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signal in the magnetic resonance T1‑weighted 
sequences. The lesion was in the fatty tissue be‑
tween the platysma and laterally displaced ge‑
niohyoid muscles. Posteriorly, it adhered direct‑
ly to the unchanged hyoid bone and slightly de‑
formed the hyoglossus muscle. There were no 
signs of infiltration of the surrounding structures. 
Ultrasound‑guided fine‑needle aspiration cytolo‑
gy (FNAC) of the lesion was conducted based on 
the imaging results. The biopsy revealed a neo‑
plastic lesion (suggestive of salivary‑derived pro‑
liferation). Therefore, the patient was qualified for 
surgery. The tumor was removed together with 
the body of the hyoid bone using the Sistrunk’s 
method in the 34th week of pregnancy due to 
a strong suspicion of aggressive malignancy based 
on FNAC results. The surgery and the periopera‑
tive period were uncomplicated. The final surgi‑
cal histopathology demonstrated papillary car‑
cinoma in a thyroglossal duct cyst (Figure 1E‑1G). 

A 26‑year‑old woman in the 30th week of preg‑
nancy presented for ultrasound examination 
due to a painless anterior midline cervical mass 
felt in the hyoid bone region. The lesion had ap‑
peared several weeks earlier. The medical history 
was not contributory. Thyroid gland palpation 
was otherwise normal, and no cervical lymph‑
adenopathy or tongue protrusion were observed. 
Thyroid function blood tests were also nor‑
mal. Detailed neck ultrasound (Figure 1A and 1B) 
and craniofacial magnetic resonance imaging 
(Figure 1C and 1D) were performed without con‑
trast due to pregnancy. In Figure 1C and 1D a well
‑demarcated polycyclic cystic lesion was ob‑
served in the midline in the vicinity of the hyoid 
bone. The lesion measured 13 × 18 × 23 mm (sag‑
ittal × anteroposterior × craniocaudal) and con‑
tained multiple internal septa up to 2 mm thick. 
High protein or post‑hemorrhagic content was 
observed in some fluid spaces with an increased 
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Figure 1�  Thyroglossal duct cyst papillary carcinoma; 
A, B – ultrasound examination: a heterogeneous, 
predominantly hypoechoic structure (20 × 17 × 24 mm) 
with visible vascularization was seen centrally in the area 
of the palpable lesion in the hyoid bone. A yellow arrow 
marks a vessel that runs centrally through the lesion. 
The lesion was topographically related to the hyoid bone. 
No pathologically altered or enlarged cervical lymph 
nodes were found during the examination. 
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and central cervical nodes). The patient was treat‑
ed with radioactive iodine 131I with the activity of 
100 mCi, and advised to take suppressive doses 
of L‑thyroxine. After a 2‑year follow‑up, thyro‑
globulin level was undetectable, and the patient 
showed no tumor recurrence.

The thyroglossal duct cyst (TGDC) is the most 
common congenital lesion of the neck and usu‑
ally occurs as a benign cystic mass in the anteri‑
or cervical triangle. It affects approximately 7% 
of the general adult population.1 Embryologi‑
cally, the thyroid gland arises from the floor of 
the pharyngeal gut and descends as a diverticu‑
lum that remains merged to the gut by a narrow 
canal—the thyroglossal duct. Typically, the thy‑
roglossal duct obliterates by the 10th week of 

Histologically, the papillary thyroglossal duct cyst 
carcinoma was enclosed by a thin wall of connec‑
tive tissue. A branched framework of papillary 
glands filled with colloid was identified within 
the cyst. The papillae were covered by a single lay‑
er of epithelial tumor cells with cell nuclei show‑
ing typical alterations. The cancer infiltrated the 
adipose tissue and muscles. The tumor exhibit‑
ed a similar immunophenotype as the tumors of 
thyroid origin.

At the 40th week of gestation, a healthy baby 
was delivered without complications. In the sec‑
ond month postpartum, the woman was eligible 
for a follow‑up thyroidectomy with lymphade‑
nectomy (histopathology revealed colloid nodular 
goiter with no cancer signs in the thyroid gland 

Figure 1�  Thyroglossal duct cyst papillary carcinoma; 
C – magnetic resonance (MR) of the thyroglossal duct 
cyst papillary carcinoma, sagittal section; D – MR of the 
thyroglossal duct cyst papillary carcinoma, coronal 
section. 
Abbreviations: DG, digastric muscle; GH, geniohyoid 
muscle; H, hyoid bone; MH, mylohyoid muscle; 
P, platysma muscle; TU, tumor
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gestation. Occasionally, it can remain as a cyst 
or a duct or as an ectopic thyroid tissue within 
a cyst or a duct.2 Malignant neoplasms arising 
from TGDC are rare, with an incidence of 1% 
to 3% of all TGDCs. The women to men ratio is 
almost 3:1.3 More than 75% of TGDC carcino‑
mas are diagnosed incidentally with definitive 
histopathology after removal of the apparent‑
ly benign TGDC. In approximately 25% of cas‑
es, clinical or radiological findings raise preop‑
erative suspicion of malignancy.4 Up to 95% of 
patients with TGDC carcinoma presented with 
an asymptomatic neck mass. Only about 3% of 
the patients complain of dysphagia and pain. 
TGDC carcinoma can arise from the thyroid tis‑
sue of the cyst. Therefore, the most common pri‑
mary TGDC carcinoma is papillary thyroid can‑
cer (in more than 90% of cases).5 The reference 
surgical technique for TGDC is the Sistrunk’s 
procedure that comprises resection of the body 
of the hyoid bone. In high‑risk patients, thy‑
roidectomy is recommended. TGDC papillary 
carcinoma has a good prognosis, with 5- and 
10‑year overall survival rates between 100% 
and 95.6%, respectively (in comparison, typi‑
cally located papillary thyroid carcinoma is as‑
sociated with survival rates of 96% at 5 years, 
and 93% at 10 years).2
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Figure 1�  Thyroglossal duct cyst papillary carcinoma; 
E – the papillary thyroglossal duct cyst carcinoma 
micrograph, consisting of 1 or 2 layers of tumor cells 
surrounding a well‑defined fibrovascular core and cystic 
changes (hematoxylin and eosin staining, scale bar 
100 µm); F – immunohistochemical positivity for CK19, 
a reliable papillary thyroid carcinoma tumor marker. 
Squamous differentiation is observed. Immunoreactivity 
was observed in the carcinoma cell cytoplasm and cell 
membrane (scale bar 50 µm). G – immunohistochemical 
staining for TTF‑1. Strong TTF‑1 nuclear expression is 
visible in all cancer cells (scale bar 50 µm).
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