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Thyroglossal Duct Cyst Recurence
A Case Report
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Pe3iome

Kucrara Ha nykTyc TMpeomiocyc € BpoieHa Maidopmauus, Hosss-
BaIlla C€ B pe3yaTaT Ha HEIIBJIHOTO My 3arBapsHe. Kucrara oOMKHO-
BEHO ce pasroJjiara 110 CpeIHHAaTa JIMHUS Ha BpaTa, 10 BEeHTpaIHaTa
MOBBPXHOCT. Bbrpeku ue e nareHTeH eMOpUOJIIOTHYeH OCTaTbK, T
MOXeE J]a Ce M3SBU KIMHHYHO BBB BCSKA BB3PAcT M YECTO HM3UCKBA
XMPYPrH4YHO OTCTpaHsBaHe'. Ts e Hai-uecTara BpOJCHA MIMiHA
TyMOpHa Maca ¥ ce MosiBiBa OpH 7% oT HaceieHuero’. Tupeo-
IIOCHATa KUCTa MOXeE J1a ObJe pas3lojiokeHa B WHTPAJIMHTBAIHUS,
CYNpaxHOUHHS, TUPCOXHOMAHHS WIM CYNPacTePHAIHHS PETHOH.
Pa3nono)keHueTo M B MOAE3MYHATA KOCT € H3KIIIOYUTEIHO PSIIKO’.
Hamie ca HAKOJIKO pas3iMKK MEX[Y HM3sBaTa Ha KUCTUTE HA AYKTYC
tupeoriocyc (KATT') npu neua u Bp3pactau. Haii-uecto matomorus-
Ta e OTKPHBA IIPHU Jiella, HO Bb3PACTHOTO HACEIEHHE ChILO HOCH Ta3H
aHoManus. Pa3nosioxeHneTo i e Mo4TH eTHaKBO IPH JABETE B3PaCTO-
BU I'PYIH, IPH JIOKATH3ALHS 110 CPSANHHATA JIMHUS U TIOJI XMOUAHATA
KOCT, JIOKATO JIATePaIHOTO I Pa3IoJIOKeHHe ce HabIogaBa OCHOBHO
py BB3pacTHU. Pa3MepbT Ha KHcTara € MO-TOJISIM IIPH BB3PACTHU.
[IpOLEeHTHT Ha PELUIUBY U CIIENONEPATUBHU YCIOKHEHHS TIPH Jeta
U BB3paCTHM OOMKHOBEHO HE € MHOIo pasiuueH. ManurHeHara
TpaHC(hOPMAIKs € PSIKOCT U MOXKE J]a C€ TMarHOCTHIMPa CaMo CIIe]
XHCTOJIOTHYHO M3CJIEABAHE HA GHOTICHYCH MaTepHa’.

Hue npencraBsme KIMHUYEH Cilydaid Ha HalMeHT — 25-ropuilHa
JKEHa, IPETHPIsUIa XUPYPTUYHA HMHTEPBEHIHS B JETCTBOTO (HA
7-romuiiHa BB3PACT) MOpagd KUCTa Ha AYKTYC THpeoraocyc. Ts
noctbrii B YHI' kiMHMKaTa ¢ OIU1akBaHUsSL OT OOJie3HEHA TyMOpHa
(dopmanus B cpenara Ha MIUATa ¢ TOJIeMUHA 3 ¢M. /IHarHOCTULUpaH
0e pelMIMB Ha KHCTa Ha AYKTyC THUpeoriocyc. IlamueHTkara mbp-
BOHAYaJIHO MPOBE/IC AHTHOMOTHYHO JiedyeHHe B pamkute Ha 10 qHu,
KaTO CeIMHIIA CJIC/I TOBA CE M3BBPILIY XUPypPrUYHa HHTEPBEHIUS KaTo
MEeTOJ 32 Ne(UHUTUBHO JIeUeHUE Ha 3a00JIBAHETO.

KorouoBu aymm: KHCTa Ha JyKTyC THPEONIOCYC, XUPYPTUYHO IIpe-
MaxBaHe, CJIeI0NEPATUBHO YCI0XKHEHUE, PELUIUB.

