Developmental Abnormality of the Thyroid
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Case 1

Chart No.: 19550315

  XXX 小姐，31歲女性。來院求診主要的原因是因為：六個月前生下第一胎小孩後就發現自己身體感覺腫脹，尤其在眼眶周圍的位置，此外也感覺自己的反應變得較為遲鈍。抽血檢查後發現有甲狀腺機能低下(T3:44 ng/dL, T4:0.7 ug/dL, TSH>150 uIU/dL)的情形，甲狀腺抗體亦呈陽性現象(Antimicrosomal antibody 1:100, Antithyroglobulin antibody <100)。理學檢查並未觸診到甲狀腺，超音波也未發現在頸部有甲狀腺的組織，病人回憶自己從小常覺喉嚨不舒服拿鏡子照時，就發現自己舌根後方有一塊腫腫的東西，但當時不以為異以為這是正常現象，大學時耳鼻喉科醫師檢查也看到舌根後方確實有一塊突出的組織，但病人並未做進一步的檢查。

建議病人做甲狀腺核醫攝影檢查，但病人考慮到停服甲狀腺素可能無法承受工作負擔，故一直未進行。目前病人一天服用兩顆甲狀腺素，甲狀腺機能維持在正常狀態(T4:10.4 ug/dL, T3:136ng/dL, TSH:0.955)，而舌根後方的突出組織也縮小了。

Case 2

Chart No: 16536614

   戴小姐32歲女性，過去並無甲狀腺疾病家族史和病史。最近一個月發現頸部中央出現一個無痛性結節，於是到門診求診。門診安排超音波導引下抽取術

   Sonorgraphy study of neck showed a lobulated mass about 3 cm , with inner floating material, in anterior neck at midline, with both extra- and intra-hyoid bone component.

  Cytology: abundant proteinaceous material and rare clusters of columnar cell consistent with thyroglossal duct cyst.

  CT of head and neck with contrast medium, showed a lobulated cystic lesion( 2x1x1 cm) , of subtle rim enhancement, located at midline embedded in the left muscle. There is mainly extrahyoid bone component and minimal intrahyoid component.

   在確定Thyroglossal duct cyst 的診斷後即建議病人轉診至外科門診

           Fig 21-6

Developmental Abnormality of the Thyroid 

· The thyroid is embryologically an offshoot of the primitive alimentary tract, from which it later becomes separated. A median anlage arises from thee pharyngeal floor in the region of the foramen cecum of the tongue.

· The main body of thee thyroid l descends into the neck from this origin and is jointed by paired of lateral components originating from the ultimobranchial bodies of the fouth and fifth branchial pouches. It is from these lateral components that the C cells enter the thyroid lobes.

· The median thyroid anlage may rarely fail to develop, causing athyreosis, that is, absence of the thyroid gland, or it may differentiate in locations other than the isthmus and lateral lobes. The most common of these is as the pyramidal lobe, which had been reported in as many as 80 percent of patients in whom the gland was surgically exposed. Usually the pyramidal lobe is small; however, in Graves’disease or lymphocytic thyroiditis is often enlarged and is frequently clinically palpable. 

        Fig 53-4(degroot)

· Other variations involving the median thyroid anlage represent and arrest in the usual decent of part or all of the thyroid－forming material. These variations include the development of a lingual thyroid, suprathyroid and infrathyroid thyroid tissue, and persistence of the thyroglossal duct as a sinus tract or cyst.

· A thyroglossal duct or cyst is the most common of the clinically important anomalies of thyroid development. Before removal of what appears to be a thyroglossal duct cyst, the surgeon must be certain that a normal thyroid gland is present. Instead of a cyst, the surgeon must be certain that a normal thyroid gland is present. Instead of cyst, this mass might rarely be undescended thyroid tissue, and resection of it might remove the infant’s only thyroid tissue.

Lingual Thyroid

· Lingual thyroid is relatively rare, estimated to occur in l in 3000 cases of thyroid disease. It does, however, represent the most common location for functioning ectopic thyroid tissue. 

· Lingual thyroids are associated with an absence of the normal cervical thyroid in 70 percent of cases and occur more commonly in women than in men.

· The diagnosis is usually made by the discovery of an incidental mass in the back of the tongue in an asymptomatic patient. The mass may enlarge and cause dysphagia, dysphonia, dyspnea or a sensation of choking.

