
In conclusion, pedicled flap antropyloroplasty is an alternative
surgical option for corrosive antral stricture. It can effectively
widen the narrowed antrum and restore gastric tube length span for
subsequent esophageal reconstruction.
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Thyroglossal duct cyst within the mediastinum:
An extremely unusual location
Soon-Ho Chon, MD, PhD,a Sung Ho Shinn, MD, PhD,a Chul Burm Lee, MD, PhD,a

Kyung Tae, MD, PhD,b Yong Seop Lee, MD,b Si-Hyong Jang, MD,c
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T he thyroglossal duct cyst (TDC) is the most common
congenital cervical abnormality, occurring in up to 70%
of all congenital neck abnormalities.1 In 90% of pa-
tients, it occurs in the midline. TDCs can be found

anywhere between the foramen cecum at the base of the tongue to
the level of the suprasternal notch. Although 85% occur below the
hyoid bone, those descending below the thyrohyoid membrane are
rare.1,2 In the case presented, the TDC masqueraded as a thymic
mass and was the cause of much confusion. There is only 1 other
reported case of TDC that even reaches the suprasternal notch.1

Our case is unique in that the TDC encroached into the superior
mediastinum, descending all the way to the aortic arch. To the best
of our knowledge, this is the only case of a TDC that descended
into the mediastinum.

Clinical Summary
A 40-year-old woman visited our clinic with the incidental finding
of a neck mass discovered after a routine examination. She had
mild dysphagia, and on physical examination, a small 1-cm mass
was palpable to the left of her neck just below the level of her

thyroid. There was no palpable cervical lymphadenopathy. Thy-
roid function test results were normal, and a neck sonogram
presented a well-circumscribed cystic mass at the inferior pole of
the left lobe of her thyroid extending well into the thoracic inlet. A
computed tomographic scan of the neck showed a large cystic
mass located inferior to the left lobe of the thyroid extending into
the superior anterior mediastinum, reaching the aortic arch (Figure
1). The patient was referred to our thoracic and cardiovascular
department to undergo operation.

With the patient under general anesthesia, a midline transcer-
vical incision 2 cm above the sternal notch was performed. There
was mild adhesion to the thymus and the lower pole of the left lobe
of her thyroid. Excision of the mass with the encapsulation intact
was possible, and a greater portion of the stalk, seated beneath the
thyroid, was removed, which was later found to be the thyroglossal
tract. The cystic mass was approximately 5 � 6 cm.

Gross examination revealed a unilocular cystic mass with a
stalk. The cut surface showed a thin fibrous wall. The cyst con-
tained thick mucoid material. On microscopic examination, the
cyst was lined by alternating respiratory and squamous epithelium.
In a focal area of the cystic wall, there was a small portion of
thyroid tissue completely surrounded by fibrous connective tissue
(Figure 2). Smooth muscle and cartilage or submucosal gland
components were absent.

The patient’s postoperative course was uneventful, and there
are no signs of recurrence 22 months after the operation, as
evidenced by ultrasonogram examinations of her neck.

Discussion
The thyroid largely develops from a median anlage on the ventral
pharyngeal wall at the second branchial arch, recognized at the end
of the third week of gestation. The origin of this anlage is the
foramen cecum and descends anterior to the pharynx to reach its
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adult site by the seventh week. By the end of the eighth week the
duct usually atrophies and disappears, but persistence of this duct
forms the TDC.3,4 During this migration the final destination or
location is the position of the adult thyroid, and migration beyond
the thyroid has been cited only in 1 other report.1 Our case is
unique, because the TDC not only migrated beyond the thyroid but
also reached the mediastinum.

The TDC is a slightly mobile, nontender, midline neck mass
that moves with deglutition. Only 1% of TDCs are found lateral to
the midline, and 80% are juxtaposed to the hyoid bone.3 TDCs are
generally found in children aged less than 5 years and are uncom-
mon in the adult.1,3 Although our case occurred laterally and in an
adult, it is unique because it occurred within the mediastinum.
Unfortunately, its location was the cause of confusion and errone-
ous diagnosis of a mediastinal mass. Because recurrence rates of
TDCs vary from 8% to 40% and 1% of TDCs may undergo

malignant transformation, definite treatment would have to include
the Sistrunk procedure.3,4 Although our case shows no evidence of
recurrence or malignant transformation, close observation will be
imperative because of the incomplete nature of the operation
performed. We believe that overall knowledge and understanding
of TDCs are essential and that TDCs should be considered in the
differential diagnosis of anterior mediastinal masses.
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Figure 1. Computed tomographic scan of the TDC (arrow) seen
extending to the level of the aortic arch.

Figure 2. The cystic mass revealed a lining of pseudostratified
ciliated columnar epithelium and a portion of thyroid tissue in the
fibrous wall (hematoxylin– eosin stain, �200).
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