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ABSTRACT

Background: Ectopic thyroid tissue is a rare condition, especially when present inside lateral cervical lymph nodes. Only two 
similar cases have been reported.

Case Presentation: A case of ectopic thyroid tissue in the lymph nodes of the lateral neck in a 34-year-old woman is reported, 
leading to a challenging differential diagnosis between micropapillary thyroid cancer with skip metastases or recurrent ectopic 
thyroid tissue. As a definitive diagnosis could not be made based on imaging or cytology, a diagnostic hemithyroidectomy was 
performed in combination with a total lateral neck dissection to avoid future ectopic thyroid tissue recurrence.

Conclusion: The presence of ectopic thyroid tissue in the lateral neck is rare, especially when present within the lymph nodes 
themselves. Important differential diagnosis with a thyroid malignancy must be made. Benign causes, such as ectopic thyroid 
tissue, are diagnoses by exclusion.

Keywords: Lymph nodes, thyroid dysgenesis, thyroid neoplasms, diagnosis, differential, thyroidectomy, neck dissection, case 
report.

Received: 13 September 2021    Accepted: 22 October 2021    Type of Article: CASE REPORT    Specialty: General Surgery

Correspondence to: Laurens Hutsebaut and Klaas Van Den Heede
*Department of General and Endocrine Surgery, Onze-Lieve-Vrouw OLV Hospital Aalst, Aalst, Belgium.
Email: klaasvandenheede@hotmail.com 
Full list of author information is available at the end of the article.

Background
Ectopic thyroid tissue is a developmental abnormality 
originating from the embryological migration of the thy-
roid from the floor of the primitive foregut to its normal 
position in front of the trachea [1]. It is a rare condition 
with a prevalence of approximately 1 in 100,000-300,000 
people and 1 in 4,000-8,000 people with thyroid disease 
[2]. Since most patients are asymptomatic, the true prev-
alence remains unknown [3]. In 70% to 90% of cases of 
ectopic thyroid tissue, there is no orthotopic thyroid [4].

When present, ectopic thyroid tissue is usually found 
along the embryonic descent of the thyroid resulting in a 
lingual or tracheal localization. About 90% of cases have 
a lingual localization. Aside from hypothyroidism, the 
Thyroid-Stimulating Hormone (TSH)-related secondary 
enlargement of thyroid tissue in this area might lead to dys-
phagia, dyspnea, dysphonia, and pain. Other ectopic thyroid 
tissue locations include the tracheal, submandibular, and lat-
eral cervical neck region. Intra-abdominal and intrathoracic 
localizations have been described but are extremely rare [5].

Only 1% to 3% of all ectopic thyroid tissue is located 
in the lateral neck [6]. Patients usually present with a lat-
eral, palpable, mobile, and painless mass [7]. This kind of 
ectopic thyroid tissue was initially regarded as malignant 

lesions and was defined as “lateral aberrant thyroid” [8]. 
In these cases, an orthotopic thyroid gland is usually pres-
ent making the patient euthyroid. Possible causes of this 
type of ectopic tissue include embryological development 
errors, tissue spread during thyroid surgery, metastasis 
of thyroid cancer, and benign lymphatic transport of thy-
roid tissue [6,9]. The lattevr has only been supported by 
some case reports describing benign ectopic thyroid tis-
sue within lateral lymph nodes [6,10]. The main and most 
important differential diagnosis in these cases is metastatic 
thyroid cancer. Ultrasound, scintigraphy, and fine-needle 
aspiration are the available diagnostic tools [11].

Case Presentation

Diagnosis

A 34-year-old Belgian woman presented with a painless 
right-sided adenopathy in the right lateral neck. She was 
otherwise asymptomatic with a pain numerical rating scale 
score of 0 (scale range 0-10) and no clinical signs of hypo- 
or hyperthyroidism, compressive symptoms, or voice 
changes. Her medical history included the surgical removal 
of a right-sided submandibular nodule 3 years earlier con-
taining ectopic thyroid tissue on histopathology. She was 
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an ex-smoker but did not drink or use recreational drugs. 
Family history was negative for thyroid cancer. Clinical 
examination showed a nodular goiter of the right thyroid 
and at least 3 enlarged lymph nodes of about 1.5 to 2 cm 
located in the right lateral neck (area IIB-III). She was in 
good general condition. Her laboratory findings including 
thyroid function tests were all within normal range.

