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Introduction

Abstract

Thyroglossal duct cyst carcinoma is uncommon. Its prevalence is
less than one percent. Papillary carcinoma is the most common patho-
logic finding of the thyroglossal duct cyst carcinoma. Metastasis of the
cervical lymph node is less common. Its prevalence is less than 8%. A
38-year-old woman presented with a complaint of painless mass in
the midline of the neck. Ultrasonography of the neck revealed a solid
cystic mass, measuring 5.5 x 2.5 cm in the submental area. Ultraso-
nography of the neck additionally revealed suspicion lymph node at
bilateral level Ib. A preoperative Computed Tomography (CT) showed
a 4 cm size MIX heterogeneous lesion in the anterior left-sided hyoid
bone. The patient underwent sistrunk surgery, which was the result
of the patient’s frozen section papillary carcinoma arising from the
thyroglossal duct cyst. The patient had local metastasis to the neck,
so she underwent total thyroidectomy and central N-D surgery and
bilateral modified radical N-D.

Diagnosis of thyroglossal duct cyst carcinoma before surgery is un-
usual. The definitive diagnosis is often after surgery and is based on
the patient’s histopathological findings.

The best surgical procedure is sistrunk. But if the patient has local
metastasis to the neck, total thyroidectomy and modified radical N-D
are performed.

Thyroglossal Duct Cysts (TDCs) is a common congenital
anomaly during thyroid Gland development. This cyst is the
most common midline neck mass in children. It is estimated
that 7% of the population have this remnant in the thyroglossal
duct. Most of the thyroglossal duct remnants are benign and
the median age of involvement is 10 years [1,2].

TDC carcinoma is relatively rare and comprises 1% of all cas-
es of thyroglossal duct cysts [3]. The median age of onset of
this carcinoma is 40 years, and it is more prevalent in women
than men in the ratio of 3 to 2 [4,5]. TDC carcinoma is clinically

similar to benign thyroglossal duct cyst and is often an enlarg-
ing asymptomatic neck mass [6]. It may not be clinically distin-
guishable from benign thyroglossal cysts. It is often diagnosed
at random after surgery.

In literature review, 250 cases of thyroglossal cyst carcino-
mas were reported. Percentage of different types of neoplasms
included 1-papillary carcinoma 81.7% 2-papillary follicular
carcinoma 6.9% 3- squamous cell carcinoma 5.5% 4-follicular
adenocarcinoma 5% epidermoid and anaplastic carcinoma ac-
counts for 0.9% [7].
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The regional metastasis of the cervical node are less com-
mon prevalent in papillary carcinoma of the thyroglossal duct
cyst than in the papillary carcinoma of the thyroid tissue that is
primarily involved. Its prevalence is less than 8% [8]. The stan-
dard treatment is sistrunk surgery.

Case presentation

The patient is a 38-year-old woman with complaints of mid-
line neck mass from three years ago with progressively incre-
mental growth that presented and progressed rapidly within 2
to 3 months prior to presentation. The mass has been painless.
The patient with it has no complaints of dysphonia, dysphagia,
odynophagia and dyspnea. No complaints of fever and weight
loss have previous radiation therapy.

On clinical examination, there is a firm, mobile mass that
measured 2 x 4 cm in the midline and anterior neck, the mass
moved with swallowing as well as on tongue protrusion. tongue
mobility was intact. Thyroid function tests are normal.

Thyroid appearance is normal on ultrasound. The image of
a solid cystic, hypoechoic mass with a specified size of 2.5 x
5.5 cm is seen in the submental area. Ultrasonography of the
neck image shows three oval shape, hypo echoic with central
echoic lymph nodes in the right and left submandibular area,
the largest of which is 2.1 x 9 cm on the left. And on the right is
1.7 x 8 cm. Suspected cystic lymph node with an internal solid
component of 2.6 x 1.6 cm is found in the right middle chain in
the SCM muscle line, and cystic heterogeneous mass approxi-
mately 49 x 25 x 44 in the upper midline of the calcified thyroid
cartilage. FNA was performed from the lateral neck mass. FNA
metastatic carcinoma response was reported.

In Computed Tomography (CT), the thyroid lobes have nor-
mal. An image of a mixed lesion with a density heterogeneous
is approximately 2 x 4 cm in the left anterior hyoid bone soft
tissue (Figure 1,2).
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Figure 1: Neck CT without contrast showing a mix lesion left ante-
rior hyoid bone. j
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Figure 2: Suspicious metastatic lymph node in the right and left
submandibular area.
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The patient underwent sistrank surgery. During surgery, the
entire cystic mass was removed along with the strap muscles
and the body of the hyoid bone. The mass had adhesion to the
infra-hyoid muscle around it. The frozen section of the patient's
PTC thyroglossal duct cyst was reported. The patient had local
metastasis to the neck, so the patient underwent total thyroid-
ectomy and central Neck Dissection and bilateral modified Radi-
cal Neck Dissection performed.

