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SUMMARY
Thyroglossal duct cysts (TDC) are the most common congenital neck cysts and malignancy can be seen in 1% of the
cases. The most common malignant pathology of the thyroid is papillary carcinoma. Pathological examination is
necessary for diagnosis and planning of the treatment. In this study, we reported a 42-year-old male patient who has a
17x15 mm diameter TDC in the midline and he was treated with transcervical excision after US-guided fine needle

aspiration biopsy (FNAB) from the solid lesion.
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OZET

Anahtar sozciikler:

INTRODUCTION

Thyroglossal duct cyst (TDC) is a congenital
disorder of thyroglossal canal residues and occurs
at 7% of young adults.

It is commonly seen in the anterior-midline of the
neck and constitutes 40% of the neck masses
except for the neck masses evolved from
lymphatic origin *. The development of carcinoma
is substantially rare and observed in 1% of cases *
%, Although the first cases were reported by
Bredano in 1911 and by Uchermann in 1915, less
than 200 cases had been recorded since then *°. In
spite of there are no comprehensive series in the
literature; Ortiz et al. ’ reported five cases, and
Miccoli et al . ® reported 18 case series in their
studies. Most of the cases were clinically defined
as thyroglossal duct cysts and the malignancy was

revealed by histological study of the excised
surgical specimen, casually. In the study of
Miccoli et al . , Half of the cases (50% ) were
diagnosed postoperatively.

In this study, we present a patient who was
diagnosed as papillary carcinoma with FNAB
(fine needle aspiration biopsy) in the thyroglossal
duct cyst and was shown the accuracy of this
pathology after surgery.

CASE REPORT

A 42-year-old male patient operated because of a
painless neck swelling that he noticed one month
ago. There was not any radiation history to the
neck or any part of the body. The patient, who has
localized a swelling about 2 cm in diameter to the
midline of the neck referred to the radiology clinic



for ultrasound examination to investigate the
thyroglossal cyst or mass etiology. The ultrasound
examination of the neck region was reported as; a
mass lesion of approximately 17x15 mm with no
visible vascular Doppler activity in the midline
neck muscles, partially mobile with swallow,
independent of the thyroid gland, well-defined,
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heterogeneous and solid character was detected
(Figure 1). The thyroid gland was of normal size,
and no nodules were detected by ultrasonography.
Additionally,  there ~ was no  cervical
lymphadenopathy in terms of pathological
dimension and character.

Figure 1. In the neck ultrasonography, a mass was partially well-defined, heterogeneous and approximately

17x15 mm size was seen in the midline.

FNAB (fine needle aspiration biopsy) was
recommended to the patient, considering
sonographic findings of a dense thyroglossal cyst-
malignant mass lesion. Ultrasound-guided FNAB
was reported by pathology as " malignancy +
compatible with papillary carcinoma developing
based on thyroglossal cyst ". After total

thyroidectomy and mass excision, the pathology
result was papillary carcinoma of the thyroid
gland based on thyroglossal cyst without
angiolymphatic invasion, without capsular and
extracapsular extension (Figure 2). In addition,
total thyroidectomy material was evaluated as
diffuse hyperplasia.

Figure 2. a. Papillary carcinoma of thyroid, including thick capsule with continued fat tissue (H&E ,x40), b.
Papillary carcinoma with thick capsule containing lymphoid aggregat (H&E,x40), and c. Tumor cells with
large ground glass nucleus, showing crowded, prominent of nuclear membrane, and aligned around the
fibrovascular stroma (H&E,x80).



DISCUSSION

The thyroid gland is the first endocrine gland
developing on the twenty-fourth day of
embryogenesis. After rising through the foramen
caecum at the base of the tongue it takes its
normal position by migrating downward to the
midline.  Normally, the channel regresses
spontaneously, but rarely persists. Thyroglossal
duct cyst may be consisted by dilating the
persisting channel. Generally, the cyst is detected
by chance on physical examination performed for
other reasons. Because of its rarity, malignancy is
not suspected before surgical excision. Patients
usually admit to the outpatient clinic due to a
palpable mass which is not inclined expanding.

As in the presented case, most masses are detected
in the midline on physical examination.It is but
rarely localized on the lateral side * °. Elderly
patients, female patients and patients with a rapid
increase of size of the lesion are at higher risk for
malignancy °. Two types of histological types
have been described; the first and often seen
origin from the thyroid components, the second
origin from squamous components.

The cases of 80% of papillary carcinoma, 9% of
mixed papillary and follicular carcinoma, 7% of
squamous carcinoma, 2% of adenocarcinoma, 1%
follicular carcinoma, and 1% of anaplastic
carcinoma are reported 3. In this case, we
detected papillary carcinoma.

When TDC is detect in an adult person, the
thyroid and neck lymph nodes should be examine
by ultrasonography ’. Treatment of malignant
lesions originated from TDC is clear. The removal
of the thyroglossal tract is the standard procedure,
but the surgical method in tumoral spread is
variable ** .

Up to 95% curative ratio is reported in develop
from TDC papillary carcinoma with Sistrunk
operation method °. Various hypotheses have been
proposed in the development of this malignancy.
In one of these cases, because of the presence of
squamous epithelium, a carcinoma that develops
from here will be a squamous type, and only
papillary carcinoma may be metastasized to the
primary lesion in the thyroid gland, and the
Eecessity of total thyroidectomy is highlighted **

However, in the presented case, total
thyroidectomy specimen had no malign cells.
Miccoli et al. ® found the presence of thyroid
malignancy in 6 of 18 cases of papillary
carcinoma that originated from TDC. In addition,
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I-131 scintigraphy and thyroglobulin levels can be
used for recurrence follow-up . Following the
Sistrunk procedure, postoperative follow-up to
patients with total troidectomy should be
performed in terms of permanent and effective
treatment &, The prognosis of papillary carcinoma
from TDC may be similar and better with the
thyroid gland malignancies ™ *®. As a result, neck
midline masses determined by examination should
be evaluated by ultrasonography and FNAB
should be apply by guiding ultrasonography and
medical and surgical treatment should be decide
according to the results.
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