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Carcinoma Breast with Ectopic Intrathoracic Thyroid Tissue: A Rare

Presentation

Abstract

Ectopic intrathoracic thyroid is very rare and represents only about 1% of mediastinal tumors.
Mediastinal mass in a patient with an otherwise early-stage breast cancer needs evaluation. If the
mass is a metastatic lymph node, it changes the entire treatment plan and prognosis. Here, we
describe a case of a 57-year-old female presenting with a lump in the right breast of 6 months.
Tru-cut biopsy of the lump showed infiltrating duct carcinoma, Grade III, triple-negative. Staging
workup showed a mediastinal mass in addition to the right breast mass and ipsilateral axillary
lymphadenopathy. Biopsy from the mediastinal mass was suggestive of an intrathoracic thyroid.
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Introduction

Ectopic thyroid is defined as thyroid tissue
not located anterolateral to the second and
fourth tracheal cartilages.'! About 90%
of all ectopic thyroid tissues (ETTs) are
found along the path of initial embryologic
descent of the thyroid gland from the
floor of the primitive foregut to its normal
pretracheal position. Ten percent have been
reported in other anatomical locations,
including the mediastinum, trachea, and
the heart. ETT is a rare finding in the
mediastinum and constitutes only 1% of
tumors in this location.”! We present a
case of a 57-year-old female presenting
with locally advanced breast cancer and a
mediastinal ectopic thyroid.

Case Report

A 57-year-old postmenopausal multiparous
female with a history of tuberculous
lymphadenitis at 32 years of age, which was
treated with a full course of antituberculous
treatment, now presented with a lump in
the right breast of 6 months. She had no
family history of any cancer or thyroid
disorder. Fine-needle aspiration cytology
from the lump showed ductal carcinoma.
Examination revealed a 6 cm X2 cm hard
lump in the upper outer quadrant of the
right breast with a movable ipsilateral
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Level | lymph node of size 2 cm x1 cm.
General examination including a neck
examination was within the normal limits.
Digital mammogram showed a normal left
breast and BIRDS V lesion of the right
breast. Tru-cut biopsy of the lump showed
infiltrating duct carcinoma, Grade III and
triple-negative. Her hemogram, serum
electrolytes, renal and liver functions
were normal. Bone scan did not show
any evidence of skeletal metastasis. Her
chest X-ray showed mediastinal widening.
Hence, a computerized tomography scan
of the thorax was done, which revealed
the enlarged paratracheal nodal mass of
size 5.7 cm x 4.4 cm % 2.8 cm in addition
to the right breast mass and ipsilateral
axillary lymphadenopathy [Figure 1]. Due
to the disproportionately large mediastinal
lymphadenopathy, in addition to metastasis,
possibility of tuberculosis was also
considered as the cause for the mediastinal
node.

Video-assisted  thoracoscopic surgery
and frozen section from the mediastinal
mass was done which showed normal
thyroid parenchyma [Figure 2]. The mass
was completely resected. Histopathology
examination showed thyroid parenchyma
with no significant pathology. Therefore,
it was concluded that the mediastinal
mass was an intrathoracic thyroid. Her
thyroid function test was normal with
TSH-0.9 mU/L, T3-105 ng/100 ml, and
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Figure 1: Computed tomography thorax showing enlarged paratracheal
nodal mass

T4-7.5 wng/dL. Thyroid scan was not taken. The clinical
stage of the disease was T3NI1. She received neoadjuvant
chemotherapy with three cycles of 5 fluorouracil,
epirubicin, and cyclophosphamide followed by three cycles
of docetaxel. Following that, she underwent modified
radical mastectomy, and the specimen showed ypTI1NO
disease. Following this, she received radiation therapy. At
present, she is under follow-up.

Discussion

The thyroid gland originates as a median endodermal
thickening on the floor of the primitive hypopharynx
about 24 days after fertilization. The primitive gland then
descends toward its natural location immediately anterior
to the trachea. The developing thyroid gland remains
connected to the tongue using a narrow tube, known as the
thyroglossal duct. The thyroglossal duct usually involutes
at the 6™ or 8" week.!"

Ectopic thyroid is an embryological aberration defined as
“thyroid tissue not located anterolateral to the second and
fourth tracheal cartilages.” The prevalence of ETT varies
between 7% and 10% according to autopsy studies.
Ectopic thyroid may develop at various sites from the base
of the tongue to any site of the thyroglossal duct due to
stoppage of thyroid descent.!!! The cervical midline is the
location in 90% of the cases.) Less than 1% of all ETT
occurs in the mediastinum.! Heterotopic thyroid in the
mediastinum, pericardium, and heart has probably grown
from rudiments of developing thyroid dragged into the
chest during the descent of the heart and great vessels with
the development of the embryonic neck and the unfolding
of the embryo."

Intrathoracic thyroid may be completely asymptomatic,
being found incidentally in a chest radiogram performed
for other reasons.’! The symptoms, when produced, are
usually related to compression of upper aerodigestive tracts
and superior vena cava. Common symptoms are neck mass,
shortness of breath, hoarseness of voice, dysphagia, and
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Figure 2: Biopsy from the mediastinal mass showing normal thyroid
parenchyma (H and E, x40)

stridor/wheezing.[? The diagnostic procedures currently
in use for the evaluation of intrathoracic goiter include
chest radiography,” computed tomography,® radionuclide
scintigraphy, angiography, and mediastinoscopic biopsy.
[-131 scintigraphy can be considered as a diagnostic test
only when ETT has to be suspected. Scintigraphy is not
always diagnostic because the uptake of I-131 is not always
observed in ETT. Patients are usually euthyroid.”

Very rarely malignant transformation in ETT can occur.!'”
Due to the risks of progressive enlargement, malignant
transformation, hemorrhage within the mass, causing
respiratory failure and compression of neighboring vital
mediastinal organs; these masses should be surgically
resected.

Although rare, the possibility of ETT should be considered
while evaluating a mediastinal mass. Some of the important
differential diagnoses of anterior mediastinal mass include
lymphomas, dermoid cysts, and thymic tumors. As in
our patient, who has a diagnosis of carcinoma breast,
which is otherwise an early-stage lesion, it is extremely
important to differentiate it from a metastatic mediastinal
lymph node enlargement. Only 2% of patients with breast
cancer show mediastinal lymph node metastases.'!! No
significant association was found between ectopic thyroid
and carcinoma of the breast, after an extensive literature
review.
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