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CASE REPORT

A Case of Ectopic Thyroid Tissue Diagnosed by Fine Needle Aspiration in the Lateral

Neck

Kyung Nam Lee, Sang Mi Kim, Jin Hee Choi, Kwang Duck Ryu, Bo Won Kim, Min Ji Shin, Bo Hyun Kim, In Ju Kim

Department of Internal Medicine, Pusan National University Hospital, Pusan National University School of Medicine, Busan, Korea

Ectopic thyroid glands generally occur in the midline as a result of abnormal median migration and their presence in lateral to the
midline is rare. Embryologically, the thyroid gland is derived from two anlages: a large median endodermal anlage and two lateral
anlages. The median anlage produces most of the thyroid parenchyma, whereas the lateral anlage is derived from the fourth pha-
ryngeal pouch and contributes 1-30% of the thyroid weight. In rare cases, failure of the lateral anlage to fuse with the median anlage
can result in lateral ectopic thyroid gland. For many years, lateral, aberrant thyroid tissue in adults was a term used almost exclu-
sively for metastatic thyroid carcinoma. However, aberrant, benign ectopic thyroid tissue rarely occurs. We present a 47-year-old
man who had incidentally detected mass on the right lateral neck. He was clinically in a euthyroid status and the thyroid function
test results were normal as well. Neck ultrasonography revealed a mild diffuse goiter and a 1.22 x 0.65 cm sized ovoid mass like le-
sion was located in the right level IV of the neck. The result of fine needle aspiration cytology was adenomatous goiter without lym-
phoid tissue or any malignancy. We rarely report aberrant, benign ectopic thyroid presence as a lateral neck mass. (Endocrinol

Metab 27:217-221, 2012)
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Fig. 1. Technetium-99m (*"Tc) thyroid scan. *™Tc thyroid scan shows mild dif- e
fuse enlargement of the thyroid gland. Lateral neck mass was invisible on thy- oL g
roid scan. =
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Fig. 2. Ultrasonography of thyroid gland. Ultrasonography of thyroid gland shows a 1.22 x 0.65 cm sized ovoid mass like lesion in right level IV (white arrow). (A)
Transverse view. (B) Longitudinal view. (C) Color Doppler image shows a mass with peripheral vascularity. (D) Follow-up ultrasonography image shows no significant
interval change.
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A A28 WOl AL A] R 5740/mny’, BN 139 g/
dL., BT 229000/mm’, A8kt Aol of At Eton]izd

O|&E A 22 TU/L, grahdotu]i-Ao) g4 22 TU/L, SHEAFE A F A
250 TU/L, 519 79 g/dL, Q] 46 g/dL, % el 24 0.63 mg/dL,
Yol @ A4 12.2 mg/dL, % Aobeld 09 mg/dL, Z+ 95 mg/
dLo|al YEEF 141.0 mmol/L, Z-5 393 mmol/L, §4~ 102.6 mmol/
Lo] ek

LAMS 22 ZAE T3 110 ng/dL (normal range, 80-170), 52| T4
1.40 ng/dL (normal range, 0.75-2.00), ZAFAAZE 25 2,01 plU/mL
(normal range, 0.3-5.00 2.2 74 IV 7155 HAAL A2
ZEZSA] 15 U/mL (normal range, 0-60), S{AMATFARSHE A8
A 25 TU/mL (normal range, 0-60), FIAMIA=E 2EEA] 0.2 TU/
mL (normal range, 0-15)% 5 SAJo]ch

UMM AW Te thyroid scan): A== FHE AT+
S VA AF7E BRI A AFHEE 2.0%2 SEE A0

[e

(Fig. D.

Fig. 4. Follow-up neck computed tomography after 3 years. The 1.1 cm sized
mass was located between right internal jugular vein and sternocleidomastoid
muscle (red arrow) without evidence of compression to adjacent structures or
thrombosis.
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UMMESO A TP FA= 25 g A= 2 Auleh S
7} ASlcE LEF 7H level O] 1.05 cm@] 75 Qupsdat ¢
735 level 11191 0.79 em YJupAo] SRRI=|QIet ZF2F MAft A3]5}
7F §ls Aollae] et AR dupiolgley AR dupio] fary
hilumo] XEE]o] glo] ¥hg-AJ o2 A% Ao At o.&
Z A level IVO| A= 1.22 x 0.65 cm A7]9] B3] AR =&
o] WAL FE-2 AFARN AP T oA FEE Hol
I GA] ARG HEsk= Gl B P4 glglch AExleS
QJel] v AIFSRAMEHAE A8t Fig. 2.

Ha|st A uAAZAAZA A o2 A E] 3Tt
28] thA] Alaz7h EAElo] glof AEUddAlE (adenomatous
goiten®]] FFoF o, L FZojL} oMYA HolA| Aottt
(Fig. 3).
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o] T3] A Tk(mass effecoo] 23] L2225 44 H(nternal jugular

vein) 9] FEro] & AL F-efste] A drtehd S Y (computed

@z

)

i)

tomography, CT)& AldY3}3ict CT 23} EHlZ(sternocleidomas-
toid muscle)2} HZHW Akelo]l 1.1 em 27]9] BF4E 37} Kol
XJek Lo QPufolut BAE PaEl] oh A0 R Liebyie)
(Fig. 4). $A}= Qb4 270 tfsl] AFJALE BFS] S74do] A%
g o 2 AAE LHsp| & shaL At W Folok

Fig. 3. Histologic findings of fine needle aspiration of neck mass. (A) The histologic picture of the aspirated specimen shows clusters of follicular cells and colloid
(H&E stain, x 400). (B) The colloid stains blue or purple with Giemsa staining (Giemsa stain, x 400).
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