Pathologic findings confirmed the diagnosis of papillary car-
cinoma of the thyroglossal duct and thyroid gland. The dissect-
ed neck lymph nodes revealed metastatic papillary carcinoma.
Microscopic analysis of the cystic lesion showed that the mass
originated from the wall of the thyroglossal duct. The mass con-
tains malignant cells with papillary arrangement and invades
adjacent skeletal muscles (Figure 3).

Figure 3: papillary carcinoma on the thyroglossal duct cyst. Histo-

pathological finding ductal structures with papillary proliferation
and psammoma body. (a) H&E, x12: (b and c,d) H&E, x400. j
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The patient underwent iodine therapy following surgery and
was re-treated 6 months and 12 months after surgery. There
was no clinical or laboratory evidence of recurrence, and the
patient's thyroglobulin level, finding ultra sonography was nor-
mal.

Discussion

During the third fetal week, the thyroid gland descends from
the floor of the pharynx, where the foramen is called the ce-
cum, and within a few weeks, the gland returns to its normal lo-
cation in the anterior trachea. The epithelial interface between
the thyroid gland and the foramen cecum of the thyroglossal
duct is said to normally recede during embryonic development
week 8-10. If this duct is not completely destroyed, the residual
secretory epithelium may become a thyroglossal duct cyst [9].

The thyroglossal duct cyst is seen as a painless, growing mass
in the midline in children and young adults, moving upward
with tongue movement and swallowing [6,10-12].

Conversion of thyroglossal duct cysts to thyroglossal duct
carcinomas is uncommon, with a prevalence rate of 0.7% to 1%
of all thyroglossal duct cysts [12-14]. The most common patho-
logic finding of thyroglossal duct carcinoma are papillary carci-
noma (75-80%) [15].

Preoperative evaluation of thyroglossal duct carcinoma in-
cludes physical examination, imaging findings, and FNA. The
clinical findings of this carcinoma are very similar to benign thy-
roglossal cysts. However, a rapid increase in mass growth, firm
and fix is more helpful in the diagnosis of thyroglossal duct cyst
carcinoma. FNA is not always helpful in diagnosis. The sample
size may not be sufficient so it may be useful in some patients.

In the management of patients with thyroglossal duct carci-
noma prior to surgery, it is important to know whether the thy-
roid is in its normal location and whether the thyroid function is
normal. Therefore, thyroid scan and thyroid function evaluation
should be considered before surgery [16-18]. Imaging findings
(ultrasound, CT, and MRI) can characterize the lesion (cystic or
solid, capsulated, and vascularized) with invasive features and
spread to surrounding tissue, assist in defining tumor stage,
determining treatment planning are Useful [19]. The definitive
diagnosis of thyroglossal duct cyst carcinoma is by microscopic
evaluation of tissue specimen after surgical excision [20].

Sistrunk surgery is now used as treatment plan for all benign
thyroglossal duct cysts in children [8]. In a reference study, there
were many similarities between PTC thyroglssal duct cyst and
thyroid PTC. These similarities are in multifocal, cervical lymph
node metastasis and prognosis. Therefore, sistrank surgery rec-
ommended in PTC is less than one centimeter in size, and total
thyroidectomy to the sistrunk operation did not have significant
differents on recurrence and survival. total thyroidectomy and
central ND are recommended for larger tumors and lateral ND
in cases of cervical metastasis [12,21].

In this case, since we had a 4 cm mass and a lymph node in-
volvement based on examination and imaging findings, sistrunk
surgery, total thyroidectomy and central ND and bilateral modi-
fied radical ND were performed. The treatment plan for the pa-
tient after surgery is radioactive iodine therapy. The patient's
prognosis is good after surgery. Six months after surgery, the
patient underwent a clinical examination and ultrasound, with
no evidence of recurrence, and a normal thyroglobulin level.

Conclusion

Thyroglossal duct cyst carcinoma is rare and one of the less
common clinical symptoms is metastasis to the cervical lymph
nodes. The best surgical procedure for thyroglossal duct carci-
noma is sistrunk, but if the patient has concurrent local metas-
tasis to the neck, a thyroidectomy with neck dissection is per-
formed. Although the prognosis of the disease is good, patients
need to be up-to-date to rule out recurrence.

Ethics approval: Due to there are no images of the patients
to show their identity and also their names are anonymous, this
process had not need any ethics approval ID.
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