Abstract

Thyroglossal duct cyst is a congenital malformation that occurs due
to incomplete closure of the thyroglossal duct. The cyst typically
appears along the midline of the neck on the ventral surface. Apart
from being a quiescent embryological remnant, it presents itself
clinically at any age and often requires surgical excision'. It is the
most common congenital tumor neck mass and occurs in 7% of the
population?. The thyreoglossal cyst may be located in the intralingual,
suprahyoid, thyrohyoid or suprasternal region. Its position in the
hyoid bone is extremely rare®. There are a few differences between
thyroglossal duct cysts (TGDCs) expression in children and adults.
The lesion mostly found in children but adult population also pos-
sesses this anomaly. Position is almost similar in both age groups
with midline and infrahyoid location while laterality is seen mostly
in adults. Size of Cyst is found to be larger in adults. The recurrence
and post-operative complication rates between children and adults
usually are not significantly different. Malignant transformation is
rare and can be diagnosed only after histologic examination of a
biopsy specimen®.

We present a clinical case of a 25 year old female patient, with previ-
ous surgery in childhood (at the age of 7) due to thyroglossal duct
cyst. She came to the ENT clinic complaining of painful tumor mass
at the middle of her neck 3 centimeters large. Thyroglossal duct cyst
recurrence with inflammation was discovered. The patient underwent
antibiotic treatment for 10 days as a start and after a week a surgery
was performed as a method of definitive treatment.

Key words: thyroglossal duct cysts, surgical excision, post-operative
complication, recurrence.



BuBenenue

Kucrure, Bomemu HayajoTo cU OT OCTaTbLUU Ha
nykryc tupeoriocyc (KITT), ca cpen Haii-yec-
TUTE WHWHHM OOpa3yBaHMsl, JWArHOCTULUPAHU B
JIETCKa M MJIaJia Bb3PAcCT, BHIPEKH Y€ T€ HEPSIKO
ca HaJMIIE U IpU Bb3pacTHU. [lyKTyc THpeoriocyc
BB3HUKBA 110 BpeMe Ha eMOPHOHAIHOTO Pa3BUTHE
Ha IMTOBHUAHATA kJje3za. CMiara ce, 4ye cIycKai-
KM C€ KayHdaJIHO IO HIMSTa, THPCOUAHHUAT 3a4aThK
¢dbopmupa DyKTyC, KOMTO OCTaBa CBbP3aH ChC CBO-
sATa HayallHa TOYKa HAa BH3HUKBAHE Ha HUBOTO Ha
¢dopamen mekym Ha e3uka. OOMKHOBEHO IYKTYC
TUPEOTIIOCYC THPIH 00paTHO pa3BUTHE U aTpodupa
Mexay 7. m 10. recranuonHa cenmuua. Kucrara
MOXKE J1a Bb3HHKHE HABCSKBJIE MO MPOTESIKEHUE Ha
II'BTSI HA MUTPALUs HA TYKTYC TUPEOINIOCYC Ha pas-
BMBAII[aTa C€ IUTOBU/IHA JKIIE3a.

Crenara na KJITI' e mokpurta oT pecnuparopeH
WA CKBAaMO3€H €MUTEN, KaTo ThKaH OT IIUTOBUIHA
&KJle3a MOXe ChIO Ja mnpuchkceTBa. Ilpu numnca nHa
THhKaH OT IIUTOBHJIHA JKJI€3a XHUCTOJIOTUYHOTO pas-
no3naBane Ha KATI moxe nma ce oObpka ¢ Apyru
KHCTHYHH JIE3UH, KOUTO MOTar ja ObIaT OTKPUTH Ha
musra. ETo 3a1o e HyXHO Aa ce noaueprae HeoO-
XOIMMOCTTa OT BHUMATEITHO M3CIIEBAHE HA ISJIOTO
KOJIMYECTBO OTCTPAaHEHA THKaH, 3a Jla C€ WJECHTU-
¢burmpar m3KIoYrTeNHO Maskute (okono 0.45 cm)
KOJIMYECTBA THKAHU OT IUTOBU/IHA JKJIE3a.

