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Thyroglossal duct cyst (TGDC) is the most common
congenital midline neck mass in children. It usually
becomes symptomatic following a respiratory tract in-
fection and is usually diagnosed at 5 years of age. Thyro-
glossal duct cyst is rarely observed in less than 1-year-old
infants. In this study, we present a 3-month-old infant
with TGDC, who was administered multiple courses of
antibiotic therapy for the hyperemic, draining, midline
neck mass that had existed since he was 15 days old.

Introduction

Thyroglossal duct cysts (TGDCs) are benign
cystic formations that develop as a result of a
partial or complete obliteration deficiency of
the thyroglossal duct and the secretory proper-
ties of the epithelium in the duct. If these le-
sions are fistulized on the skin, they are called
the thyroglossal cyst fistula (1). Approximately
10% of neck masses seen in children are con-
genital neck masses, and TGDCs or their fistu-
las are the most common congenital neck mid-
line masses (2, 3). They are encountered equally
in both genders. Although they are often seen
in childhood, particularly in the first 5 years,
they may be seen in every decade of life (4); this
rate was reported to be approximately 7% in the
adult population (5). They may be found at the
intralingual, suprahyoid/submental, tirohyoid,
or suprasternal localizations. Patients consult a
doctor with the most common complaint of the
presence of infections and symptoms, and the
rate at which these instances occur is approxi-

mately 50% (4-6).

Dermoid cysts, branchial cleft cysts, thyroid pyra-
midal lobe, thyroid adenoma, thyroid carcinoma,
aberrant thyroid tissue, hemangioma, lymphade-

Physical examination revealed an infrahyoid midline
neck mass measuring 3x3 cm, which moved while swal-
lowing and had a sinus opening in the overlying skin.
The patient underwent Sistrunk operation under gen-
eral anesthesia. Histopathologic examination revealed
TGDC. One-year follow-up revealed no recurrence.

Keywords: Thyroglossal duct cyst, neck mass, congenital
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nopathy, lymphangioma, laryngocele, lipomas, and
teratomas should be considered in the differential

diagnosis (7, 8).

The treatment of these cysts is surgical, and the
most common method used in surgery is the
Sistrunk procedure, in which the cyst and hyoid
bone are removed together.

Case Report

A 3-month-old male infant was taken to the
health institution several times by his family be-
cause he had a swelling located in the midline
of the neck since birth, with redness around
the swelling and occasional discharge from this
swelling. He received antibiotic treatment for
infection. On physical examination (PE), a mass
that was approximately 3x3 cm in size, mobile
during swallowing and had a sinus opening on
the skin above it, was found in the neck midline
at the infrahyoidal level. Although ultrasonogra-
phy (USG) revealed normal-sized thyroid lobes
and homogeneous parenchymas, a well-circum-
scribed cystic nodular lesion (16x24x25 mm in
size) that contained mobile echogenic sediments
was detected in the midline of the neck in the
submental area. As the patient’s PE and USG
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Figure 1. Preoperative view of the patient

Figure 2. The image of the mass dissected from the surrounding tissues

findings suggested the presence of a TGDC, an additional
examination was not requested from the patient and the op-
eration was planned (Figure 1). The Sistrunk procedure was
performed under general anesthesia (Figure 2, 3). No compli-
cations developed in the early postoperative follow-up of the
patient, and he was discharged with recommendations on the
fourth postoperative day. Histopathologic examination of the
cyst was reported as a TGDC. No recurrence was observed
in the postoperative 1-year follow-up of the patient. Written
informed consent was received from the parent of the infant in

this case presentation.
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Figure 3. The macroscopic view of the mass

Discussion

Thyroglossal duct anomalies are the most common neck midline
masses that occur at a rate of 70%. They are usually seen as cysts.
Although sporadic and genetic factors are thought to play a role in
its development, they are considered to develop rather sporadical-
ly. Although they are of embryonic origin, rare symptomatic cases
have been reported during infancy. Of the cases, 25% present symp-
toms in preschool children and 50% of them present symptoms be-
fore the age of 20 years (9). In our case, the situation was interesting
because the symptoms emerged during the infant period.

A detailed anamnesis and PE findings are important in the dif-
ferential diagnosis. In PE, the up-and-down movement of a non-
soft mass in the midline of the neck during the protrusion of the
tongue or swallowing is pathognomonic (3, 10). USG is the first
imaging method to be performed in a patient who is considered
to have TGDC. Thyroid USG or thyroid scintigraphy should be
performed to detect the presence of preoperative normal thyroid
tissues. The advantages of USG are that it is not expensive, it does
not require sedation in children, it is not an interventional proce-
dure, it does not involve radiation, and it provides useful informa-
tion about the mass and normal thyroid tissue.

Although it is quite rare to encounter TGDC during the new-
born or infant period, it has been reported in the literature that
lingual thyroid cases are more common in this period (10-13).
'This condition is often asymptomatic, but depending on the size
of the mass, it may cause symptoms such as dysphagia and a
foreign body sensation in the throat in addition to dysphonia or
voice coarsening (12).

Because the risk of infection development is high in TGDC,
cysts should be excised under elective conditions. The Sistrunk
procedure, which has the least recurrence rate, is the most com-
mon surgical method. Inadequate surgery, infected cyst, false
diagnosis, draining of the cyst, perforation of the cyst during
surgery, and patient’s being younger than 2 years of age are the
factors that increase the risk of recurrence (2, 7, 10).

Conclusion
TGDC:s are the most common congenital masses that are seen
in the neck. They occur frequently in the first decade of life, and
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although they are seen at an average age of 5 years, rare cases
presenting symptoms in the infant period may also be encoun-
tered, as in our patient.
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