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ABSTRACT: A 13 year old male, presented to the OPD with a midline swelling in the neck since 

the last 5 years. A presumptive diagnosis of thyroglossal cyst was made clinically, which was later 

confirmed by ultrasound. Scintigraphy with99m Tc revealed that this midline mass was functional 

showing uptake, whereas no thyroid tissue was found in the normal location of the thyroid gland. 

Further evaluation revealed hypothyroidism. The patient was subsequently started off with 

thyroxine supplementation. 
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INTRODUCTION: From the summit of the tuberculum impar, the thyroid gland begins as a 

midline diverticulum of the pharyngeal floor between the first pair of pharyngeal pouches in the 

fourth week of gestation. This midline diverticulum grows downward and backward as a tubular 

duct1 with a varied relationship to the hyoid bone which becomes bilobed and descends into the 

neck, retaining its attachment to the floor of the pharynx, the upper end being represented by 

the foramen caecum2 of the tongue, and it’s lower by the pyramidal lobe of the thyroid gland. 

This is known as the 'thyroglossal duct'. By the sixth week of intrauterine life, it usually undergoes 

degeneration and disappears.3 Thyroglossal duct cysts (TDCs) result from a disorder of this 

developmental process. 

Ectopic thyroid tissue is a rare developmental abnormality involving aberrant 

embryogenesis of the thyroid gland during its passage from the floor of the primitive foregut to 

its final pre-tracheal position. Its prevalence is about 1 per 100000-300000 people, increasing to 

1 per 4000–8000 patients with thyroid disease.4,5 Ectopic thyroid is most common in females, 

especially in populations of Asian origin.6,7 It may occur at any age, from 5 months to 40 years, 

but it is most common at younger ages. We report the course and management of a child with 

ectopic thyroid which mimicked the thyroglossal duct cyst. 

 

CASE REPORT: A 13-year-old male child presented to the out-patient department with a history 

of midline swelling of the neck, first noted at the age of five years. Since its early presentation, 

there was a gradual increase in size over a period of eight years. There was no history of pain, 

fever, dysphasia, dyspnea, or any other swellings in the oral cavity and there was no suggestive 

history of hypothyroidism or hyperthyroidism. No significant family history was found. 

On examination, the general health condition of child was normal. A midline freely mobile, 

firm, non-tender, non-pulsatile neck swelling was found. It was vertically oval, 5x3 cms in size 

with well-defined borders extending more to the left side of the neck (Fig. 1). Movement with 

deglutition and on protrusion of tongue was noted. No other palpable swellings were present. 

Systemic examination including cardiovascular and gastrointestinal systems was normal. 
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Patient was evaluated and provisionally diagnosed to have thyroglossal duct cyst. 

 

  
 

 

 

 Routine hematology was normal. TSH levels were elevated with decreases in T3 and T4 

hormones. 

 On Ultrasound scan, absence of normal thyroid in its anatomical position was noted.8 

 Fine needle aspiration cytology showed normal thyroid cytology. 

 

 
 

 
 

 99mTc -thyroid uptake scan9 revealed that this midline mass was in fact the only 

functioning thyroid tissue present in the child. 

 Replacement with L-thyroxine was started. 
 

Surgery was deferred as the patient is already in a hypothyroid state and the midline 

swelling is the only functioning thyroid tissue present and any inadvertent surgery will end up in 

worsening the hypothyroidism. 

 

DISCUSSION: The wall of a thyroglossal duct cyst is the second most common site for ectopic 

thyroid tissue, the most common being the lingual thyroid.11 Up to 1- 2% of patients presenting 

with a thyroglossal duct cyst have an ectopic thyroid gland.10,11,12,13 Ectopic thyroid is mostly 

asymptomatic, but in one third of patients it presents with hypothyroidism.7,14 Hyperthyroidism is 

rare. Nevertheless to prevent inadvertent removal of the only functioning thyroid tissue and its 

Figure 1 Figure 2 

Figure 3 
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subsequent complications, a routine preoperative USG in suspicious thyroglossal duct cyst is 

proposed. 

Hence, such suspected cases as TGDC should have thyroid function tests, ultrasonography 

and 99mTc thyroid scan to locate additional functioning thyroid tissue which avoids subjecting the 

patient to inappropriate surgery and subsequent sequelae. 

 

CONCLUSION: Ectopic Thyroid tissue in a Thyroglossal duct cyst is a rare anomaly. Here 

with we report a case in a 13 year old boy. Functioning thyroid tissue in its normal 

anatomical position must be ensured before resorting to surgery in this type of cases. 
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