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Case report 

Lateral neck ectopic thyroid carcinoma: Rare location for 
ectopic malignancy 

Khadija El Bouhmadi *, Youssef Oukessou, Sami Rouadi, Redallah Abada, Mohamed Roubal, 
Mohamed Mahtar 
Department of Otolaryngology, Head and Neck Surgery, Ibn Rochd University Hospital, Faculty of Medicine and Pharmacy, Hassan II University, Casablanca, Morocco   

A R T I C L E  I N F O   

Keywords: 
Lateral neck ectopic thyroid tissue 
Thyroid gland 
Papillary carcinoma 

A B S T R A C T   

Lateral neck ectopic thyroid tissue remains a rare entity that can be affected by any lesion involving the gland. 
The origin of lateral neck ectopic thyroid carcinomas still debated between a metastatic disease secondary to 
thyroid primary tumor and primary malignancy on the ectopic tissue. Anyway, it should indicate an exploration 
of the gland. 

We report the case of a 36 years old female with one year history of hyperthyroidism who was admitted for 
multinodular grade II goiter with a firm mass in the left level II of the lateral neck. The thyroid scintigraphy 
demonstrated multiple functioning nodules corresponding to toxic multinodular goiter; in addition to two cold 
hypofunctional nodules. The cervical ultrasound showed a voluminous multinodular goiter classified as EU 
TIRADS 5. The surgical procedure exposed a multinodular mass, lateral to the internal jugular vein, with the 
appearance and structure of the thyroid gland and no connection to it. The thyroid gland was exposed next 
through a collar incision. Each mass was dissected and removed individually. The histopathology examination of 
the thyroid gland found papillary carcinoma extracapsular extension. The pathology results of the other mass 
reported multiple colloid nodules with cystic component, papillary in appearance, with the same cancer pro-
liferation, compatible with ectopic thyroid tissue with papillary carcinoma. No lymph node tissue was found. The 
patient was sent for complementary RAItherapy. 

We report a rare case of lateral neck ectopic thyroid papillary carcinoma that supplements and supports the 
lacking literature data concerning the management of this rare entity.   

1. Introduction 

Most ectopic thyroid tissues are located in the midline area corre-
sponding to the embryological descending path of the gland. Lateral 
neck ectopic thyroid tissue remains a rare entity that can be affected by 
any lesion involving the gland [1–3]. 

Lateral neck ectopic thyroid carcinomas secondary to metastatic 
diseases from thyroid primary carcinoma are hardly distinguished from 
true primary malignancy of the ectopic tissues [4]. Thus, the discovery 
of papillary carcinoma on ectopic thyroid tissue should indicate an 
exploration of the gland [5]. 

We report a rare case of lateral neck ectopic thyroid papillary car-
cinoma with misleading clinical presentation of a lymphadenopathy, 
that supplements and supports the lacking literature data concerning the 
diagnosis and management of this rare entity. 

2. Presentation of the case 

We report the case of a 36 years old female, with one year history of 
hyperthyroidism under Carbimazole 5 mg/day. The clinical examina-
tion found mobile multinodular grade II goiter with a firm mass in the 
left level II of the lateral neck. 

The thyroid scintigraphy demonstrated multiple functioning nodules 
corresponding to toxic multinodular goiter; in addition to two cold 
hypofunctional nodules one in the isthmus and the other on the superior 
part of the left lobe. The cervical ultrasound showed a voluminous 
multinodular goiter classified as EU TIRADS 5 according to its most 
suspicious nodule, associated to infracentimetric lymph nodes. The TSH 
value was normal (0,56 mU/l) as well as T3 (3,5 ng/l) and T4 (9,8 ng/l). 

The surgery was performed under general anaesthesia and aimed to 
remove the lateral mass first for an extemporaneous examination which 
would indicate lymph node dissection if malignant. The procedure 
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started by left superior horizontal U-shaped incision regarding the 
lateral mass. The surgical dissection exposed a multinodular mass, 
lateral to the internal jugular vein, with the appearance and structure of 
the thyroid gland and no connection to it (Fig. 1). 

The following surgical time consisted on exposing the thyroid gland 
through a collar incision. After the muscular dissection, the recurrent 
laryngeal nerves and parathyroids were preserved in both sides. This 
surgical step allowed the exposure of two independent masses corre-
sponding to the thyroid gland and a mass with the same structure and 
appearance presenting as ectopic thyroid tissue (Fig. 2). 

Each mass was dissected and removed individually (Fig. 3). The 
cavities were closed on Redon drains. The postoperative follow up was 
uneventful. 