UzsBara na KATIT e Gumonanna ¢ nuk npe3 1™ u
5™ nexanu, KaTo OOMKHOBEHO MPE/ICTABIISABA Pa3No-
JIOKEHA CPEIUHHO Ha LIMATA IMOJl XUOHUIHATA KOCT
ne3us, B 10% or cinyuyaute npuapyKeHa OT KOXKHa
¢uctyna.

3a ;ma ce MOCTaBM TOYHA JWArHO3a M 0COOEHO na
Ce OMpener TOYHOTO PA3MOJIOKEHUE Ha KUCTara,
O0OMKHOBEHO ce u3noi3Bar oopasuu cpeacrsa — KT,
SAMP u exorpadus. Colo Taka 3a U3ACHsSBaHE Ha
JMarHo3ara u 0co0eHO 3a IMarHOCTUKA Ha MaJIur-
HEH TPOIIEC MOXKE J1a C€ M3MOJI3Ba M THHKOUIJICHA
acniuparmonna oworncus (TAB). 3a otkpuBane Ha
EKTOMMWYHA IIMTOBHUIHA THKaH MOXE JIa C€ M3IOJI3-
Ba paJMOM30TONHO CKAaHWPAHE Ha IIUTOBHUJHATA
KIlesa.

Knacuueckara xnuHnyHa m3siea Ha KITI mpen-
CTaBJIsIBa TOJIBWKHA, HEOOJe3HEeHa (opMaIus 1o
cpeavHHara NUHMA Ha musATa. MHpekumsara Ha
HIUSITa CHIIO € HEepsIKa U3ABa, YECTO MPHUAPYKEHA
ot cekperupama ducryna. J[ucharusra u o6cTpyk-
[UsATA Ha IUXATETHUTE IHTUIIA HE Ca XapaKTepHH
3a KJITT, npu Hann4due Ha BH3MAICHUE MOXKE J1a CE
MI0SIBU U3BECTHA 0OJIE3HEHOCT.
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Introduction

Thyroglossal duct remnant cysts (TGDC) are
among the most common cervical lesions encoun-
tered in infancy and childhood, although they not
infrequently present in adults. The thyroglossal
duct originates during embryonic development of
the thyroid gland. As the thyroid anlage descends
caudally in the neck, it is thought to form a duct
that remains connected to its point of origin at the
level of the foramen cecum of the tongue. The
thyroglossal duct typically involutes and atrophies
between 7 and 10 weeks gestation. The cysts may
arise anywhere along the migratory pathway of the
thyroglossal duct of the developing thyroid gland.
The TGDC wall is lined by respiratory and squa-
mous epithelium and of course thyroid gland tissue
may present also. In the absence of thyroid gland
tissue, the histologic appearance of TGDC can be
confused with other cystic lesions which may be
encountered in the neck. However, it must first be
stated that very careful review of all of the tissue
removed may be necessary to identify the very
small (mean 0.45 cm) amount of thyroid gland tis-
sue.

TGDC shows a bimodal presentation peak in the
Ist and 5th decades, commonly presenting as a
midline cervical lesion below the hyoid bone, asso-
ciated with a skin fistula in 10%.

To put the exact diagnosis, and especially to map
the exact location of the cyst, imaging studies
are usually used — CT, MRI and ultrasound. Fine
needle aspiration (FNA) can also be performed
to clarify the diagnosis and especially to diagnose
malignancy. To detect ectopic thyroid tissue, radio-
isotope thyroid scanning can be used.

The classic clinical presentation of TGDC is a
mobile painless mass in the midline of the neck.
Infection of the cyst is also a common presentation,
frequently accompanied by a discharging fistula.
TGDC are uncommonly associated with dysphagia
or airway obstruction, some pain may occur if an
inflammation is present.
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KIATT psnko manurausupar. JlokinagBaHuTe Ciry-
yayd Ha KapruHoma, nosisuna ce npu KJTT, ca ot
1% no 3.2% wnnu popu a0 7.4% cnopen pazaudHu
MIPOYYBAHHMS.

