to its normal position below the thyroid cartilage. 
The path of descent is closely associated with the hyoid bone and is 
usually anterior to it but can also be posterior to it or within the 
bone. The lateral thyroid anlage is derived from the 
ultimobranchial body, a descending diverticulum of the fourth to 
fifth pharyngeal pouch. The existence of this lateral anlage has 
been debated, but some believe it becomes incorporated into the 
median thyroid anlage to contribute morphogenesis of the thyroid 

4parenchyma.  Ectopic thyroid tissue can be found anywhere along 
the course of descent of the thyroid gland.

Approximately 90% of ectopic thyroid tissue is found in the base 
5-8of tongue as lingual thyroid.  Ectopic thyroid tissue in neck has 

also been reported to occur in the anterior neck, including the 
sublingual space, the thyrohyoid region, and within the trachea 

9-12and larynx.  There is a theory on occurence of ectopic thyroid 
tissue occurs in the lateral neck. Persistence of the lateral thyroid 
anlage may be the explanation for occurrence of non midline 

13ectopic thyroid tissue in the neck.  In approximately 75% of the 
patients, ectopic thyroid tissue is the only functioning thyroid 

14 tissue.

CASE REPORT: 
A 25 year old woman presented with a history of left paramedian 
swelling in the anterior aspect of neck first noticed 4 months 
before consultation (fig 1,2). The swelling gradually increased in 
size to attain the present size of a betel nut. There was no 
associated history of dysphagia, respiratory difficulty or pain. There 
was no history of symptoms of hypothyroidism. The patient's birth 
history, developmental history and menstrual history were normal. 
She was a non smoker and non alcoholic. Also, there was no 
similar family history.

On clinical examination, 4x3cm rounded swelling was noted in left 
paramedian region in anterior aspect of neck anterior to 

sternocleidomastoid muscle. The swelling moved with deglutition 
but not on protusion of tongue. The swelling was mobile, non 
tender and non fluctuant. The thyroid gland was not palpable in its 
normal position. Ultrasonographic examination revealed 12-
31mm well defined smooth outlined oval shaped solid focal mass 
with colloid cyst in left paramedian space likely to be ectopic 
thyroid gland. There was absence of normal thyroid gland. 
Aspiration cytological examination of the swelling suggested 
features of Hashimoto's thyroiditis. CT scan examination was done 
to confirm the ultrasonography finding which revealed the same 
results. The patient was hypothyroid initially with TSH level of 
23.46 mIU/L. The patient was prescribed thyroxine supplements to 
bring her TSH level within normal limits before surgical excision.

The patient underwent excision of the ectopic mass after the 
diagnosis made on basis of radiological investigations, FNAC 
finding and hypothyroidism. During the operative procedure, the 
ectopic mass was found to be supplied by superior thyroid vessels 
which were ligated and the mass was dissected out from the 
surrounding strap muscles. Hemostasis was achieved and the 
wound was closed in layers with a drain in situ (fig 3,4,5).The 
pathologic diagnosis of the mass was thyroid tissue with colloid 
cyst with no other features of malignancy.
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Post operative period was uneventful. The patient was 
supplemented with lifelong hormone replacement therapy as the 
ectopic tissue was the only functional thyroid tissue. 

DISCUSSION:  
Ectopic thyroid tissue refers to the presence of functioning thyroid 
tissue in locations other than the normal pretracheal region 
between the second and fourth tracheal cartilages. It is the most 

1frequent form of thyroid dysgenesis . Descent of the thyroid  
during embryogenesis may not proceed normally. Thyroid descent 
may stop at various sites from the base of the tongue to any site of 

15,16the thyroglossal duct , resulting in the development of ectopic 
thyroid.  Approximately 90% of ectopic thyroid tissue is found in 

5-8the base of tongue as lingual thyroid.  Ectopic thyroid tissue in 
neck has also been reported to occur in the anterior neck, 
including the sublingual space, the thyrohyoid region, and within 

9-12the trachea and larynx.

Ectopic thyroid occurs more frequently in female patients, with a 
female: male ratio of 4:1. It is seen at any age, but occurs more 
commonly during childhood during adolescence, and around 
menopause. This probably occurs because the demand for thyroid 
hormones increases during these stages, increasing the circulating 

17,18TSH levels which causes growth of ectopic thyroid tissue . 
According to several studies, about 33% to 62% of all patients 
with ectopic thyroid tissue develop hypothyroidism with increased 

19TSH levels. Hypothyroidism may cause the mass to enlarge and  
22become symptomatic; however, hyperthyroidism is very unusual.

The ectopic thyroid tissue causes symptoms  relative to the growth 
of the thyroid tissue, causing dysphagia, dysphonia with 
stomatolalia, bleeding, or dyspnea . The diagnosis is usually made  
as a result of the incidental discovery. The most important 
diagnostic modality for ectopic thyroid is thyroid scanning with 
technetium-99 m. However, fine-needle aspiration cytology , 
ultrasonography, computed tomography, and magnetic 
resonance imaging may help to define the extension and location 

20of the ectopic thyroid gland.

Differential diagnoses of ectopic thyroid tissue in neck include all 
other lateral neck swellings namely, minor salivary gland tumors, 
branchial cysts, thyroglossal duct cysts without thyroid tissue, 
epidermal and sebaceous cysts, hemangioma, adenoma, fibroma, 

21lipoma etc.  

The asymptomatic and euthyroid patients do not require any 
treatment, except regular follow ups and evaluation for any 
complications. Patients with high TSH levels with swelling should 
undergo replacement therapy with thyroid hormone, which can 
produce a slow reduction in the size of the mass. When medical 
treatment fails or evidence of obstructive symptoms, hemorrhage, 
or suspicion of malignancy is present, then surgical excision of the 
ectopic thyroid tissue is considered followed by lifelong hormone 

20replacement therapy.

In our case report, the 25 year female presented with ectopic 
thyroid tissue in left paramedian position with absent normal 
thyroid gland along with hypothyroidism. The patient was advised 
thyroxine supplement to revert her to euthyroid state although not 
reducing the size of the ectopic mass. Though there were no 
sympyoms of dyspagia or airway obstruction, patient underwent 
surgical excision for cosmetic purpose and to abort the need for 
regular follow ups despite knowing the need for postoperative 
lifelong hormone replacement.

CONCLUSION: 
The ectopic thyroid tissue is rare developmental anomaly of the 
thyroid gland. Different pathological changes that affect normal 
eutopic thyroid can occur in the ectopic tissue. Evaluation of the 
other lateral neck swellings (differential diagnoses), including 
minor salivary gland tumors, branchial cysts, thyroglossal cyst duct 
,epidermal and sebaceous cysts, angioma, adenoma, fibroma, and 
lipoma, is an important step in patient evaluation. Treatment may 
be conservative with substitutive hormonereplacement in patients 
with mild symptoms, while surgery seems to be the most 
appropriate treatment for patients showing clinical signs of upper 

airway obstruction or with a lesion showing signs of infection or 
malignant changes. In spite of its rarity, ectopic thyroid tissue is a 
pathological condition that must always be kept in mind in 
patients with other neck swelling.
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