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Ecotopic thyroid is a rare clinical entity which has an incidence varying between
1/3000 to 1/10000. Lingual localization accounts for 90% of the ectopia of thyroid
gland. Lingual thyroid was found in up to 10 % of autopsy cases. Therefore, it should
always be kept in mind in patients with midline masses in the neck especially at the
dorsum of their tonuge. In this manuscript, we present three cases of the lingual
thyroid in the light of the published articles.
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Introduction

Ectopia of the thyroid gland is a rare clinical entity
which has an incidence varying between 1/3000 to
1/10000, with a male-female ratio of 1/4-1/7 (1). It
is due to the defect in the migration of embryonic
thyroid anlage between 3rd and 7th weeks of
gestation, resulting in the ectopic localization of
the gland (2). Lingual localization accounts for
90% of the ectopic thyroid tissue and it is first
described by Hickman in 1869 (3). Other possible
sites of ectopia are sublingual, thyroglossal, intra-
laryngotracheal, mediastinal, esophageal, heart and
cervical lymph nodes (2, 4-9).

Case Reports

Case 1: 29 years old female patient attended to our
clinic with complaints of dysphagia, malaise, fa-
tigue, cold intolerance, and weakness of hair. She
didn’t have any major or chronic illness. In the
physical examination, tan to pink colored waxy
mass, which is 2.5x2.5cm in size, could be seen at
the dorsum of the tongue (Figure 1).

Thyroid gland could not be palpated in its usual
location.
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Routine biochemical analysis revealed, fT4: 0.67
ng/dl (0.8-1.8), fT3: 2.67 ng/L (1.82-4.55), sTSH:
8,62 miU/ml (0,35-5,5). In the ultrasonographical
examination, thyroid gland was not seen at usual
pretracheal location, but in left sublingual region
28x26mm hypoechoic mass including cystic areas
was found. In the computed tomography a 20x16
mm homogeneous soft tissue mass at the dorsum
of the tongue was reported (Figure 2).

Scanning with Tc-99m Pertecnetate showed no
activity in the thyroid gland region, however strong
lingual activity was reported (Figure 3, Figure 4).

She was prescribed 150mcg levothyroxine but
mass symptoms reside and surgical extirpation
through transoral route was performed. Replace-
ment treatment with 150mcg levothyroxine was
initiated.

Case 2: A 16 years old girl complaining of a sub-
lingual mass and hoarseness of her voice after an
acute tonsillopharyngitis was referred to the clinic.
In the physical examination a 4x5 cm mass was
seen at the dorsum of her tongue reaching to val-
lecular recess. Biochemical analysis revealed, fT4:
1.15 ng/dl (0.8-1.8), fT3: 1.72 ng/L (1.82-4.55),
TSH: 17.1 mIU/ml (0,35 -5,5).

Ultrasonography of the neck revealed no thyroid
gland at the usual anatomical site, a heterogeneous
parenchymal tissue of 40x50mm in size localized
sublingually, showing activity in scintigraphic
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examination. In Computed Tomography (CT) scan
of the neck a sublingual mass of 27x23 mm which
is heterogeneous, hyper dense, well demarcated
and having contrast enhancement was seen. 100
mcg/day L-thyroxine suppression treatment was
given thence the symptoms disappear in 2 months
and mass decreased in size.

Case 3:

A 3.5 months old female infant with complaints of
diarrhea, vomiting and abdominal distention was
internalized with the diagnosis of acute gastro-
enteritis and urinary tract infection. She was a post
term infanT (43 wks) whose parents were 2nd
degree relatives. Her mother was diagnosed as
gestational diabetes during pregnancy. On her
physical examination height, weight and head
circumference were on the average percentiles for
age. She had stridor and dyspnea with suprasternal
and subcostal retractions. Biochemical analysis
revealed, fT3: 4.47 ng/L (1.82-4.55), fT4: 0.71
ng/dl (0.8-1.8), TSH: 67.6 mlU/dl (0,35 - 5,5).

In the scintigraphic examination performed for
hypothyroidism, there was no activity in usual
gland site but in hypo pharyngeal site at midline
(Figure 5, Figure 6). For the treatment L-thyroxine
50 mcg/day was given and the symptoms dis-
appeared.

Discussion

Although it is not frequently encountered by the
clinicians, lingual thyroid was found in up to 10%
of the autopsy cases, sizes ranging from micro-
scopic to a few centimeters (10).

Underlying etiology of the embryonic defect in
migration of the gland is not yet understood but,
maternal antibodies against thyroid antigens are
thought to be the cause of the arrest in descent of
thyroid anlage from its original location at dorsum
of the tongue down to final location (11,12).