Bwmecto upe3 excumsus, Haii-epukacHo KATT ce
JIEKyBaT OIMEpaTUBHO MO MeToja Ha Sistrunk, KOWTO
NPEAU3BUKBA MO-MaNKo ycnoxHenus (1%) u peru-
uBH (3%)°.

Kaunuyen ciayyvaii

Hwue npencrapsime KIIMHWYEH CiTy4ail Ha 25-TOAHIII-
Ha MalMeHTKa C MpeulliHa omepanus [nopagu
KIATI na 7-rogumHa Bb3pacT (He Oe mpenocta-
BEHA MEJUIIMHCKA TOKyMEHTAIUsl B MOJKperna Ha
Ta3u aHamHe3a). Ts moctbnu B YHI' kimHukara
C OIUIaKBaHMA OT OOJKa B IIMATAa W TOsSBaTa Ha
TYMOpHa Maca [0 CpeJuHHara JUHHUS Ha IIUsITa
(Kapruna. Ne 1).

’

KapTuHa Ne 1

[IpernensT oTkpu Gone3HeHa Gpopmanus ¢ pasmep
3 cM, pasnojokeHa IO CpeAVHHATa JIMHHUS Ha
HIMATa, B OIM30CT 10 XUPYPTUYHMs Oejer, ocTa-
HaJ OT NpeJuIlHATa ONepaTHBHA WHTEPBEHLHUS.
Hskonko yBenuueHu 1uM(pHU Bb3ela, pasloiio-
KEHM HAOKO0JO, 0e3 Hajmuuue Ha Jucarus Win
OOCTpYKLUs HA JUXATEIHUTE MBbTULIA.

KpbBHHTE TecTOBE IMOKa3zaxa CpeJHO CTEIEHHO
Bb3nanenue. Exorpagusra (Kaptuna Ne 2) u KT
(Kaptuna Ne 3), moTBppauxa AuarHo3ara peryuB
Ha KJTI' ¢ Bp3maneHwe W yBEIMYEHU ITUMQPHU
BB3JIU B ChceCTBO. OOpa3HUTE U3CIIeIBAaHUS CHIIO
Taka MOTBbP/UXA, Y€ [0 BpEME Ha IIbpBaTa orepa-
YIS TIO/Ie3UYHATa KOCT HE € pe3elrpaHa.
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Rare TGDC may harbor malignancy. The reported
incidence of carcinoma occurring in TGDC is from
1% up to 3.2% or even 7.4% according different
studies.

TGDC are most effectively managed by Sistrunk
procedure rather than excision, which carries
low rates of complications (1%) and recurrence
(3%)°.

Case Report

We present a clinical case of a 25 year old female
patient, with previous DTGC surgery at the age of
7/no medical data was applied to that anamnesis/.
She came to the ENT clinic complaining of neck
pain and tumor mass appearance at the midline of
the neck (Pic. Ne 1).

’

Picture Ne 1

The exam revealed 3 cm large painful formation
situated at the midline of the neck, close to the
surgical scar left by the previous surgery. A few
enlarged lymph nodes around, no dysphagia or air-
way obstruction was discovered.

Blood test results showed mild inflammation. The
ultrasound (Pic. Ne 2) and CT-scan (Pic. Ne 3)
confirmed the diagnosis DTGC recurrence with
inflammation and enlarged lymph nodes around.
The imaging tests also revealed that during the first
surgery, the hyoid bone had been left intact.
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KaptuHa Ne 3

