
C

E
K

A
t
o
s
b
p
g
r
w
R
t
n
t
w
a
b
g
a
b
M
w
i
e
m
m

m
d

e
t

F

R

O
0
C

d

6

ASE REPORTS

ndoscopic management of intratracheal ectopic thyroid

EITH M. PRITCHYK, MD, LESTER D. R. THOMPSON, MD, and SONYA MALEKZADEH, MD, Washington, DC
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19-year-old woman with a long-standing his-
ory of asthma presented with increasing shortness
f breath on exercise. Over the next 4 months, her
ymptoms progressively worsened to shortness of
reath at rest. A noncontrast computed tomogra-
hy (CT) scan of the chest revealed a large sub-
lottic soft-tissue mass (Fig 1). On fiberoptic la-
yngoscopy, a near-obstructing submucosal mass
as identified. Bilateral vocal folds were mobile.
outine laboratory tests, including thyroid func-

ion tests, were normal, and the patient had a
egative pregnancy test. The patient was taken to
he operating room, where the airway was secured
ith an awake tracheotomy. Direct laryngoscopy

nd bronchoscopy confirmed a smooth, broad-
ased, submucosal mass arising from the left sub-
lottis and occluding approximately 80% of the
irway (Fig 2). On biopsy, the lesion was found to
e firm, semicompressible, and highly vascular.
agnetic resonance imaging (MRI) of the neck
ith gadolinium was obtained, and T2-weighted

mages demonstrated an intraluminal, uniformly
nhancing subglottic lesion measuring 1.3 cm in
aximum diameter. The thyroid gland was nor-
al.
The histopathologic examination revealed nor-
al thyroid tissue in the submucosa without evi-

ence of malignancy.
The patient was taken to the operating room for

ndoscopic resection of the intratracheal ectopic
hyroid (ITET) tissue. Suspension laryngoscopy
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ith the operative microscope and a combination
f the neodymium:yttrium-aluminum-garnet (Nd:
AG) and carbon dioxide (CO2) lasers was used

o perform a gross excision of the mass. Initially,
he Nd:YAG was used in the contact mode for
recision cutting at the base of the lesion. Al-
hough a near-total resection was achieved, this
ethod resulted in excessive hemorrhage of this

xcessively vascular lesion. Because of the risk of
ncreased depth of penetration at the tracheal wall,
he Nd:YAG laser was aborted and the CO2 laser
as used for control of hemostasis. To avoid vi-
lating the tracheal wall, clear margins were not
chieved. The patient tolerated plugging trials and
as decannulated 10 days after surgery. She was

tarted on thyroid suppression therapy to prevent
ypertrophy of the remnant intratracheal thyroid
issue. She is alive and well without any sequalae
t 2 month after surgery.

ISCUSSION
ITET represents 6% to 7% of all primary endo-

racheal tumors.1 More than 120 cases of ITET
ave been reported in the world’s literature, af-
ecting women more frequently than men between
he ages of 30 and 50 2. The most common clinical
resentation is progressive shortness of breath,
ften mistaken for asthma.3

ITET tissue can originate anywhere between the
lottis and the carina. Typically, it presents as a
road-based, smooth, rounded mass protruding
rom the posterolateral subglottic wall into the
racheal lumen.3 Multiple nodules, ulceration, and
emorrhage are unusual in true ectopic thyroid
nd should arouse suspicion of carcinoma.3 De-
pite the malignancy potential, ITET represents a
urable cause of slowly progressive and some-
imes fatal obstruction of the upper respiratory
ract.4

ITET is symptomatically manifested by pro-
ressive dyspnea, cough, and stridor. ITET may
eclare itself after the normally positioned thyroid
as been removed with resultant physiologic hy-
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ertrophy of the ectopic tissue.1 Varying hormone
evels associated with menses and pregnancy may
ggravate the dyspnea associated with ITET due
o alternating hyperplasia and involution.4

Fig 1. A noncontrast computed tomography scan

ig 2. Direct laryngoscopy and bronchoscopy confirmed
ubglottis and occluding approximately 80% of the airwa
In patients with signs and symptoms of upper
irway obstruction, a CT scan of the neck without
ontrast is the initial study of choice to identify the
ite of the lesion. MRI with gadolinium will add

chest revealed a large subglottic soft-tissue mass.

oth, broad-based, submucosal mass arising from the left
a smo
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urther information regarding the vascularity, den-
ity, and heterogeneity of the lesion.

With current laser technology and advanced
aryngeal instrumentation, we opted to manage
ur patient with an endoscopic approach,
hereby avoiding the morbidity of an open la-
yngofissure procedure. A laser endoscopic ex-
ision is acceptable provided thyroid malig-
ancy can been excluded. The Nd:YAG and
O2 lasers, used in combination, provide the
est results for precise resection and hemostatic
ontrol. Cautious laser dissection along the me-
ial aspect of the tracheal wall to avoid viola-
ion of the airway will result in incomplete
esection of ectopic thyroid. The residual thy-
oid tissue must be controlled with thyroid hor-
one suppression to prevent further growth.
ONCLUSIONS
ITET is a rare cause of upper airway obstruc-

ion. CT scan of the neck without contrast should
e performed to evaluate the location of obstruc-
ion. MRI scan should be used to assess the extent
nd vascular nature of the lesion. Endoscopic laser
xcision is an appropriate treatment option for
enign and vascular ITET tissue.
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