The histopathology examination of the thyroid gland found papillary 
carcinoma with extracapsular extension. The pathology results of the 
second mass reported multiple colloid nodules with cystic component, 
papillary in appearance, with the same cancer proliferation, compatible 
with ectopic thyroid tissue with papillary carcinoma. No lymph node 
tissue was found. The patient was sent for complementary RAItherapy. 

This case has been reported in line with the SCARE 2020 criteria [6]. 

3. Discussion 

The thyroid gland has two embryological origins. It originates 
medially from a diverticulum located in the median ventral wall of the 

pharynx by an endodermal thickening between the 1st and 2nd 
pharyngeal pouches around the 4th week of development forming most 
of the thyroid parenchyma. The neural crest cells from the 4th and 5th 
lateral pharyngeal pouches contribute in the formation of parafollicular 
C cells. In the 3 following weeks, the primitive thyroid tissue descends 
from the foramen caecum, anterior to the hyoid bone and laryngeal 
cartilages, to reach its final pretracheal location, and then the divertic-
ulum pathway retracts forming the thyroglossal duct which involutes 
later [1,2,7]. 

Abnormal descent of the thyroid gland leads to an ectopic thyroid 
mostly located in the midline area of its descending path described as 
lingual (90%), sublingual, thyroglossal or intralatyngotracheal. The 
occurrence of ectopic thyroid tissue in a non-midline site is extremely 
rare and can be found as lateral neck lymphatic nodules, on the peri-
cardium, or on the cervical oesophagus and can be mistaken for 

Fig. 1. Left cervical mass with the structure and appearance of the thyroid gland.  

Fig. 2. The exposure of two independent masses, the thyroid gland and lateral 
ectopic thyroid tissue. 

Fig. 3. The two thyroid masses removed individually: the thyroid gland (black 
arrow) and lateral ectopic thyroid tissue (yellow arrow). (For interpretation of 
the references to colour in this figure legend, the reader is referred to the web 
version of this article.) 
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neoplastic disease [1,2,5]. This ectopic entity may represent the only 
functional thyroid tissue in the body [4]. 

Since they share the same structure, any lesion which affects the 
main thyroid gland may also involve the ectopic thyroid remnants, 
including cysts, nodular goiter and carcinomas [3]. Indeed, primary 
thyroid carcinomas arising from ectopic thyroid tissue are uncommon, 
mostly reported in the thyroglossal cysts, lateral aberrant thyroid tissue, 
lingual and mediastinal thyroid and struma ovarii. The main histological 
types are papillary, mixed papillary and follicular carcinomas or Hurthle 
cell tumours [8]. 

The lateral cervical location of ectopic thyroid tissue (1–3%) was 
considered first as an embryological variation since it originated from 
lateral thyroid remains deposited outside the gland as it descended from 
the base of the tongue to the triangular cervical muscles. Presently, 
multiple authors relate its origin to a metastatic deposit of well- 
differentiated thyroid carcinoma. The absence of lymph node tissue in 
the pathology study could be explained by the total replacement of the 
lymphoid tissue by the thyroid carcinoma [2]. However, the ectopic 
tissue can, in rare cases, include a primary thyroid carcinoma [1,4]. 

As a result, precise incidence and prevalence data of lateral neck 
ectopic thyroid carcinomas are lacking, secondary to the difficulty of 
identifying metastatic diseases related to a thyroid primary carcinoma 
from the true primary malignancy of these ectopic tissue [4]. 

The discovery of papillary carcinoma on ectopic thyroid tissue raises 
the possibility of an occult primary in the thyroid gland and should 
indicate an exploration of the gland or even removal of at least the 
ipsilateral lobe [5,9]. 

In the case of primary carcinoma of ectopic thyroid tissue, regarding 
the lack of data, there are no evidence-based guidelines on the optimal 
treatment [4]. Simion et al. proposed total thyroidectomy with ipsilat-
eral modified neck dissection followed by radioactive iodine therapy 
[10]. Agosto-Vargas et al. reported a case treated with total thyroidec-
tomy followed by radiation therapy [4]. 

4. Conclusion 

Lateral neck ectopic thyroid carcinomas remain a rare entity. They 
present difficulty to distinguish metastatic diseases related to a thyroid 
primary carcinoma from true primary malignancy of the ectopic tissues. 
Thus, the discovery of papillary carcinoma on ectopic thyroid tissue 
raises the possibility of an occult primary in the thyroid gland and 
should indicate an exploration of the gland, by imaging techniques first. 
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