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Large mass on base of tongue
Our patient’s tongue mass hadn’t bothered her until she 
became pregnant; that’s when it got larger and caused 
problems swallowing and breathing. A simple test 
confirmed our suspicions.

A 26-year-old nonsmoking obese woman 
presented to our primary care clinic for treat-
ment of a mass at the back of her tongue that 
was causing intermittent dysphagia and noc-
turnal choking when she was lying down. She 
had first noticed the mass 3 years ago; it had 
been asymptomatic until her recent pregnan-
cy, when its size increased significantly. She 
denied hemoptysis and dyspnea.

On examination, we noted a purplish,  
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3 × 3 cm, midline posterior tongue mass with 
marked superficial vasculature (FIGURE 1). The 
mass was firm, nontender, and non-friable 
on palpation. Nasopharyngoscopy revealed a 
patent airway. There were no other lesions.

●	� What is your diagnosis?

●	�H ow would you TREAT THIS 
PATIENT?
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Figure 1

Midline mass at the base of the tongue
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line tongue mass is broad. Midline masses 
are typically congenital and lateral ones are 
often malignant, inflammatory, or infectious. 
Tongue lesions include oral squamous cell 
carcinomas (SCCs), mucoceles, and squa-
mous papillomas.

z An SCC of the tongue typically pres-
ents as a chronic, nonhealing, irregular 
mass or ulcer that is hard and bleeds easily 
with manual palpation. The main causes are 
constant oral mucosal irritants, usually from 
smoking, chewing tobacco, or alcohol con-
sumption.4 Firm neck lymphadenopathy is 
common and signifies local metastasis. Men 
are affected 2 to 4 times more often than wom-
en.5,6 Most patients with SCC are >40 years 
of age.4

z Patients with mucoceles often have 
a history of oral trauma.7 The rapid appear-
ance of a bluish swelling mass is secondary 
to salivary gland duct disruption as saliva ac-
cumulates in surrounding soft tissues. Mu-
coceles usually occur in patients <20 years 
of age and are typically <1 cm in diameter.7 
They are most commonly found in the lower 
lip, yet can occur anywhere in the oral cavity. 
Most will spontaneously rupture and resolve. 
Definitive treatment is surgical excision.7

z Oral squamous papillomas are the 
most common benign neoplasms of the oral 

Lingual thyroid 
results when 
the thyroid 
fails to descend 
from the base 
of the tongue 
into the lower 
neck during 
early  
embryogenesis.

Diagnosis:  
Lingual thyroid
Based on the clinical presentation and loca-
tion of the mass, and the fact that it had grown 
larger during pregnancy, we suspected she 
had lingual thyroid. This is a rare condition 
that results from the failure of the thyroid to 
descend from the base of the tongue into the 
lower neck during early embryogenesis.1 We 
ordered thyroid function tests and a techne-
tium scan (FIGURE 2), which showed diffuse 
radioactive isotope uptake at the base of the 
tongue and no uptake in the lower neck. This 
indicated that the mass on the tongue was 
the patient’s only thyroid tissue and thus con-
firmed the diagnosis.

The incidence of lingual thyroid is 1 in 
100,000.2 Women are affected 4 times as often 
as men, and approximately 75% of patients 
have no other thyroid tissue.2 Although the 
condition often is asymptomatic, patients 
may present with dysphagia, upper airway 
obstruction, or hemorrhage. Approximately 
one-third of patients will present with hypo-
thyroidism.3

Differential diagnosis  
includes squamous cell carcinoma
The differential diagnosis for a posterior, mid-

Figure 2

Technetium scan of mass at base of tongue 

The diffuse radioactive isotope uptake at the base of the tongue—and the lack of uptake in the lower neck—
indicated that the mass on the patient’s tongue was her only thyroid tissue. This confirmed the diagnosis of lingual 
thyroid.

SSN, suprasternal notch; TC, thyroid cartilage.
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mass on base of tongue

605jfponline.com Vol 63, No 10  |   octoBER 2014  |   The Journal of Family Practice

All patients with 
lingual thyroid 
require lifelong 
thyroid  
suppression 
therapy.

cavity. They typically appear as solitary pink 
(nonkeratinized) or white (keratinized) le-
sions on the ventral surface of the tongue, 
frenulum, or palate.8 They are common in 
children and adolescents, but can occur at 
any age. Most arise spontaneously but they 
also can be caused by direct contact with in-
fected mucosa.

Making the diagnosis
In addition to history and physical exam, di-
agnosis of lingual thyroid can be confirmed 
with a radioactive iodine uptake test or a 
technetium scan. Biopsy is rarely necessary.

Treatment
Lifelong thyroid suppression therapy is war-
ranted for all patients with lingual thyroid9 
(strength of recommendation [SOR]: C). In 
asymptomatic patients this prevents further 
growth of the lingual thyroid, which often 
occurs during times of stress such as illness, 
pregnancy, or puberty.10 In symptomatic pa-
tients, thyroid suppression may lead to glan-
dular atrophy and resolution of symptoms.9 
Regression in lingual thyroid size is a very 
slow process. Surgery is reserved for refrac-
tory cases and patients with airway obstruc-

tion or bleeding.
Our patient’s thyroid-stimulating 

hormone was significantly elevated at  
9.8 mcIU/mL (normal, 0.34-5.60 mcIU/mL) 
and technetium scanning showed that the 
lingual thyroid was her only functioning 
thyroid tissue. It is likely that pregnancy- 
related stress and increased demand for thy-
roid hormone caused excessive thyrotropin 
production. Her lingual thyroid was unable 
to produce the increased thyroid hormone 
needed, which resulted in glandular hyper-
trophy and obstructive symptoms.

z Our patient. After we consulted Endo-
crinology, we started our patient on levothy-
roxine 125 mcg/d. Six months later, the mass 
had shrunk in size and her symptoms had im-
proved. We continue to manage her thyroid 
suppression and monitor her lingual thyroid 
size twice a year. 			                JFP
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Strength of recommendation (SOR)

 �Good-quality patient-oriented evidence

 �Inconsistent or limited-quality 
patient-oriented evidence

 �Consensus, usual practice, opinion, 
disease-oriented evidence, case series

A

B

C
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