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Sir,
Thyroid hemiagenesis is a rare developmental abnormality of  
thyroid gland. Most of  the cases of  thyroid hemiagenesis are 
euthyroid, but rarely can be associated with hyperthyroidism, 
hypothyroidism or malignancy. The incidence of  Graves’ disease 
in thyroid hemiagenesis is rare and we report such a case.

A 50‑year‑old female patient presented with a history of  
swelling in the left side of  the front of  neck of  6 months 
duration. There was no family history of  thyroid disease or any 
other developmental abnormalities. On examination, goitre 
was present, World Health Organization grade 2, firm, which 
was on the left side [Figure 1]. The right lobe of  thyroid 
was not palpable. The thyroid function tests carried out were 
suggestive of  thyrotoxicosis, with T3 227 ng/dl (80‑200), T4 
of  14.9 μg/dl (4.5‑12.5) and thyroid‑stimulating hormone 
0.02 μiu/ml (0.35‑5.50). Anti‑thyroid peroxidase antibody was 
positive (>1300 IU ml). An ultrasound thyroid was done, which 
showed an enlarged left lobe of  thyroid, with mildly coarsened 
echo texture and increased vascularity, with absent right lobe and 
isthmus [Figure 2]. A technetium uptake study was carried out, 
the perfusion study showed increased vascularity to the left lobe 
of  the thyroid gland and delayed static image showed enlarged 
left lobe of  thyroid with increased tracer uptake with uniform 
distribution. The total uptake was 5.1%. The right lobe was not 
visualized [Figure 3]. Based on the above clinical details and 
investigations, a diagnosis of  Graves’ disease with hemiageneis 
of  the right lobe of  the thyroid was made.

Congenital abnormalities of  the thyroid gland is rare and may 
be related to abnormal descent of  thyroid gland, presenting as 
single or multiple ectopic thyroid tissue or may include structural 
abnormalities such as hypoplasia or hemiagenesis.[1] Thyroid 
hemiagenesis is an uncommon condition with only about 
250 cases reported in literature until date.[2] Hemiagenesis is 
more common on left side with a left: Right ratio of  4:1. Most 
cases are sporadic but a few cases of  familial hemiagenesis have 
been reported.[3,4]

Most of  the patients with thyroid hemiagenesis are euthyroid, 
but hyperthyroidism, hypothyroidism and malignancy have been 
reported.[5] The incidence of  hyperthyroidism of  the remaining 
lobe, as with our case is, is not well‑known and literature review 
yielded only six case reports of  the above condition.

When a patient presents with unilateral thyroid swelling, the 
possibilities, which are usually considered are thyroid adenoma, 
post‑hemithyroidectomy status, or a large nodule. If  the uptake 

Graves’ disease with thyroid hemiagenesis: A rare 
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Figure 1: Unilateral thyroid swelling (left side)

Figure 2: Ultrasound thyroid showing enlarged left lobe and absent right lobe

Figure 3: Technetium uptake study showing increased uptake in left lobe and 
non-visualized right lobe
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study shows absent uptake on one side, the pertinent differential 
diagnosis include a hyper functioning nodule of  the same side 
which is suppressing the rest of  the gland, or a cold nodule on 
the same side. Thyroid hemiagenisis is a rare, but important 
differential diagnosis in this scenario and unless the thyroid 
uptake study is interpreted along with an ultrasound of  thyroid, 
which picks up hemiagenesis, this rare diagnosis will be missed. 
Radio iodine ablation is the safe and convenient modality of  
treatment for Graves’ disease in the presence of  structural 
abnormalities of  thyroid gland.[1]
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Unilateral vocal cord paralysis: An unusual cause 
and rare imaging pattern seen on FDG PET/CT in a 
case of oropharyngeal cancer

PET/CT images showed an enhancing FDG avid metastatic 
node immediately below the jugular foramina [Figure 3a and 
b‑arrow]. The other low‑grade focus was seen in the right 
postcricoid region [Figure 3d‑arrow], with the left vocal cord 
in paramedian location [Figure 3c‑arrow], suggestive of  left 
Vocal Cord Paralysis (VCP). As no abnormal FDG uptake 
was seen in the mediastinum or rest of  the neck, only possible 
cause of  VCP was the metastatic node. Magnetic Resonance 
Imaging (MRI) of  the head and neck region, which was done 
during staging workup, was reviewed for confirmation. Axial 
T2‑weighted (T2W) image [Figure 4b‑arrow] showed a hypo‑ 
to isointense soft tissue opacity at the posterolateral part of  
left jugular foramen, with post‑contrast enhancement on axial 
T1W fat saturation sequence [Figure 4d‑arrow]. It corresponded 
exactly with the site of  FDG uptake on axial PET and PET/
CT images [Figure 4a and c‑arrows]. Unilateral VCP results 
from compression or damage to the RLN anywhere along its 
course.[1] The left RLN exits the vagus nerve at the level of  
aortic arch, descends into the aortopulmonary space, hooks 
around the ligamentum arteriosum, and ascends into the 
tracheo‑esophageal groove, to innervate the intrinsic laryngeal 
muscles.[2] This long course makes it more prone to injury 

Sir,
The intrinsic muscles of  larynx are supplied by recurrent 
laryngeal nerve (RLN), and its involvement leads to vocal cord 
paralysis (VCP) on the side of  affectation. The longer course of  
the left RLN makes it more susceptible to damage, especially in 
the mediastinum. We report an uncommon cause of  VCP in the 
case of  oropharyngeal cancer, due to involvement of  the vagus 
nerve in the skull base. On 18F‑Fluorodeoxyglucose Positron 
Emission Tomography/Computed Tomography (FDG PET/
CT) it showed an unusual pattern of  FDG uptake in the larynx. 
A 47‑year‑old gentleman, diagnosed with oropharyngeal cancer, 
underwent a whole body PET/CT study for staging. Maximum 
Intensity Projection (MIP) image showed two large foci of  
intense FDG uptake in left neck region [Figure 1a‑arrows]. 
These corresponded to the primary mass involving the base 
of  tongue, left vallecula and tonsilo‑lingual sulcus [Figure 
1b‑arrow], and a large metastatic left cervical level II nodal 
mass [Figure 1c‑dark arrow] on fused axial PET/CT images. 
Carotid sheath was uninvolved. Two discrete foci of  uptake 
were seen on coronal and sagittal MIP images, one at the base 
of  skull on left [Figure 2‑arrow‑head], and other, on the right 
side at the root of  neck [Figure 2‑arrow]. Axial CT and fused 
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