· As with other undescended thyroid tissue, hypothyroidism is frequently present hyperthyroidism is very unusual.

· The incidence of malignancy is extremely low.

· The diagnosis of lingual thyroid should be suspected when a mass is detected in the region of the foramen cecum of the tongue, as is established by radioisotop scanning

· The uaual treatment is replacement with thyroid hormone to suppress the lingual thyroid and reduce its size. Only rarely is surgical excision necessary.

Thyroglossal Duct Cysts

· Both cysts and sinus tracts can develop along the course of the thyroglossal duct. Normally the thyroglossalduct becomes obliterated early in embryonic life, but occasionally it may persist as a cyst or a draining sinus tract.

· The lesions usually appear the midline or just off the middle or just off the midline between the isthmus of the thyroid and the hyoid bone. Cysts often became infected and may rupture spontaneously. 

· Removal of the cyst or sinus usually requires excision of the central part of the hyoid bone and dissection of the tract to the base of the tongue (the Sistrunk operation), if recurrence is to be minimized.

· Thyroid carcinoma can develop from thyroid cells in the thyroglossal duct, especially if the individual has received low-dose irradiation to the head and neck.

Lateral Aberrant Thyroid Rests

· True lateral aberrant thyroid tissue is rare since the lateral anlages are normally incorporated into the expanding lateral lobes of the median thyroid anlage. It is now recognized that a mass of thyroid in the lateral neck previously called lateral aberrant thyroid, almost always represents well－differentiated, metastatic thyroid cancer within cervical lymph nodes rather than an embryonic rest and should be treat as such.

Carcinoma in ectopic thyroid 

· The neoplasms that arise in the thyroglossal tract have been mostly papillary carcinoma.

· Neoplasmas of sublingual and lingual ectopic thyroid tissue constitute the various types.

Hypothyroidism in ectopic thyroid

· Primary hypothyroidism occurs as a consequence of , or concomitant with numerous disorders, therapies, and chemical exposures.

· Chronic autoimmune thyroiditis and iodine dediciencyt are the most common causes worldwide.

· Less common causes of hypothyroidism include dyshormonogenetic defects of the thyroid and the transient hypothyroidism that occurs during recovery in patients with subacute thyroiditis, silent thyroiditis, and postpartum thyroiditis.

Table 58-1

· Congenital hypothyroidism may be classified as permanent or transient. The most common cause of congenital hypothyroidism worldwide is iodine deficiency, In iodine-sufficient regions, thyroid dysgenesis is the most common cause of congenital hypothyroidsim. 

· Prevalence of permanent primary congenital hypothyroidism in Taiwan Journal of the formasan Medical Association 94(5):271-3,1995 May 1988-1990: 991132 live birth in Taiwan, 329891 neonatal were screened for primary congenital hypothyroidism,

      ->57 cases of permanent primary congenital hypothyroidism were confired(prevalence :1 in every 5788 live births)(female preponderance with a female to male ratio of 1.7)

      ->36 were foung to have ectopic thyroid gland, 11 were found to dyshormonogenensis

        Table 85-2

Medline(1990-2001 total:165)

· Associated other disease: 

Hashimoto’s thyroiditis: 1,      Ectopic , colloid cyst: 1 Hyperthyroidism:4,            Multinodular goiter 1, 

Adulthood hypothyroidism: 3

· Diagnosis discussion(Nuclaer medicine , echo , fine needle aspiration): 9

· Rare location
Intracardiac area: 12(intracardiac follicular carcinoma 1 )

Submandibular area: 8,(review:2)

Oropharngeal mass: 2,            Intralaryngotracheal 2, 

Abdomen: 1,                    Phargeal: 1,

Adrenal : 2 ,                    Multilocular: 1, intratracheal 4, dual 2, gallbladder1, portal hepatis mass1, tongue and lymphnode1, tongue with massive bleeding 1, pancreatic area1,mediastinal 1, thoracic intrathymic 1, submucosa of duodenum mid-line neck mass(review)

Thyroglobulin level:2

Neonatal screening and congenital hypothyroidism:17

Dental hygiene screen:1

Morphology and Surgical mamagement in thyroglossal duct:6 ,carcinoma management 2

Management of ectopic thyroid nodular:2

Autotransplantation1

· Malignancy

Thyroglossal duct papillary carinoma: 4 + 1 (review)

Ectopic thyroid follicular carcinoma: 5

Ecotopic thyroid papillary carcinoma 4

