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MEPIAHWH: H kiotn BupeoyAwaoaoikou mépou ivai n
ouxvatepn ePBpPUIKAG TIPOEAeUoNG TPaxnAIKr SIdyKw-
on Tou evtoTiCeTal KUpiwg otnv mpdaobia emedvela Tou
Tpaxidou. O emmolaopdg ng véoou eivar 7%, evw
otnv BiBNoypagia undpxer kdmoia dixoyvwpia doov
apopd TV nAikia otnv oroia diayiyvhokeTal, apoy dA-
Aol ouyypagelg Ppiokouv Heyahltepo emmoiacud ota
maidid kar dMor otov eviAiko TAnBuopd.[1-3] Khivikd
eppaviCetal wg Kvnt, Xwpig Tdon avwduvn pdda pe
evtomon ouvnBéotepa kdtwbev Tou uoeidolg ootol
(75% twv acBevav), evw étav eMMAEKETal Je QAEYHOVT
ouvodeletal and mévo. H evdedelypévn Bepareutikn
TIPOOEyyIon TG KUotnG BupeoyAwaaikol Tmopou eivai n
XelpoupyIkr| extopr] autrig umd levikr AvaioBnofa katd
TNV texvikr Sistrunk, émou diacahiCetal n mfjpng e&ai-
PEON TOU TOIXWHATOG TNG KUOTNG OUpTEPIAAPBavOpE-
VOU Kal TPAKPATOG TOU OWHATOG ToU UOEISoUG 00ToU Pe
TO orofo n KUotn ouvrABwe epeaviCel Mpdapuon.

2Kkomég Tou mapouloag epyaciag n omoia ouvtd-
xOnke Bdon tou mpwtokdMou SCARE 2020 katd
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SUMMARY: Thyroglossal duct cyst is the most com-
mon swelling of fetal origin in the cervix, located pre-
dominantly in the frontal neck area. The prevalence of
the disease is 7%, while in bibliography there is some
controversy regarding the age of diagnosis, since some
authors find greater occurrence in children and others
in adults.[1-3] Clinically, it usually appears as a mobile,
painless mass without tension most commonly located
below the hyoid bone (75% of the patients), but if in-
flammated, it can be accompanied by pain. The indi-
cated therapeutic approach of thyroglossal duct cysts is
surgical removal under general anesthesia according to
Sistrunk technique, that ensures the full removal of the
cyst's wall including part of the hyoid bone body with
which it is usually attached.

The aim of the present study which was written based
on SCARE 2020 protocol according to EQUATOR[4]
is the presentation of a series of 5 cases which were
surgically treated in the University Clinic of Oral and
Maxillofacial Surgery of G.Papanikolaou General Hos-
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EQUATOR[4] eivai n mapouciaon oeipdq 5 mepiotat-
KW@V Ta oroia avtpetwiotnkav xelpoupyikd otny [la-
VEmaotnIiaky KAVIKY 2Topdtikrg kal [vaBommpoowikig
Xeipoupyikrc Tou [N ©eooahovikng I TMamavikohdou
oe didotua 2.5 etwv (9/2019-2/2022). O1 acBeveig
Atav 4 dppeveg (80%) (péon nhikia 50.5 €, akpaieg
NAIkieg 36 kai 71 ém) kar | BiAu (20%) 63 etwv. Olol
ol aoBeveic mpoonA\Bav oto egwtepikd latpeio Tng K-
VIKAG He pia avwduvn kivntd pdla tpaxiiou kar amd
TOV €PYAOTNPIaKS €AeyxO TTPOEKUPaV euBUPEOEIDIKOL.
‘OMor o1 acBeveic umePAriBnoav oe xelpoupyikr exto-
A TG KUotng Bupeoyhwoaikou épou e ouveEaipeon
TPAPATOG TOU OMMATOG TOU UOEIdoUG 0otoU (TEXVIKA
Sistrunk). Kavévag aoBeviig dev mapousiace umdtporn
OTOUG TAKTIKOUG €TTAVEAEYXOUG TIou akohouBnoav pe-
TeyXePNTIKA.

2upmepaoyatikd n kot BupeoyAwaoikou Tépou aro-
Tehel KNIk ovtdtnta Tou, av kal ouvnBéatepa yiveta
KAVIKE gpeaviG, SIayIyWWOKETal KAl QVTIPETWTTICETAl Xel-
poupyIKd Katd Ty Taidikr] nAikia, armavtdtal kar otov evi-
Aiko TAnBuopd. Alvartar va emmAakel pe @Aeypovr| Kal
va gpoeaviotel wg emwduvn Tpaxnhiky didykwon). H xel-
poupyIKA ektopr] Katd v Texvikr Sistrunk Kar 1IoToAoyIkr
Tautoroinon autig anoteholv tnv Bepareia exkhoyrc.