be B3ero pemieHne MHPBOHAYATHO TAIMEHTKATa
Jla TIpOBeJie aHTUOMOTUYHO JIEYEHHUE, 3a Jla ce mpe-
MaxHe MH(EKIMATA, cJIel KOeTO Ja Ce MOArOTBH 32
ornepauys ¢ uen AeUHUTUBHO n3neKyBaHe. Taka Ts
npoBenie 10-71HEBEH mapeHTepasieH aHTHOMOTHYCH
KypC U CeAMHULA CleA Karo KIMHUYHU U KPBHBHU
TECTOBE TOKa3axa JIUICA Ha MH(EKIMO3EH MPOIeC,
JICYEHUETO 3aBbPILIU C XUPYPruuecka HHTEPBEHIIHS.
Hammst exun n3BbpIm Kiracudecka 3a ToBa 3a00-
JISIBaHE ONEepaTHBHA MHTEPBEHLUS — CIEJ LIaTes-
HO TIOYHCTBAaHE Ha TIOBBPXHOCTTAa Ha MIMATA CE
HampaBU 5 CM XOpPU3OHTAJIEH pa3pe3 B obiacTra
Ha CTapus OIepaTuBeH IMKarpukc. OTcTpaHmxa
ce MOAKO)KHUTE ThKaHM, KUCTaTa Oe JOKaJIu3upaHa
Y BHUMATEJHO OTJIEJICHAa OT OKOJHHUTE CTPYKTYPH
(Kaptuna Ne 4). JlyktychT O6€ mpocieneH Harope
710 TIOZIe3UYHAaTa KOCT, KbAETO Oe murupas. Xuo-
uaHaTa KocT Oe ocTaBeHa Isyla, Thil Karo He ce
BHJISl AYKTyC Jla HaBim3a B TssoTo u. [loctaBu ce
aCIHUPALMOHEH JIPEH U MEKUTE ThKaHU U MYCKYJIU
ce 3amuxa BHUMareaHo. KoxHara paHa ce 3aTBOpu
c untpanepmaines mes (Kaprtuna Ne 5).

8

Picture Ne 3

Decision was made the patient to be treated with
antibiotics initially in order to deal with the infec-
tion, and after that to be prepared for surgery in
a way to deal with the disease definitely. So she
underwent 10 days parenteral antibiotic treatment,
and a week after all clinical and blood tests signs
of infection vanished, the treatment was accom-
plished by surgery.

Our team performed a classical surgical procedure
for that kind of pathology — after accurate neck
surface cleaning, 5 cm horizontal incision was
made in the old scar area. Subcutaneous tissues
were moved away, the cyst was localized and
separated carefully from the surrounded structures
(Pic. Ne 4). The duct was followed up to the hyoid
bone, where it was ligated. The hyoid bone was
left intact because no duct was seen to enter its
body. Aspiration drainage was placed and the soft
tissues and muscles was stitched carefully. The
skin incision was closed with intradermal stiches
(Pic. Ne 5).
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KapTtuHa Ne 5

Imagpk cnemoneparuBen nepuos. [lanmentkara 6e

HU31KrcaHa B I[O6p0 3ApaBC, HAITbJIHO Bb3CTAaHOBCHA

(Kaptuna Ne 6).

KaptuHa Ne 6

Juckycus

[{uToBMAHATA *KIIe3a BOAY HAYaJIOTO CH OT WHBA-
THHAIMS Ha Pa3MHOXKABAIIUTE CE€ €HIOMETPHUATHU
KJICTKH Ha 1ojia Ha paprHKCca 10 BpeMe Ha YeTBbP-
TaTa ceIMUIla OT eMOPHUOHATHOTO pa3BuTHe. JIyk-
TyC THpeoniocyc arpodupa U u3ue3Ba MEKIy 7™
u 10™ recranioHHa CEOIMUIIM. 3alla3eHd OCTaHKU
OT IYKTyC THPEOITIOCYC CE€ CYUTAT 32 U3TOYHHUK 3a
pazsurue Ha KJTT>.

3abossBaHeTO ce HaOIIoaBa MpH Jela U Bb3pacT-
HU M Karo 4e JI1 UMa OMMOJAIHO pasIpe/esicHHe
Ha Heropara m3sBa (1* u 5™ nekana).

International Bulletin of Otorhinolaryngology

Picture Ne 5

Smooth post-operative period. The patient was dis-
charged in a good health, fully recovered (Picture
No 6).

Picture Ne 6

Discussion

The thyroid gland originates as an invagination
of proliferating endodermal cells in the floor of
the pharynx during the fourth week of embryonic
development. The thyroglossal duct atrophies and
disappears between the 7th and 10th weeks of ges-
tation. Persistent remnants of the thyroglossal duct
are thought to be the source of TGDC®.

