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Case 
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A thyroglossal cyst with endolaryngeal extension: A Case Report
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ABSTRACT
Background Thyroglossal duct cyst is the most common midline congenital swelling in the head and neck. This anomaly 
is very rare in elderly. It usually presents as a midline painless neck swelling. In rare cases, it may show abnormal 
extension into the larynx that manifests with dysphonia and laryngeal obstruction. Case report We report a case of 
thyroglossal cyst in a sixty five year old patient who presented with difficulty in breathing, and hoarseness of voice. 
Fiber optic laryngoscopy revealed fullness in the right vallecula and the right piriform fossa. The differential diagnosis 
on Ultrasound and Computed Tomography was thyroglossal cyst versus laryngocele. After surgical excision, dyspnea 
resolved and voice improved.  Postoperative fiber optic laryngoscope revealed the disappearance of previous fullness. 
Histopathological examination confirmed the diagnosis of thyroglossal cyst. To the best of our knowledge, very few cases 
of thyroglossal cyst with laryngeal extension were encountered  in literature, and in this study, we are reporting another 
case of this extremely rare condition.
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INTRODUCTION                                                     

Thyroglossal duct cyst (TDC) develops from remnants 
of the thyroglossal duct and presents in the midline 
in relation to the hyoid bone. It enlarges as a result of 
inflammation, infection, or mucus retention[1] It is rare in 
elderly patients with a reported incidence of approximately 
0.6% in the 6th decade[2] It usually presents as painless 
midline neck swelling that moves with protrusion of 
tongue and deglutition and, intimately related to the hyoid 
bone[3] Although thyroglossal cysts are typically benign 
and asymptomatic, some have been shown to contain 
malignancy, cause airway obstruction, or extend into the 
larynx[4] Most of the reported cases occurred in elderly 
males where few of them were with no obvious neck mass.

Case report

A sixty five year old male presented to the accident 
and emergency with difficulty in breathing and change in 
voice. He was admitted by the respiratory physicians with 
a suspicion of respiratory failure and was initially treated 
in the Intensive Care Unit with CPAP (Continuous Positive 
Airway Pressure), antibiotic, steroid and bronchodilator 
medications which resulted in mild improvement. An ENT 

opinion was sought. The patient gave a history of a painless 
swelling in the neck, which increased in size slowly over 
the past 5 years, change in voice of one month duration 
and increasing dyspnea of 10 days duration. There was 
no history of recent rapid increase in size of the swelling. 
There was no history suggesting any chronic illness, prior 
surgery, or trauma.

On examination, the patient was in respiratory distress 
receiving oxygen by nasal prongs at a rate of 6 liters per 
minute to maintain saturations above 90%. He had a hot 
potato voice. Neck examination revealed a 5 cm × 3 cm 
mass in the anterior neck extending from the level of 
hyoid bone superiorly to the level of the thyroid cartilage 
inferiorly, had smooth surface and cystic consistency. The 
mass was moving with deglutition but not with protrusion 
of the tongue. The skin was not attached to the mass. There 
was no cough impulse and it did not become prominent 
with Valsalva maneuver. Fiber-optic laryngoscopy revealed 
fullness and cystic swelling in the right vallecula and the 
right piriform fossa with deviation of the right side of the 
supraglottis medially and the epiglottis almost touching 
the posterior pharyngeal wall (Figure 1). The left cord was 
normally mobile while the right vocal cord was obscured 
by the fullness.
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Fig. 1: Preoperative fiber-optic laryngoscopy revealed fullness and cystic 
swelling in the right vallecula.

Ultrasound revealed a cystic lesion seen in the middle 
part of the right anterior aspect of the neck measuring about 
5.5x3.4cm showing fine internal echoes (complicated 
cyst). Contrast CT neck scan revealed a non-enhancing 
mass 5.1x4.2x3cm situated between the upper edge of 
thyroid cartilage and the hyoid bone with an intralaryngeal 
extension. Approximately half of it is inside the airway, 
causing partial compression of the right side of the 
supraglottis (Figure 2). The remaining portion is bulging 
outside and is of high density fluid 20-25 cc. The thyroid 
gland was found to be in its normal position. Based on 
the clinical history with examination findings of a cystic 
swelling that moves up and down with deglutition and no 
impulse on cough with no enhancement in the CT scan, 
a suspicion of a thyroglossal cyst was raised and surgery 
decision was taken.

Fig. 2: Contrast CT neck showing non-enhancing mass causing partial 
compression of the right side of the supraglottis.

