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Simultaneous Occurrence of 
Thyroiditis in Ectopic and Eutopic 

Thyroid Masquerading as 
Thyroglossal Cyst

CASE REPORT
A 13-year-old girl, a resident of Delhi, presented to the Department 
of Surgery with chief complaints of swelling in the midline of neck 
since one year. She told that the swelling was not associated with 
pain, fever, dysphagia, hoarseness of voice or any respiratory 
complaints. History of heat intolerance, palpitations, anxiety and 
weight loss was present since two months. There was no history 
of tremors, any bowel complaints or protrusion of eyes. Patient had 
attained menarche two months prior to presentation. Examination 
of the neck revealed swelling in the infrahyoid region that moved 
with deglutition. An initial presumptive diagnosis of thyroglossal cyst 
was made. Patient was advised for Thyroid Function Tests (TFT). 
Thyroid Stimulating Hormone (TSH) was 0.02 µU/ml (normal 0.5-
5.0), Free Thyroxine (FT4) was 1.78 ng/dl (normal 0.7-2.0) and free 
Tri-iodothyronine (FT3) was 6.9 pg/dl (normal 2.0-4.4). Other blood 
investigations were normal. With reports suggesting thyrotoxicosis, 
she was referred to the Department of Endocrinology. On 
examination the blood pressure was 118/80 mmHg and the pulse 
rate was 108/min. Her height was 152 cm and weight was 39 kg. 
There were no tremors, ophthalmopathy, or dermopathy. A 1.5×1.5 
cm firm, non-tender swelling was present in the midline of the neck 
above the thyroid gland. 
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Abstract 
Ectopic thyroid gland is a rare condition usually presenting with neck swelling or hypothyroidism. In most cases, ectopic thyroid 
tissue is the only functioning thyroid tissue, but it may rarely be associated with normal thyroid gland. Thyroiditis in an ectopic 
thyroid gland is very rare. Here, we describe a 13-year-old girl who was initially suspected, as a having a thyroglossal cyst. Thyroid 
functions were suggestive of thyrotoxicosis. She was diagnosed to have simultaneous occurrence of thyroiditis in the ectopic and 
eutopic thyroid glands. This case was exceedingly rare since this patient presented with thyrotoxicosis unlike previous reported 
cases who were either euthyroid or hypothyroid.

[Table/Fig-1]: MRI of the neck showing eutopic and ectopic thyroid gland in the 
midline.

The swelling moved with deglutition and protrusion of the tongue. In 
addition, the thyroid gland was also diffusely enlarged, the right lobe 
being more enlarged than the left lobe. The thyroid gland was firm 
and non-tender and there was no bruit. The systemic examination 
was normal.

An ultrasound of the neck was done that showed a midline 
heterogenous mass (1.48 × 0.58 × 2.15 cm) predominantly 
hypoechoic, superior to isthmus of thyroid and a possibility of ectopic 
thyroid was considered. Both the lobes of thyroid gland at normal 
position were also enlarged with heterogenous echotexture and 
increased vascularity. Magnetic Resonance Imaging (MRI) of the neck 
also showed a midline lesion just above thyroid with signal intensities 
and post contrast enhancement similar to thyroid suggestive of 
ectopic thyroid [Table/Fig-1]. A Tc 99m-pertechnetate scan revealed 
no accumulation of radiotracer in the region of both lobes of thyroid 
or anywhere in the head and neck region [Table/Fig-2]. Radioactive 
Iodine Uptake (RAIU) showed decreased uptake (2hr – 0.9% & 24 
hr – 0.7%) suggestive of thyroiditis. Fine Needle Aspiration Cytology 
(FNAC) from both ectopic nodule and eutopic thyroid gland showed 
cytological features of chronic diffuse lymphocytic thyroiditis. [Table/
Fig-3]. On the basis of history, examination and investigations a final 
diagnosis of thyroiditis of both ectopic and eutopic thyroid tissue 
was made. She was given symptomatic treatment and propranolol 
40 mg twice a day was started. After a period of three to four 
months, she had improvement in her symptoms and she even 
reported a mild decrease in the size of the swelling. A TFT was then 