The disease can be seen in children and adults and
there appears to be a bimodal distribution of its

presentation (1st and 5th decades).
9



OOHMKHOBEHO KHCTaTa ce MOsBsBA KaTo HeboIe3He-
Ha MEKOThKaHHA OpMaIysi 10 CPESAMHHATA JTMHUS
Ha musTa, 03 OPyrd OIUTAKBaHHS, OCBEH akKo €
Hanuie Bb3naneHue. He ca xapakTepHu rbirarei-
HU W quxatelHu npoomemu. XucromornaHo KT
ca TMOKPUTH C PECHHUPATOPEH W/WIM CKBAMO3EH
enuten. [loHsikora B creHara Ha KHCTaTa WA B
OKOJIHUTE MEKH ThKaHHU MOXKE Ja C€ OTKpHUE ThKaH
Ha IIMTOBUJIHA XKJIe3a.

B noBeuero citydau cien BHUMaTeNEH Mperiea U C
nomomra Ha KT, IMP nnm exorpadcko usciensa-
HE € JIECHO Jla Ce MOCTaBU MpaBWJIHATA IUArHO3a.
KiacudeckoTo orepatuBHO JIeYeHUE € OTeparusTa
Ha Sistrunk, KOSTO BKJIIOYBA pe3eKLMS Ha MOJe-
3WYHATa KOCT. PeruauBUTEe U MaUTHHU3AIMSITA CE
cpemar psnko. [lanmmenture 0OMKHOBEHO OWBAT
M3MHCAaHN OT OOJIHWIATa HSAKOJKO JHH CJIEJ| OIe-
paTvBHATa MHTEPBEHIMS B J00pO CHCTOSHUE U CE
BB3CTAHOBSIBAT HAITBIIHO 3a 1 — 2 cenMHUIIHN.

Jakiouenue

Kuctute Ha gykTyc THpeorsocyc ca eIHd OT Hal-
yecTuTe J0OpOKAuYECTBEHH TYMOPHH OOpa3yBaHUs
Ha musTa. Te Mpou3IM3ar OT TyKTYC THPEOTIOCYyC
B CJIy4auTe, KOraTro € HaJuIle Hell'bIHATa My O0JH-
TepaIus.

OOUKHOBEHO JICYEHNETO Ha Ta3H MATOJIOTHS € XUPYP-
THYHO, KaTo aKko TO € paJuKaiHo, He Ou TpsaOBasio
Ja ce HabmromaBar peruauBy. Haif-paznpocTtpane-
HaTa omneparvBHA WHTEPBEHIMS € Olepalys|Tra Ha
Sistrunk, mpu kosTO ce HabMOaBaT MO-MaKo oT 1%
permauBy. [lo Hamm HaOMIOMEHWS] OCTaBSIHETO Ha
XUOWHATA KOCT WHTaKTHA (0e3 pe3eKIvsl Ha TSII0TO
1) HE yBeJIMYaBa MPOIEeHTa Ha PEIUIUBHUTE.
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Usually the cyst originates as a painless soft mass
at the midline of the neck with no further complains
unless inflammation is present. Swallowing and
breathing problems are not usual. Histologically,
TGDC are characteristically lined by respiratory
and/or squamous epithelium. Sometimes thyroid
gland tissue can be found into the cyst wall or in
the surrounded soft tissues.

In most cases after careful examination, and by
using ultrasound, CT-scan or MRI the right diag-
nosis is easy to be revealed.

Classical surgical treatment is the Sistrunk pro-
cedure which includes hyoid bone resection. The
recurrences and malignisations are rare. Patients
usually are discharged from the hospital a few
days after surgery in a god condition and they fully
recover for 1-2 weeks.

Conclusion

Thyroglossal duct cysts are one of the most com-
mon benign neck tumors. They originate from the
thyroglossal duct if it is not fully obliterated.

Surgery is the usual treatment of that pathology
and if it is radical, recurrences are not supposed to
emerge. Sistrunk procedure is the most common
surgery with less than 1% recurrences. According
to our data leaving the hyoid bone intact (no resec-
tion of its body performed) das not increase the
percentage of recurrences.
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