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Ectopic Thyroid Nodular Hyperplasia Misdiagnosed
as an Anterior Mediastinal Malignant Mass : A Case Report

Chang Mook Park, MD', Dong-Bin Ahn, MD, Ji Young Park, MD?’ and June Sik Park, MD, PhD'

'Department of Otorhinolaryngology-Head and Neck Surgery; *Pathology,
Kyungpook National University Hospital, School of Medicine, Daegu, Korea

-ABSTRACT -

We describe a case of ectopic thyroid nodular hyperplasia, which mimicked a lymph node metastasis from a
primary occult thyroid carcinoma. 50-year female was admitted to our clinic because of anterior mediastinal
mass. On physical examination, there was a single, non-tender, firm swelling situated in the left supraclavicular
region. Contrast-enhanced neck-chest CT showed about 5 cm-sized heterogeneous mass being strongly suspi-
cious to malignancy such as a thymic carcinoma. PET-CT also revealed a circular lesion accompanied partially
intense FDG uptake at the inferolateral area of left thyroid. Excision of the tumor was performed. Conventional
biopsy proved a ectopic thyroid nodular hyperplasia which could mimic a metastasis of the thyroid carcinoma.
Being aware of the possibility ectopic thyroid nodular hyperplasia is important so that unnecessary surgical as-
sessment and undesirable sequelae should be avoided. (J Clinical Otolaryngol 2010;21:288-292)
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Fig. 1. A : Confrast-enhanced chest CT shows 5x3.5x2 cm sized heterogeneous mass (arrow) with enhancement
and central lesion being suspected to necrosis or hemorrhage or cystic formation (block arrow) compressing the tra-
chea between brachiocephalic artery and left subclavian vein. B : PET-CT, torso scan using F-18 FDG 11.7 mCi show-
ing low density lesion sized about 4.5 cm in anterior mediastinal area below left thyroid gland accompanied intense
FDG uptake (SUVmMax 10.3) especially to medial portion of the mass (arrow). There are no sign of other FDG uptake with
doubt any lymph node or distant metastasis.
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Fig. 2. A : Gross specimen shows well encapsulated 5x3.5x2 cm sized mass. B : Cross section demonstrates multi-
lobular yellow solid lesion to light brown mass with focal cystic formation, with fibrous septum.
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Fig. 3. A : Cytologic features show normal thyroid follicles (T) and nodular hyperplasia (NH). Those are well devided fo

capsule (arrow)(H and E x 100). B : High magnification of field from Fig. 3-A reveals follicular epithelial cells with uni-
form and small round to oval nuclei with regular nuclear outline. On the other hand, it contains some nuclear grooving
(arrow) and hyperchromatic nuclei (arow head) but no sign of malignancy like papilliform cellular growth, psam-

moma body and infra-nuclear inclusion (H and E x 400).
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