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rheumatica is a clinical syndrome characterized by 
pain and stiffness in the neck, shoulders, and hips, 
fatigue, weight loss and low‑grade fever and also rarely 
presented as a paraneoplastic manifestation. There are 
no specific diagnostic tests for PMR.[3] Cancer‑associated 
rheumatic disorders may represent a paraneoplastic 
phenomenon, i.e., occur at a distance from the primary 
tumor or metastases and be induced by the malignancy 
through mediators such as hormones, peptides, and 
antibodies. Case reports present a possible association of  
polymyalgia rheumatica with breast cancer, colon cancer, 
lymphoma, acute myeloid leukemia, prostate cancer.[2,4,5] 
Association between parathyroid cancer and PMR has 
not been reported in the literature previously. We want 
to emphasize that PMR may present as the first sign of  
parathyroid carcinoma.
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Dual ectopic thyroid – 
noninvasive diagnosis 
on radionuclide thyroid 
scan with SPECT/
CT correlation: A case 
report and brief review of 
literature
Sir,
Ectopic thyroid tissue (ETT) is a rare congenital anomaly 
defined as thyroid tissue not located anterolaterally from 
the second to the fourth tracheal cartilage. ETT may occur 
anywhere along the path of  descent of  the thyroid. It is 
very unusual for two distinct foci of  ETT to be present 
simultaneously.[1] 

An 8‑year‑old boy presented to his physician with 
complaints of  constipation and generalized weakness. 
Parents also complained about his stunted growth. His 
academic performance was average. Considering his 
history complete hormonal profile was ordered, which 
showed thyroid stimulating hormone value of  131 µIU/
ml (Normal 0.5‑5.0 µIU/ml), T3 – 110 ng/ml (Normal 
80‑230 ng/dl), T4 – 6.4 mcg/dl (Normal 7‑14 mcg/
dl). Rest of  the hormonal profile was unremarkable. 
Neck sonography failed to reveal thyroid tissue in the 
pretracheal region. With this information, thyroid ectopia 
was suspected and so patient was referred for thyroid 
scan. His planar scan [Figure 1] demonstrated two 
foci of  increased tracer uptake, one at the base of  
tongue (white arrow) and other in submandibular region 

Figure 1: Tc‑99m pertechnetate scan of an 8‑year‑old boy, with suspected 
thyroid ectopia. His planar scan (Figure 1) demonstrated two foci of 
increased tracer uptake, one at the base of tongue (white arrow) and other 
in submandibular region (red arrow). There was no tracer uptake in the 
thyroid bed. These features were highly suggestive of dual ectopic thyroid.
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(red arrow). There was no tracer uptake in the thyroid 
bed. Single photon emission tomography‑computed 
tomography (SPECT‑CT) imaging [Figure 2] localized 
these two distinct pertechnetate‑avid foci to enhancing, 
hyperdense soft tissues measuring 9 × 9 mm at the 
base of  tongue (white arrow) and other measuring 8 × 
7 mm in submandibular‑prehyoid region (red arrow). 
Considering pertechnetate avidity and enhancement 
on noncontrast CT, a diagnosis of  dual ectopic thyroid 
was made. Patient had no complaints of  pressure or 
obstruction in neck. The patient is started on thyroid 
hormone replacement therapy with levothyroxine and 
is advised regular follow‑up.

Hormone production from ETT is usually insufficient, 
leading either to a subclinical or clinical hypothyroid 
state. The incidence of  clinical hypothyroidism with ETT 
varies from 24 to 60%. Usually the patients complain of  
a palpable mass, growth retardation and lump sensation 
in the throat. Patients may have dyspnea, stridor or cough 
due to intratracheal thyroid gland. Adolescents and young 
adults may present with slow heart rate, chronic tiredness, 
cold intolerance, constipation, mental fatigue, difficulty in 
learning, obesity, scholastic problems and delayed sexual 
maturation.[2]

Lifelong thyroxine therapy is required according to 
individual thyroid status after establishing the diagnosis. It 
helps in achieving the euthyroid status as well as decreasing 

the size of  ectopic thyroid swelling by lowering the elevated 
TSH level.[3] Surgery is usually not done, since the ectopic 
thyroid may be the only functioning tissue in the body. 
It is indicated if  the patient has pressure or obstructive 
symptoms, or there is suspicion of  malignancy in ETT. At 
times ectopic thyroid of  these patients are excised when 
they present with mass in neck region, rendering them 
frankly hypothyroid as against subclinical hypothyroid state 
that they were suffering from earlier.[4] Hence, possibility 
of  ectopic thyroid should be kept in mind and evaluated 
accordingly. Dual ectopic thyroid is an extremely rare 
occurrence with around 30 cases reported worldwide so 
far. The majority of  dual ectopics were shown to be in the 
neck and rarely away from the line of  descent.[1,5]

Radionuclide studies are highly sensitive and specific 
in demonstrating the functional tissues in patients with 
ectopic thyroid.[1] Tc‑99m pertechnetate scan is a well‑
known method for evaluating the size, distribution and 
activity of  thyroid and distinguishing it from other tissues 
in the head and neck and superior mediastinum. Single 
photon emission tomography‑computed tomography 
(SPECT‑CT) is an example of  fusion imaging where 
functional information of  nuclear medicine and anatomical 
information of  radiology can be evaluated together. On 
CT thyroid tissue has an attenuation coefficient higher than 
that of  muscle, which is thought to be due to high iodine 
content in thyroid tissue. 

Figure 2: SPECT‑CT images of Tc‑99m pertechnetate scan. The scan localized two distinct pertechnetate‑avid foci to enhancing, hyperdense soft tissues 
measuring 9 × 9 mm at the base of tongue (white arrow) and other measuring 8 × 7 mm in submandibular‑prehyoid region (red arrow). Considering 
pertechnetate avidity and enhancement on noncontrast CT, a diagnosis of dual ectopic thyroid was made.
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We suggest a thyroid scan and if  available SPECT/CT 
should be performed in all cases of  suspected thyroid 
ectopia before any intervention is performed. Although 
rare, the possibility of  ETT should be kept in mind 
whenever similar clinical scenarios are encountered.
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Hypoparathyroidism 
in a case of Wilson’s 
Disease: Rare 
association of a rare 
disorder
Sir,
Wilson’s disease, popularly known as hepatolenticular 
degeneration, is a disorder of  copper metabolism in which 

there is a deficiency of  copper transporting protein as a 
result of  which excess copper is deposited at abnormal 
places. Liver is the primary site of  involvement and eyes 
and brain are the other most consistently involved organs. 
However in a metabolic disorder like this, involvement 
of  other organs yet unexplored and cannot be denied. 
We report a case of  Wilson’s disease with all known 
typical features, but one atypical finding that was resistant 
hypocalcemia due to hypoparathyroidism.

A 16‑year‑old boy presented with dystonias of  limbs 
and orofacial region. He also showed features of  tetany 
and carpopedal spasm [Figure 1]. His facial expression, 
extrapyramidal features and presence of  Kayser‑ Fleischer 
rings around the cornea led us to make a diagnosis of  
Wilson’s disease which was confirmed by laboratory 
investigations [Figure 2]. His serum calcium total and 
ionic (6.8 and 0.06 mg/dl respectively) and serum magnesium 

Figure 1: Carpopedal spasm

Figure 2: MRI brain (T2 weighted) showing hyper intensities in bilateral 
basal ganglia
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