Neck ultrasound confirmed the clinical observations. 
In the upper lobe of the right thyroid, two well-defined 
hypoechogenic nodules (of 7 and 10 mm, respectively) 
were observed, resembling benign thyroid adenomas. The 
left thyroid and isthmus were unremarkable. Additionally, 
in region IIIB of the right neck, three heterogeneous nod-
ules (of 9, 18, and 20 mm, respectively) were observed, 
resembling ectopic thyroid tissue. 

Cytology after fine-needle aspiration of the thyroid was 
normal (Bethesda 2). No malignant cells were retained in 
either of the two samples. No thyroid tissue was found in 
the lateral neck sample. Additional thyroglobulin immu-
nohistochemistry was negative. 

A 99mtechnetium-Single Photon Emission Computed 
Tomography (MIBI SPECT/CT) showed a moderate 
uptake of some structures located superior and lateral of 
the right thyroid proving the presence of thyroid tissue 
(Figure 1).

Treatment

After a multidisciplinary discussion, a diagnostic right 
hemithyroidectomy was proposed because of the thyroid 
nodularity. A total, right lateral neck dissection was pro-
posed and discussed with the patient to reduce the risk of 

future lateral recurrence of ectopic thyroid tissue growth. 
In the unlikely case of a micropapillary thyroid carcinoma 
with skip metastases, a completion left hemithyroidec-
tomy could have been performed in a second time. A right 
hemithyroidectomy with total lateral neck dissection with 
lymphadenectomy was performed, removing all lymph 
nodes of neck areas IIA, IIB, III, and IV. During surgery, 
one elongated adenopathy and two cystic lesions with 
thyroid parenchyma were found. Additionally, a nodular 
cystic lesion was found in the upper part of the right thy-
roid lobe. The surgery was uneventful.

Histopathology 

Postoperative histopathology reported the presence of 
ectopic thyroid tissue in 2 out of 14 lymph nodes. The 
lesion of the right thyroid was reported as nodular hyper-
plasia. No signs of a thyroid malignancy were found in the 
thyroid lobe or the lymph nodes (Figure 2).

Follow up 

The patient was seen at the outpatient clinic 6 weeks 
after surgery. A routine blood test showed thyroid func-
tion tests within the normal range. No wound morbidity 
or voice changes were present. Laryngoscopy confirmed 
normal functioning vocal cords. Follow-up neck ultra-
sound performed 7 months after surgery depicted a single 
remaining lymph node close to the carotid neurovascular 
bundle. Due to its small diameter (6 mm), the previous 
benign pathology, and the proximity of the carotid artery, 
no further action was undertaken. After 2 years of clinical 

Figure 1. A 99m technetium-MIBI SPECT/CT fusion image. Slight zone of capitation located superior and lateral of the right thyroid lobe.
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and ultrasound follow-up with identical appearance, the 
patient was discharged from follow-up.

Discussion
The presence of thyroid tissue outside of the thyroid 
gland may occur in various clinical settings and anatomic 
locations. Differential diagnoses include both benign and 
malignant lesions [12].

Our patient’s ectopic thyroid tissue was found in an 
uncommon location, as only 1% to 3% of all ectopic thy-
roid tissue is found in the lateral neck [6]. The location 
inside the lymph nodes themselves is even rarer. Only 
two similar cases have been reported [6,10]. This is a 
unique case of recurrent ectopic thyroid tissue, prob-
ably after spilling, present inside the capsule of the 
lymph nodes combined with a nodular thyroid lobe. The 
necessity of a hemithyroidectomy with a lateral neck 

dissection to prevent recurrent (benign) enlarged lymph 
nodes in a young woman has not yet been published.

