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ABSTRACT
Ectopic thyroid is an uncommon entity that may occur from tongue to 
mediastinum that is along the line of obliterated thyroglossal duct. The 
authors report a case of mediastinal ectopic goitre with eutopic thyroid in 
a 73 years old African woman who was presented in Otorhinolaryngology 
outpatient department of Indraprastha Apollo Hospitals, New Delhi, 
India. She presented with breathing difficulty on exertion. The 
diagnosis was confirmed by ultrasound guided fine needle aspiration 
cytology and computed tomography scan of neck. She then underwent 
excision of ectopic thyroid tissue mass after taking a well informed and 
written consent from the patient. Mostly mediastinal ectopic thyroids 
are incidental findings but large masses can present with pressure 
symptoms thus necessitating excision. Mediastinal ectopic goitre may 
need thoracotomy or sternotomy depending upon the size and location 
of the mass.
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INTRODUCTION

Ectopic thyroid developed due to faulty embryogenesis is the most 
commonly encountered situation among all ectopic thyroid tissue which 
can occur anywhere along the course of the thyroglossal duct [1]. Most 
commonly, it occurs at the base of tongue (lingual thyroid) followed by 
anterior tongue, submandibular region, larynx, trachea, mediastinum 
and parapharyngeal space [2-4]. Mediastinum is relatively uncommon 
site of ectopic thyroid as compared to other sites as mentioned above. 
An ectopic thyroid accounts of 1% of all mediastinal masses [5]. All 
pathologies which affect the normal thyroid can occur in ectopic thyroid 
also. Interestingly, colloid goitre in ectopic thyroid is rare to find.

In this paper, we report a rare case of colloid goitre in mediastinal ectopic 
thyroid with eutopic thyroid in elderly African woman.

CASE PRESENTATION

A 73 year-old African woman presented with a history of breathing 
difficulty on exertion for the past 2 years. It was insidious in onset and 
progressive in nature. There was no distress or breathing difficulty at 
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rest, no history of voice change, difficulty in swallowing 
and no visible or palpable neck mass. General physical, oral, 
oropharyngeal, laryngeal and neck examination was normal. 
Her cardiac and respiratory system examination was 
normal. A computed tomography of neck was performed, 
which revealed a retrosternal (upper mediastinal) smooth 
mass compressing the trachea (Figure 1). Ultrasonographic 
guided fine needle aspiration cytology was suggestive of 
goitre. A thyroid scan (99mTc) showed a faintly visualized 
thyroid gland with reduced 20 minutes technetium 
uptake and an area of increased vascularity in the anterior 
mediastinum (a mass lesion) (Figure 2). Thyroid function 

test was normal. A local excision of the mass was planned 
under general anesthesia. A 3cm incision approximately 1cm 
above suprasternal notch was made and mass excised in toto 
without needing sternotomy (Figure 3). The mass measured 
3x2.5x2cm in dimensions (Figure 4). The postoperative 
period was uneventful. A drain was put which was removed 
on third post-operative day. The surgical histopathology was 
diagnostic of colloid goitre in ectopic mediastinal thyroid.

As this patient had normally placed functional thyroid also, 
no hormone replacement therapy was required.

Figure 1. Computed tommography scan neck (saggital view) showing mediastinal mass with tracheal compression.

Figure 2. Thyroid scan (99mTc) image showing thyroid gland and an area of increased 
vascularity in the anterior mediastinum.
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DISCUSSION

Ectopic thyroid tissue signify normal or abnormal thyroid 
tissue found within the neck but other then its usual 
position i.e. anterolaterally to the second and fourth tracheal 
cartilages [6]. Ectopic thyroid may be the only functioning 
thyroid tissue or less commonly associated with normally 
located thyroid (eutopic thyroid) [1]. In case of ectopic 
thyroid with eutopic thyroid, no vascular or anatomical 
connections are usually seen among two of them [7]. The 
prevalence of ectopic thyroid is approximately 1 per 100,000 
- 300,000 persons, is more common in females and occurs 
during childhood or adolescence [8].

Rosai and Ackermon classified ectopic thyroid as follows [9]:

A) Ectopic thyroid due to faulty embryogenesis-most
common.

B) Ectopic hyperplastic thyroid tissue in Grave’s disease.

C) Thyroid tissue mechanically implanted secondary to neck
surgery or trauma.

D) Accessory thyroid nodule located peripherally which
might have loses connection with the main gland or missed 
by the surgeon.

E) Thyroid tissue development in cervical lymph node due to 
metastasis (in thyroid carcinoma).

Figure 3. Postoperative image showing the closed incision (with drain in-situ) just above suprasternal notch.

Figure 4. Image showing excised specimen of mediastinal ectopic thyroid. Surgical 
histopathology was suggestive of colloid goitre.
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 Ectopic thyroid tissue may go through the same pathological 
transformations as the eutopic thyroid tissue. Ectopic 
thyroid may leads to thyrotoxicosis, benign or malignant 
changes [10-12]. Malignancy in ectopic thyroid is extremely 
rare [13]. Ectopic thyroids are asymptomatic in majority 
of cases. Symptoms are usually related to the enlargement 
of the ectopic thyroid tissue. Patients with mediastinal 
ectopic thyroid may present with foreign body sensation in 
lower neck, dysphagia, choking episodes, noisy breathing or 
dyspnea.

