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Two Cases of Papillary Thyroid Carcinoma Arising in Thyroglossal Duct Cyst

Jung Hyun Kim, M.D., Il Seok Park, M.D.,
Young Soo Rho, M.D., Dae Young Yoon, M.D.*

Department of Otorhinolaryngology-Head and Neck Surgery, Radiology,* College of Medicine,
Hallym University, Seoul, Korea

Thyroglossal duct cyst is a congenital anomaly generally appearing as an asymptomatic midline neck mass.
Generally, the duct cyst is benign, but 1 percent of cases may be malignant. These present the same histologic
types as thyroid carcinomas. The most commeon pathologic type is papillary carcinoma. Regional lymph node
metastasis of papillary carcinomas in thyroglossal cyst occurs in 7.7 percent of cases. Prognosis of papillary
carcinoma is excellent. The treatment has been quite variable, but the most common initial treatment is Sistrunk’s
operation. Adequate excision of cyst and its tract including the mid-portion of the hyoid bone is the treatment of
choice. We experienced two cases of papillary carcinoma arising in thyroglossal duct cyst between 1986 and 2002.

KEY WORDS : Thyroglossal cyst - Carcinoma - Papillary.
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Fig. 1. Ultrasonography at the anterior upper neck showing lo-
bulated cystic mass(3.0x2.5cm).

Fig. 2. CT scan of the neck showed calcified lobulating cystic
mass aftached to hyoid bone.
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Fig. 3. Complex papillary structure and calcification (psammoma
body, arrow) are noted arising from the cysfic wall{ x40,
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