In our patient, the possibility of a micropapillary carci-
noma with skip metastases was unlikely, as the presenting 
symptoms, clinical examination, and laboratory findings 
are rather uncommon in the case of thyroid cancer [13]. 
A 99mtechnetium-MIBI SPECT/CT to evaluate the cervical 
mass was done because it provides good anatomical detail, 
unlike a Positron Emission Tomography (PET) scan [14]. 
It proved the presence of thyroid tissue in the lymph nodes 
excluding some common causes of neck masses such as a 
branchial cleft cyst. The remaining differential diagnosis 
consisted of two conditions: micropapillary thyroid can-
cer with skip metastases and recurrent benign ectopic thy-
roid tissue [15].

Fine-needle aspiration was also performed. Compared 
to fine-needle aspiration for thyroid nodules, a higher rate 

Figure 2. Postoperative histopathologic specimen. A/ Benign thyroid tissue within lymphoid tissue. B/ Benign thyroid tissue within a 
lymph node.
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of false-negative results is seen when carried out in the 
context of a cystic neck mass [14]. 

The patient’s medical history, clinical examination, 
thyroid function tests, and additional imaging might make 
a strong case for the presence of benign ectopic thyroid 
tissue. However, a definitive answer excluding thyroid 
cancer can only be provided by cytology or histopathol-
ogy and given the high false-negative fine-needle aspira-
tion results for cystic neck masses, a confident diagnosis 
remains difficult to make preoperatively. Therefore, the 
negative result of this patient was deemed not decisive 
enough to rule out malignancy.

It is still not clear whether ectopic thyroid tissue in the 
lymph nodes of the lateral neck is associated with thyroid 
cancer. This case supports the benign lymphatic transport 
theory of lateral ectopic thyroid. We opted to perform a 
total lateral neck dissection to avoid future ectopic thyroid 
growth. We share the opinion that it should be treated as 
metastases of thyroid cancer until proven otherwise [16].

Conclusion
The presence of ectopic thyroid tissue in the lateral neck 
is rare, especially when present within the lymph nodes 
themselves. An important differential diagnosis with a 
thyroid malignancy must be made. Benign causes, such as 
ectopic thyroid tissue, are diagnoses by exclusion.

What is new?
Only two cases of ectopic thyroid tissue in lateral cervi-
cal lymph nodes have been reported. The main and most 
important differential diagnosis in these cases is metastatic 
thyroid cancer. This case proves that a definitive answer to 
excluding thyroid cancer can only be provided by cytology or 
histopathology.
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Summary of the case

1 Patient (gender, age) Female, 34 years old, previous history of submandibular ectopic thyroid tissue removal

2 Final diagnosis
Recurrent ectopic thyroid tissue inside lateral cervical lymph nodes mimicking enlarged, suspi-
cious lymph nodes

3 Symptoms
Painless right-sided adenopathy in the right lateral neck without clinical signs of hypo- or hyper-
thyroidism, compression, or voice changes

4 Medications (generic) None

5 Clinical procedure Hemithyroidectomy with ipsilateral neck dissection with total lymphadenectomy

6 Speciality Endocrine surgery

7 Objective
Determine the risk of malignancy and the best treatment option for recurrent ectopic thyroid 
tissue versus a small risk of thyroid cancer with skip metastases.

8 Background
The presence of ectopic thyroid tissue in the lateral neck is rare, especially when present within 
the lymph nodes themselves. Important differential diagnosis with a thyroid malignancy must 
be made.

9 Case report
A case of recurrent ectopic thyroid tissue within lateral neck lymph nodes with three thyroid 
nodules was treated with a hemithyroidectomy and a total lateral neck dissection to exclude 
thyroid cancer and reduce the risk of ectopic thyroid tissue recurrence.

10 Conclusions
Recurrent ectopic thyroid tissue inside lateral cervical lymph nodes is extremely rare but can 
mimic thyroid cancer.
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