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Sir,
A 5‑year‑old female child was brought to the outpatient 
department when her parents noticed a midline neck swelling 
for the past few days. On examination, the swelling moved 
with deglutition. Biochemically, the child was subclinically 
hypothyroid  (T3, 1.34  ng/ml; T4, 6.62  ug/dl; and TSH, 
7.55 uIU/ml). Ultrasonography of the neck showed a lingual 
thyroid lesion and a soft tissue nodule anterior to the thyroid 
cartilage. However, bilateral lobes of thyroid gland were not 
visualized in thyroid bed. The clinician suspected a thyroglossal 
cyst, and before proceeding with a Sistrunk operation, a thyroid 
scan was planned to look for functioning thyroid tissue.

Thyroid scan with 3mCi of Tc‑99m pertechnetate was done 
which revealed two abnormal focal radiotracer uptakes in the 
base of the tongue in planar images [Figure 1a and b]. This 
was further evaluated with low‑dose Single photon emission 
computed tomography-computed tomography (SPECT-CT) to 
further characterize the abnormal focal radiotracer uptake 
on planar imaging. This was done to confirm the sites of 
ectopic thyroid tissue which could potentially enlarge and 
cause dysphagia and airway obstruction. Low‑dose CT and 
fused SPECT-CT (axial sections shown in Figure 1c‑h, and 
sagittal sections in Figure 1i and j corresponding to the three 
ectopic thyroid tissue) revealed an ill‑defined hyperdense 
lesion (10.9 × 8.9 mm) at the base of the tongue with increased 
radiotracer uptake  [Figure 1c and d, white arrow]. Another 
hyperdense structure (8.2 × 6.3 mm) was noted in the prehyoid 
region with increased radiotracer uptake [Figure e and f, white 

arrow]. A third hyperdense lesion (13.9 × 10.5 mm) was seen 
anterior to the thyroid cartilage towards the right side with 
increased radiotracer uptake [Figure 1g and h, white arrow, 
corresponding to the palpable swelling). No normally located 
thyroid gland was seen.

The thyroid gland normally descends from the foramen caecum 
to its normal pretracheal location through the thyroglossal duct 
by the 7th week of gestation.[1] Failure in descent or any aberration 
in normal descent leads to ectopic location of thyroid gland. 
Mutation in gene transcription factors such as ITF‑1(Nkx 2‑1), 
Foxe1  (TITF‑2), and PAX‑8 leads to abnormal thyroid 
morphogenesis and are involved in the abnormal migration of 
thyroid gland.[2] There are various reports of dual thyroid ectopia, 
one reported by Harishankar et al. in a 4‑year‑old girl with 
SPECT‑CT localizing the ectopic thyroid tissue to sublingual 
location and suprahyoid location.[3] Triple thyroid ectopia is rare, 
however, few cases have been reported previously presenting in 
different age groups,[4‑6] one of them reported by Rahalkar et al. 
was in a 42‑year‑old woman where thyroid tissue was present 
over the surface of posterior tongue, anterosuperior to the body 
of hyoid bone and anterior to thyroid cartilage.[4] Another case 
of triple thyroid ectopia ws in a 16‑year‑old female with ectopic 
thyroid tissue in the clinically palpable nodule at the level of 
tongue and at the level of hyoid bone.[5] A third case was in a 
10‑year‑old girl with ectopic thyroid tissue near the base of 
tongue, prehyoid, and pretracheal region.[6] According to a 
large retrospective review of 100 cases of thyroglossal cysts 
by Kessler et al., radionuclide scanning is justified in cases 

Triple Ectopic Thyroid on Pertechnetate Scintigraphy

Figure 1: Planar Images of thyroid scan shows two abnormal foci of uptake in the region of the base of tongue (a and b). Low dose  SPECT-CT (axial 
sections (c-h) and sagittal sections (i and j) show three ectopic hyperdense lesions with  tracer uptake at the base of  tongue  (fig c and d white arrow), 
in the prehyoid region (fig e and f white arrow) and anterior to thyroid cartilage (fig g, h white arrow). No normally located thyroid gland was seen
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of lingual thyroid and where a normally located thyroid gland 
cannot be detected.[7] We used the same principle in this case 
and SPECT/CT showed and additional ectopic site.
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Occurrence of Subacute Thyroiditis following Influenza 
Vaccination

Sir,
We want to discuss a case scenario of a 35‑year‑old woman who 
presented with palpitations, weight loss, increased sweating, and 
tremors for 2 weeks. Thyroid function test revealed a thyrotoxic 
profile (T3: 2.42 ng/mL, T4: 18.92 µg/dL, and thyroid stimulating 
hormone (TSH): <0.005 µIU/mL) at that time. On examination, 
the patient had mild tenderness on the thyroid region and also gave 
history of central lower neck pain that radiated to both ears. Her 
symptoms worsened over the next one month. For thyrotoxicosis 
workup, she underwent technetium‑99m pertechnetate scan, 
which revealed decreased radiotracer uptake in both lobes of 
thyroid gland with preserved salivary background activity, as 
shown in Figure 1. During interpretation of the scan, a detailed 
history was sought by the nuclear medicine physician from the 
patient. There was no antecedent history of viral infections, sore 
throat, or any drug/iodine interference to explain low uptake 
in the scan. These are the common causes that are considered 
for explaining the thyroiditis picture in the scan. But on further 
enquiring, she gave history of being vaccinated with a live 

attenuated influenza vaccine, 8 weeks prior to onset of symptoms. 
The patient reported some symptomatic improvements with 
atenolol. Over the next one month, her toxicosis gradually 
decreased, she reported weight gain and reduced tremors, and her 
thyroid profile showed subclinical hypothyroidism (T3: 1.06 ng/
mL, T4 7.29 µg/dL, and TSH: 8.22 µIU/mL). She became 
euthyroid at the end of 23 weeks (T3: 1.07 ng/mL, T4: 7.32 µg/
dL, and TSH: 4.15 µIU/mL).

Subacute thyroiditis (De Quervain thyroiditis) and autoimmune 
thyroid diseases are frequently associated with viral 
infections.[1] Thyroid inflammation is caused due to cross 
recognition of virus and thyroid cell antigens by the cytolytic 
T cells. Subacute thyroiditis following viral vaccines has been 
reported previously with vaccines against influenza virus. 
One such reported case was of a 28‑year‑old woman who 
presented with pain and swelling in the thyroid 2 weeks post 
vaccination against influenza with symptomatic relief after 
methyl‑prednisolone.[2] In another report, a 36‑year‑old patient 
presented with palpitation, anxiety, neck pain, and symptoms of 
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