Most of the cases are asymptomatic but if not,
frequently encountered symptoms in patients are
due to mass effect, dysphonia, dysphagia, lump in
throat sensation, dyspnea, and chronic cough (13).
Stridor can be seen especially in the neonates as
reported in our case 3. These symptoms can be
seen at any time of life having two peaks at 12 and
50 years of age, with a mean of 40.5 years (14).
Rarely massive bleeding is encountered, a poten-
tially fatal complication, which is seen more com-

132

monly in periods of, increased metabolic activity
such as, puberty, pregnancy and menses.

Goitrous enlargement, adenomatous and malignant
transformation is as common as in eutopic
thyroids. Up to date, to our knowledge 29 cases
with differentiated carcinoma mostly follicular
histology were reported (15). These cases pre-
sented with sudden increase in size, ulceration, and
bleeding from ulcerated surface of the tumor.

Functionally 30-70% of the reported cases were
hypothyroid (2,10), and 70% have cervical athyreosis
(16). Only a few cases being hyperthyroid were
reported (2).

A careful physical examination, sometimes re-
quiring a device like fiber optic laryngoscope,
radiological and scintigraphic techniques is used to
evaluate the patients.

Ultrasonography is easy, cost-effective and avai-
lable in most institutions. Absence of thyroid in
usual pretracheal location and presence of the
round thyroid tissue at the base of the tongue,
sometimes having nodular, cystic changes can be
demonstrated. Relations of the gland with sur-
rounding structures can be visualized by this
approach (17).

Radio nuclide scanning is the most important
radiological approach, radio pharmaceutical uptake
of the aberrant tissue mostly Tc-99m helps
clinician to discriminate origin of this midline
mass and its functional status whereas it alleviates
the need of fine needle aspiration biopsy
(FNAB)(18).

In CT scan, ectopic thyroid tissue usually is hyper
dense and has contrast enhancement (19).

Magnetic Resonance Imaging (MRI) can be used
to visualize well defined mass of low-intermediate
T2 signal in the midline base of the tongue, no
invasive tendency, and absence of cervical thyroid
gland in the usual pretracheal site strongly in-
dicates the diagnosis (20). Well-defined margins of
lingual thyroid on MRI help to differentiate it from
malignant masses like non-Hodgkin lymphoma
seen at same site. Some authors suggest MRI is the
best pre-operative modality providing multiplanar
imaging (16).

FNAB is not recommended due to frequent com-
plication of bleeding (16).
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Figure 1. Tan to pink colored waxy mass which is 2,5x2,5cm in size
could be seen at the dorsum of the tongue.
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Figure 4. Tc-99m Pertecnetate scintigraphy of lingual thyroid, antero-
posterior view.

Figure 2. 20x16mm homogeneous soft tissue mass at the dorsum of
the tongue. lateral view.
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Figure 6. Tc-99m Pertecnetate scintigraphy of hypo pharyngeal
thyroid, antero-posterior view.

Depending on the patient’s symptomatology and
functional status of thyroid, asymptomatic cases
are followed if they are euthyroid. Thyroid hor-
mone replacement or suppression therapy is re-
quired only for the patients having mass symptoms
or hypothyroidism. Suppression therapy is used to
decrease size and to relieve mass symptoms. If
there is excessive discomfort due to mass, bleeding
or rapid increase in size of the gland-arising sus-
picion of malignancy, necessitates surgical remo-
val of the tissue, making pathological examination
available (16). Because pregnancy increases the
bleeding tendency, emergency lingual artery em-
bolisation or surgery can be necessary to stop
bleeding (14). There is no consensus in the surgical
approach but trans-oral or external routes can be
chosen. Trans-oral route is simpler and causes less
pain, whereas external approach is preferred in
large, posterior and deeply localized masses (16).
One more challenge in the patients undergoing
surgery is for anesthesia. Intubation of patients can
be difficult and emergency tracheostomy could be
necessary (21,22).

In the past radio nuclide ablation was not a popular
modality because of theoretical fears of increased
airway obstruction due to thyroiditis, but recently it
is reported to be safe and effective and could be
included in the treatment plan, in especially elder
patients who cannot tolerate surgical approach
(23). However there are some reports that ectopic
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thyroid is more radio resistant and higher doses
like 360mCi may be needed for ablation (24).

After surgical or radio nuclide ablation of the
gland, L-thyroxine replacement therapy should be
instituted.

Conclusion

Lingual thyroid is a rare clinical entity but is
potentially underdiagnosed. It should always be
kept in mind in patients with midline masses in the
neck especially at the dorsum of their tongue and a
planned diagnostic and therapeutic workup should
be undertaken.
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