The necessity, nature and complications of surgery 
were explained to the patient and informed consent was 
taken. Consent was also taken for tracheostomy under 
local anesthesia in the event of failed intubation. Through 
size 6 endotracheal tube the airway was secured and 
anesthesia administered. Sistrunk's operation was done 
using standard technique. Intraoperatively, the mass was 
seen extending more to the right side. The intralaryngeal 
component was identified, dissected free of the laryngeal 
mucosa and delivered into the neck (Figure 3). The cyst 
was dissected thoroughly till the hyoid bone where the 
central part of hyoid bone was excised to avoid recurrence. 
The patient was extubated and observed overnight in 
the intensive care unit. The post-operative period was 
uneventful with complete resolution of dyspnea and 
improvement of voice. He was discharged on 8th post 
op day as he lived in a remote area. Post-operative fiber 
optic laryngoscopy showed resolution of the fullness 
and cystic swelling in the right vallecula and the right 
piriform fossa and normal positioning of the larynx 
(Figure 4). Histopathological examination described the 
cyst as: Grossly; the cyst appeared well encapsulated. 
The external surface was nearly smooth, with attached 
fibroadipose tissue. The size of the cyst was 5.5 cm in 
maximum diameter. Sectioning revealed unilocular 
cyst filled with thick yellowish gelatinous material.  
(Figure 5). Microscopic examination showed that the cyst 
wall was made of dense fibrous tissue with granulation 
tissue. The cyst wall failed to disclose any epithelial lining. 
Cholesterol crystal clefts, anucleate cells, and cell debris 
were seen in the cyst content. Lobules of variably sized 
colloid containing thyroid follicles with foci of reactive 
lymphoid tissues were seen in the subjacent stroma about 
the cyst wall. (Figure 6).

Fig. 3: The intralaryngeal component of the cyst dissected and delivered 
into the neck.
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Fig. 4: Postoperative fiber optic laryngoscope revealed disappearance of 
fullness and cystic swelling in the right vallecula.

Fig. 5: Thyroglossal duct cyst. The content of the cyst is gelatinous.

Fig. 6: Fibrous wall, absent epithelium and granulation tissue with 
cholesterol crystal clefts. Anucleate cells, and cell debris present. Colloid 
containing thyroid follicles (stars) can be seen in the stroma. (H&E, x40).

DISCUSSION                                                             

TDC is the most common congenital anomaly of the 
neck in childhood, representing more than 75% of congenital 
midline neck masses. Although TDCs often occur in 
pediatric patients, at least half are diagnosed in the second 
decade of life and they can also present later in adulthood. 
TDCs originate from persistent epithelial remnants of the 
thyroglossal duct that are present during the descent of the 
thyroid gland from the foramen cecum to its final position in 
the anterior neck[5]

TDC usually presents as a painless midline neck 
swelling that moves with deglutition and protrusion of the 
tongue with the typical radiological finding of a simple 
cystic swelling in the neck. Occasionally, TDC can show 
an atypical presentation either clinically or radiologically, 
which may pose a diagnostic challenge. Failure to anticipate 
the possibility of a TDC may be associated with the 
performance of an inadequate surgical procedure such as 
simple incisional biopsy or enucleation, both of which are 
associated with significant recurrence rates[6]

In this report we want to highlight one atypical 
presentation and atypical extension of thyroglossal cyst in a 
sixty five years old male who had difficulty in breathing and 
change of voice and showed abnormal extension into the 
larynx. According to Kurien et al in 2012, they mentioned 15 
cases of thyrogloassal cyst with laryngeal extension[7] Few 
other cases with endolaryngeal extension had been mentioned 
in literature from 2014 till October 2018[8-12] Discrepancies 
about the exact number of cases of thyroglossal cyst with 
laryngeal extension were found during our literature search 
which might be related to miscounting of all cases from all 
scientific search engines. To the best of our knowledge, our 
case presented here is approximately number twenty three 
based on all found material in literature search.

Challenges in diagnosis include: exclusion of other 
laryngeal cysts such as saccular cysts and laryngoceles. 
Saccular cysts are submucosal and result from fluid 
collection in the laryngeal saccule due to saccular orifice 
occlusion. Laryngoceles are air-filled, submucosal out 
pouching of laryngeal mucosa that is communicated 
directly to the laryngeal inlet[13] Thyroglossal duct cysts 
originate outside of the larynx, while saccular cysts and 
laryngoceles originate inside. However, their appearance 
in fiber optic laryngoscope and neck CT are very similar, 
making differential diagnosis difficult. While thyroglossal 
duct cyst fiberscope findings are similar to those associated 
with laryngeal cysts, radiological examinations, particularly 
CT or magnetic resonance imaging (MRI), are helpful in 
diagnosis[14]

The treatment of choice for (TDC) is a Sistrunk’s 
procedure in which a portion of the hyoid bone is removed 
by meticulous excision of persistent duct up to foramen 
caecum to reduce recurrence[15]
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CONCLUSION                                                          

We should keep in mind the atypical presentations and 
atypical extensions of thyroglossal cyst even in absence of 
neck mass. Thyroglossal cyst with laryngeal extension may 
mimic laryngeal cysts, but CT scan and histopathological 
assessment are crucial in diagnosis.
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