[Table/Fig-2]: Tc-99m thyroid scan at presentation showing no tracer uptake in both 
ectopic and eutopic thyroid gland. 
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repeated which was normal. TSH was 2.74 µU/ml, FT4 was 0.8 (ng/dl), 
FT3 was 3.42 (pg/dl) and anti-Thyroid Peroxidase (anti-TPO) was 40 IU/
ml (normal < 60). Repeat Tc 99 pertechnate scan thyroid scan showed 
normal uptake in the thyroid gland [Table/Fig-4].

lingual (three cases), infrahyoid (three cases) and submandibular 
(one case) and strap muscles (one case) [18-25]. In six of the eight 
cases, ectopic thyroid was the only functioning thyroid tissue present 
[19-24]. Five of the eight patients had either clinical or subclinical 
hypothyroidism [19-23], whereas three were euthyroid [18,24,25]. 
Thyroiditis in ectopic thyroid was diagnosed with difficulty. In three 
cases an initial presumptive diagnosis of thyroglossal cyst was 
considered as in our case [18,19,22]. Akpinar ME et al., reported 
a case of a 60-year-old lady with a submandibular mass who was 
suspected to have Hurthle cell neoplasia on FNAC [24]. But later 
she was diagnosed to have thyroiditis on histopathology of post 
operative specimen. Our patient presented with neck swelling 
and self limiting thyrotoxicosis due to thyroiditis involving both 
eutopic and ectopic thyroid tissue. Unlike previous eight cases that 
had hypothyroidism or euthyroidism at presentation, our patient 
presented with self-limiting thyrotoxicosis. The initial decreased 
uptake on the thyroid scan in our patient was surprising. However, 
an initial negative uptake on thyroid scan in patients with painless 
thyroiditis has been reported earlier [26,27]. 

CONCLUSION  
In conclusion, for the first time, we describe simultaneous occurrence 
of thyroiditis in the ectopic and eutopic thyroid tissue in a 13-year-
old girl. Only a few cases of thyroiditis in the ectopic thyroid gland 
have been described earlier. Also, this patient presented with self 
limiting thyrotoxicosis unlike hypothyroidism reported in the previous 
cases. 
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DISCUSSION
Ectopic Thyroid Tissue (ETT) is a rare developmental anomaly with a 
reported incidence of 1 in 1,00,000 [1]. ETT results due to abnormal 
migration of gland from posterior dorsal midline of tongue to its 
normal pretracheal position. The various locations of ectopic thyroid 
tissue could be lingual, sublingual, prelaryngeal or substernal, 
depending on degree of descent. Amongst all locations lingual 
thyroid is the most common, contributing to 90% of all cases. In 
most cases (70-75%), ectopic thyroid is the only functioning thyroid 
tissue present. However, rarely eutopic thyroid gland which is 
usually hypoplastic can be found along with ectopic thyroid. On rare 
occasions, a normal sized thyroid at normal position can be present 
along with ectopic thyroid [1-3].  

The patients with ectopic thyroid may report at any age; however 
presentation during adolescence or pregnancy is more common 
due to increase physiological demand of thyroid hormones. Patients 
usually present with complaints of neck mass, lump in throat, or 
features of hypothyroidism. Hormone production in ectopic thyroid 
is usually insufficient, leading either to a subclinical or clinical 
hypothyroid state. The incidence of clinical hypothyroidism in 
ectopic thyroid tissue varies from 24-60% [1,2]. Primary malignant 
transformation has also been reported rarely in ectopic thyroid 
tissue. All forms of carcinoma including papillary, follicular, Hurthle 
cell and medullary carcinoma in ectopic locations have been 
described [1,2].

Autoimmune affliction of ectopic thyroid tissue has also been 
reported earlier, though rarely. Till date, we found 15 case reports of 
Graves’s disease in ectopic thyroid on pubmed search with terms 
"Graves’ disease and ectopic thyroid". Graves’s disease has been 
described in ectopic thyroid locations including lingual, infrahyoid, 
suprahyoid, submandibular, mediastinal and even in thyroglossal 
duct tissue remnant [3-17].

There are only anecdotal case reports of thyroiditis in ectopic thyroid 
tissue. We found eight such cases on pubmed search (six female 
and two male; 7-83 years of age). The various locations of ETT were 
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