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INTRODUCTION: The presence of ectopic thyroid tissue is due to the developmental defect of
thyroid gland that leads toabnormal location of the thyroid tissue. It occurs when there is an arrest
or irregularity in its descent. In 70% of cases of ectopic thyroid, the normal thyroid gland is
absentl.The normal thyroid gland is located in the pre-tracheal region and its ectopic locations are
usually along the normal path of descent but can be seen at distant sites.

The thyroid gland developsat the junction between tuberculumimpar (forms anterior two
third of tongue) and hypobranchialeminence (forms the posterior one third of tongue) which forms
the foramen caecum?2.The thyroglossal duct descends inferiorly, passing in front of the hyoid bone
and larynx, localizes in the lower neck anterior to the thyroid cartilage and first few tracheal
rings?[Figure.1].

Figure.1: Schematic representation of the normal path of descent of the Thyroid gland

It is very rare to have two ectopic foci of thyroid tissue and only a very few cases of dual
ectopia have been reported in world literature.

CASE REPORT: A 10year old girl presented to our hospital electively with a firm swelling in the
submental region, since 8 months.Movement of the lesion was noted on swallowing .She had no
complains of pressure symptoms like dyspnea, dysphagia, dysphonia. Birth history and

Journal of Evolution of Medical and Dental Sciences/ Volume 2/ Issue 30/ July 29, 2013 Page 5601



CASE REPORT

developmental milestones were normal. Thyroid function test revealed euthyroid state. The patient
was referred to our department for radiological evaluation.

High resolution ultrasound (8-10MHz) of the neck revealed absence ofnormally located
thyroid gland with asubmental solid lesion containing few cystic areas within[Figure.2a,b].Doppler
revealed vascularity within it.Diagnosis of solitary ectopic thyroid was made.

Figure.2-(a)Absence of normal thyroid tissue in the pretreacheal location(b)Submental solid lesion
with a few cystic areas within.

Subsequently, CECT was done which showed two well defined homogenously enhancing
lesions, one in the floor of mouth abutting the hyoid bone and other in base of tongue, abutting the
glosso-epiglottic fold (Figure.3a-c).

Figure.3-(a)CECT axial section at the level of epiglottis shows well defined enhancing lesion in base
of tongue (arrow) abutting the glosso-epiglottic fold (b) CECT axial section at the level of hyoid bone
shows well defined enhancing lesion (arrow) with intralesional cystic areas in the floor of mouth
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abutting the hyoid bone (c) CECT sagittal section shows two well defined enhancing (arrow)one in
the base of tongue abutting the glosso-epiglottic fold with another in the floor of mouth abutting the
hyoid bone.

DISCUSSION: The embryogenesis of thyroid gland is around fourth week of embryonic
life.Thethyroid gland arises from a midline thyroid diverticulum that forms from the endoderm in
the floor of the pharynx just caudal to the 1stpharyngeal arch2.The thyroid gland develops from
ajunction between tuberculumimparand hypobranchialeminence which forms the foramen
caecum.The thyroid diverticulum formsa bilobed structure, as it descends it fuseswith the two
lateral diverticula that are derived from the 4thpharyngeal pouch. As it advancescaudally,it remains
attached to pharyngeal wall by thethyroglossal duct (which obliterates on the 6%to8thweeks of
life).The thyroglossal duct descendscaudally and anterior to the hyoid boneand larynx, reaching its
location in the lower neckanterior to the thyroid cartilage and first few trachealringsz. Abnormal or
incomplete decent in the thyroid gland leads to its ectopic location.

The ectopic locations include lingual,suprahyoid and infrahyoid, lateral aberrant thyroid,
substernagoiter, struma ovary and strumacordis. Ectopic thyroid has also been found in larynx,
trachea, oesophagus, pericardium, diaphragm and branchial cystsl.The most common ectopic
location is lingual thyroid (about 90% of all cases) with a prevalence between 1:1,00,000
and1:3,00,000 and a clinical incidence between 1:4,000 to 1:10,0003.First ectopic thyroid was
reported in a new-bornin 1869 by Hickman* causing upper airway obstruction.Ectopic thyroid is
more common in females, seen during adolescence and pregnancy as there is increase demand of
thyroid hormone. In70% of patients with ectopic thyroid, the thyroid glandular tissue is not found
in its usual locations.

Ectopic thyroid symptoms vary from asymptomatic to anterior neck swelling with or
without altered thyroid status. They are usually asymptomatic or produce symptoms due to its
location and size. Lingual thyroid can cause foreign body sensation in tongue and dysphagia.All
diseases affecting the normal thyroid can affect the ectopic thyroid like adenoma, hyperplasia,
inflammation and rarely malignancyé.Ectopic thyroid and normally placed thyroid gland have
similar malignant transformation rate¢.

In the global literature, a very few cases ofdual thyroid ectopia have been reported, where in
two ectopic foci of thyroid tissue are seen simultaneously. In an extensive review of literature, it was
found that the mean age of these patients was 15 years, more common in females with male to
female ratio 1:1.257.In almost all of these patients, one of the site of ectopic thyroid was lingual or
sublingual region. The second ectopic focus was at subhyoid or suprahyoid level in most cases.

Ultrasound of neck (loco-regional) and CECT of neck are valuable modalities in a differential
diagnosis. Ultrasound examination plays a role in differentiating cystic and solid masses, to see if the
normal thyroid inits location.On CECT scan, thyroid tissue showscharacteristicmoderately
homogenous enhancementwhich helps in identifying its ectopic location which could have been
difficult on ultrasound.A important diagnostic modality for ectopic thyroid is a thyroid scan with
Technetium(99m Tc) but ultrasonography, CT scan and MRI may help in defining the extension and
location of the ectopic thyroid gland8.Radionuclide study however, is indicated in determining the
locations and activity of ectopic thyroid.
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In our case, the dual ectopic thyroid tissue is seen in the base of tongue abutting the glosso-

epiglottic fold and another in the floor of mouth abutting the hyoid bone. Imaging is essential to
avoid inadvertent surgery of this ectopic thyroid gland.
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