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Introduction

Ectopic thyroid gland is an
uncommon embryological aberra-
tion, described for the first time in
1869 by Hickman.1 It results from
the failure of the thyroglossal duct
to migrate from the foramen cae-
cum at the junction of the anterior
two-thirds and posterior one-third
of the tongue to its final prelaryn-
geal position during development
of the foetus. The thyroid tissue
can be found anywhere between
the foramen caecum and the cervi-
cal position of the thyroid gland.
The lingual localisation is the
most frequent.2,3

We present a case of lingual
thyroid in a child, with a review of
the clinical presentation, diagno-
sis, and management of such
lesions.

Case report

A 10-year-old child with a history
of dysphagia associated with full-
ness in the throat without dyspho-
nia or dyspnoea was referred to
the department of ENT of our hos-
pital. The oro-pharyngeal exami-

nation revealed a hyperaemic
mass behind the V lingual, mea-
suring 3 cm in diameter, renitent
on palpation, without bleeding
(Figure 1). The fibre-optic exami-
nation of the pharyngo-larynx and
the cervical palpation were nor-
mal. There were no cervical
lymph nodes, and no clinical signs
of hypo- or hyperthyroidism.

Ultrasonography of the neck
found no thyroid tissue in the
prelaryngeal region. A CT scan
showed a mass on the base of the
tongue (Figure 2) and confirmed
that the normal thyroid area was
empty. A radioisotope study using
131I showed accumulation on the
lingual mass, and none in the
prelaryngeal region. The diagno-
sis of lingual thyroid was very
probable, and to confirm it a biop-
sy from the mass was performed.
The histopathological examina-
tion revealed normal thyroid tis-
sue. 

Because of her good tolerance
of this mass, we decided to follow
the patient, and at this time, after 4
years, there is no modification of
the size or other characteristics of
her lingual thyroid. 

Discussion

The thyroid gland develops as an
early pharyngeal derivative and
appears from an invagination in
the floor of the pharynx during the
4th embryonic week. From the 4th

to the 7th embryonic week, the
gland migrates caudally to the
developing trachea and remains
attached to the pharynx by the thy-
roglossal tract. An ectopic thyroid
can be situated at any point in the
normal pathway from the foramen
caecum to the lower neck.2,3

The true incidence of lingual
thyroid is unknown, because many
patients are asymptomatic. It
occurs more often in females than
in males, with a mean age at diag-
nosis of 40 years. The symptoms
coincide with puberty, pregnancy,
and menopause, when raised 
levels of thyroid stimulating hor-
mones cause hypertrophy of the
gland. The clinical manifestations
depend on the volume of the mass,
and can include dysphagia, sense
of a foreign body, change in the
quality of speech, dyspnoea,
haemorrhage, and/or otalgia.2,4,5

Approximately 70% of patients
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with a lingual thyroid have some
degree of hypothyroidism. In
childhood, the lingual thyroid 
is the most frequent cause of 
myxoedema.3 In our case, there
were no clinical signs of hypothy-
roidism, and the level of thyroid
hormones was normal. 

The diagnosis is based on radi-
ological and radioisotope studies.
The CT scan defines the size of
the lesion, and visualizes the nor-
mal thyroid area. MRI is actually
more effective for presurgical
evaluation.3,5 Scintigraphy is the
gold standard method of deter-
mining the number and location of
functional ectopic thyroid tissue
masses. It typically shows an
absence of tracer uptake at the
normal cervical site of the gland,
with focal accumulation at the
ectopic site.2 The biopsy is neces-
sary to confirm the normality of
the thyroid tissue. It can be col-
lected by fine needle aspiration,
with 95% sensitivity if examined
by an experienced cytologist.2

Ectopic thyroid glands can be
affected by all the disorders that
affect thyroid glands in the normal
position, such as thyroid adenoma,
hyperplasia, inflammation, and
carcinoma. This last eventuality is

rare, and when it occurs, more than
85% are papillary carcinomas.6

The treatment of ectopic lingual
thyroid depends on its clinical pre-
sentation. Small and asympto-
matic lesions are kept under
observation. Surgery is indicated
for repeated haemorrhage, dys-
phagia, signs of airway obstruc-
tion, and malignant lesions in the
ectopic gland, considering there is
functional thyroid tissue in the
normal position. Two different
surgical techniques are described:
(i) the ablation of the ectopic lin-
gual thyroid and (ii) transplanta-
tion to the sub-mental region, with
a medial pharyngotomy, after a
temporary tracheotomy. The prin-
cipal complication of this surgery
is bleeding of the mass, and liga-
ture of the lingual artery is often
necessary.

Ablation of the ectopic thyroid
tissue may cause hypothyroidism,
because 70% of the patients have
no other thyroid tissue; prescrip-
tion of thyroid hormone replace-
ment therapy is necessary in these
cases.3 Transplantation of a lin-
gual thyroid is a good way to
avoid using hormonotherapy, but
the risk of hypothyroidism
remains with this technique. 

Thyroid ablation with radioac-
tive iodine is reserved as alterna-
tive to surgery or for patients who
refuse surgery.2,4,5
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Figure 1
Hyperaemic mass at the base of the tongue

Figure 2
CT scan showing a well circumscribed mass in the posterior
aspect of the tongue.