Thyroid scanning with technetium-99m is the investigation 
of choice in suspected cases of ectopic thyroid. It is crucial 
to confirm the presence and location of ectopic thyroid 
including the presence or absence of normally located 
thyroid [14]. However, fine-needle aspiration cytology 
(FNAC), ultrasonography and imaging can be used for 
further evaluation. FNAC is one of the accurate methods for 
preoperative diagnosis of suspected ectopic thyroid tissue 
for neck and submandibular locations but due to anatomical 
restrictions FNAC from suspected mediastinal ectopic is 
challenging in some cases. CT scan can provide detailed 
picture of dimensions of mass and relation to the adjacent 
anatomical structures.

Most mediastinal ectopic thyroid diagnosed incidentally and 
do not require any treatment. Treatment basically depends 
on several factors like size, location, local symptoms, 
thyroid functional status and histopathology of the tissue 
[15]. Ectopic thyroids causing obstructive symptoms like 
dysphagia, dysphonia, and dyspnea or choking sensation 
may require surgical excision [16]. Excision may require 
thoracotomy, sternotomy or simply by low neck incision 
depending upon the location and size [17].

CONCLUSION

Though it is rare entity, a mediastinal ectopic thyroid with 
colloid goitre must always be kept as one of the differentials 
of upper mediastinal mass causing local symptoms and 
surgical excision is recommended for them.

ACKNOWLEDGMENTS

The authors are grateful to department of ENT and head 
and neck surgery, Surgical Oncology, Pathology and Radio-
diagnosis, Indraprastha Apollo Hospitals, New Delhi, India.

DISCLOSURE OF INTEREST

The authors disclose no competing interest and no conflicting 
interests.

REFERENCES

1. Adelchi C, Mara P, Melissa L, De Stefano A, Cesare M.
(2014). Ectopic thyroid tissue in the head and neck: a
case series. BMC Res Notes. 7(1):1-6.

2. Kumar Choudhury B, Kaimal Saikia U, Sarma D, Saikia M, 
Dutta Choudhury S, Barua S, et al. (2011). Dual ectopic
thyroid with normally located thyroid: a case report. J
Thyroid Res. 2011:159703.

3. Eli SU, Marnane C, Peter R, Winter S. (2011). Ectopic,
submandibular thyroid causing hyperthyroidism. J
Laryngol Otol. 125(10):1091-1093.

4. Foma W, Pegbessou E, Amana B, Kpemissi E. (2017). Left 
parapharyngeal ectopic goitre associated with eutopic
thyroid and postoperative Horner’s syndrome. Eur Ann
Otorhinolaryngol Head Neck Dis. 134(3):207-208.

5. Sakorafas GH, Vlachos A, Tolumis G, Kassaras GA,
Anagnostopoulos GK, Gorgogiannis D. (2004). Ectopic
intrathoracic thyroid: case report. Mt Sinai J Med.
71(2):131-133.

6. Toso A, Colombani F, Averono G, Aluffi P, Pia F. (2009).
Lingual thyroid causing dysphagia and dyspnoea.
Case reports and review of the literature. Acta
Otorhinolaryngol Ital. 29(4):213-217.

7. Santangelo G, Pellino G, De Falco N, Colella G, D’Amato
S, Maglione MG, et al. (2016). Prevalence, diagnosis
and management of ectopic thyroid glands. Int J Surg.
28(Suppl 1):S1-S6.

8. Yoon JS, Won KC, Cho IH, Lee JT, Lee HW. (2007). Clinical
characteristics of ectopic thyroid in Korea. Thyroid.
17(11):1117-1121.

9. Rosai and Ackerman’s: Surgical Pathology. 10th edition.
Elsevier Mosby, USA. Volume 1, 2011. p. 488-491.

10. Hari CK, Brown MJ, Thompson I. (1999). Tall cell variant
of papillary carcinoma arising from ectopic thyroid
tissue in the trachea. J Laryngol Otol. 113(2):183-185.

11. Sand J, Pehkonen E, Mattila J, Seppänen S, Salmi J. (1996). 
Pulsating mass at the sternum: a primary carcinoma of
ectopic mediastinal thyroid. J Thorac Cardiovasc Surg.
112(3):833-835.

12. Kumar R, Gupta R, Bal CS, Khullar S, Malhotra A. (2000).
Thyrotoxicosis in a patient with submandibular thyroid.
Thyroid. 10(4):363-365.

13. Ling L, Zhou SH, Wang SQ, Wang LJ. (2004). Misdiagnosed 
ectopic thyroid carcinoma: report of two cases. Chin Med 
J (Engl). 117(10):1588-1589.



ISSN: 2474-3666

5

Mathews Journal of Case Reports

https://doi.org/10.30654/MJCR.10114

14. Hazarika P, Siddiqui SA, Pujary K, Shah P, Nayak DR,
Balakrishnan R. (1998). Dual ectopic thyroid: a report of
two cases. J Laryngol Otol. 112(4):393-395.

15. Zheng W, Tan J, Liu T. (2013). Coexistence of non-
functional ectopic thyroid tissue and a normal thyroid: A 
case report. Exp Ther Med. 6(4):1059-1061.

16. Katz AD, Zager WJ. (1971). The lingual thyroid: its
diagnosis and treatment. Arch Surg. 102(6):582-585.

17. Regal M, Kamel MM, Alyami H, Al-Osail EM. (2018).
Mediastinal ectopic thyroid mass with normal thyroid
function and location: Case report. Int J Surg Case Rep.
52:5-7.


	Title
	Corresponding Author

	ABSTRACT
	Keywords

	INTRODUCTION
	CASE PRESENTATION
	Figure 1
	Figure 2
	Figure 3
	Figure 4

	DISCUSSION
	CONCLUSION
	ACKNOWLEDGMENTS
	DISCLOSURE OF INTEREST
	REFERENCES