AEZEIX KAEIAIA: Kuotn BupeoyAwooikou mépovu, evii-
MNiKeG aoBevelc, Xelpoupyikr} KTopr, Oglpd TTEPIOTATIKWY

lpiBag ©. kai ouv./Grivas Th. et al.

pital in a 2.5 vyears time frame(9/2019-2/2022). Four
of the patients were men(80%) (mean age 50.5 years,
ranging from 36 to 71 years old) and one was a 63
year old woman(20%). All of the patients presented in
the outpatient unit of the clinic with a painless mobile
neck mass, that appeared euthyroid from the laboratory
tests. All of the patients underwent surgical removal of
the thyroglossal duct cyst and part of the hyoid bone at
the same time (Sistrunk procedure). No regression was
noticed in the frequent postoperative follow-up.

In conclusion, thyroglossal duct cyst is a clinically evi-
dent entity which afthough is more often diagnosed
and treated surgically in childhood, it can also appear in
adults. It may be complicated with inflammation and ap-
pear as a painful neck swelling. The treatment of choice
is surgical removal according to Sistrunk procedure.

KEY WORDS: Thyroglossal cyst, adult patients, surgical
removal, case series
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EIZAIQrH

O kiotelg Toug BupeoyAwooikol Tépou avarmuicoo-
VIal 0av amoTtéAecpd NG TAPapovrg g ePPBPUIKAG
dopng mou gualoloyikd ekpuAiCetal petd v 10n ep-
Bpuikr] efdopdda. Zuykekpipéva, o Bupeoeidric adévag
apxiCel va avarmiooetal katd v 3n epPpuikn efdo-
pada and pia mdxuvon Tou evoodEpUatog oto HESOV
Tou £8dPOUG Tou apxéyovou @dpuyya. Ao exel apxi-
Cel va petavactelel oupdia mpog Tov Adigd Tepvaviag
PTPOOTd and 1O AVATUOOOPEVO UOEIBEG 00T Kal O
otevr] oxéon pe autd. Katd v €Bdoun efdopdda tng
KUnong o Bupeoeidrig adévag éxel TIApel TNV TEAIKT Tou
Béon otov Tpdxnho kal pia otevr) owAnvwdng dopr, o
Bupeoyhwoaikdg Tépog, Tapapével yia TPEIG TiePITou
aképa eBdouddeg ouvdéovtag Tov veooxnuatobévia
adéva pe to EAS TPra TG yAwooag. ducioloyikd
petd and autd to didotnua o BupeoyAwaoalkdG TOPOG
UTTOOTEEPEI Kal ekQUAICeTal aMd kdmolo umdAeIppa
OPICHEVEC POPEC TTapapével. TATe n Tapousia kdmoiag
TOTIKAG PAeypovWdoUG eEgpyaoiag umopel va odnyrioel
og avudpaoTtik EPQAVION KUOTIKOU OXNUATIOHOU.

KAvikd o1 kioteig Tou BupeoyAwaoikoU Tépou epea-

Paper received: 21/1/23 - Accepted: 7/2/23

INTRODUCTION

Thyroglossal duct cysts develop as a result of a remain-
ing fetal structure which usually degrades after the 10th
week of pregnancy. In particular, the thyroid gland starts
to develop during the 3rd week of pregnancy from a
thickening of the endodermis in the middle of the neo-
natal pharyngeal floor. From there, it migrates caudally to
the neck passing in front of the developing hyoid bone
and in close relation to it. During the 7th week of preg-
nancy, the thyroid gland has taken its final position in the
neck and a narrow tubular structure, the thyroglossal
duct, remains for about three more weeks, connecting
the newly formed gland with the blind foramen of the
tongue. Naturally, after this period, the thyroglossal duct
recedes and degrades, but sometimes a residue remains.
When this happens, the presence of some local inflam-
matory process might lead to the reactive appearance
of a cystic formation.

Clinically, thyroglossal duct cysts appear as either soft
or hard, usually mobile swellings wich occasionally re-
gress. Although they usually develop in the middle of
the neck, sometimes they might appear unilaterally
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viCovtal wg dMote pJahakég kai dAMote ouprmayeic kai
OKANPEG, KaTd Kavdva eukivnteq OIOYKWOEIG TTOU evio-
Te éxouv umotpomidlovta xapaktipa. Av Kai ouvrlwg
avariooovtdl ato HESO Tou Tpaxriou, eviote pmopel
va epgavifovtal kai etepdmieupa (24%). >e katakdpu-
@o enimedo n didykwon propel va epgavidetal dvwbey,
kdtwBev (ouxvotepa) rj 1000YPKG Tou UoEeIdoUg 0oTou.
H kiotn ouvibwg élketal mpog ta Mévw Pe KIVAOEIG
mpdtagng g yAwooag 1 katd v katdmoon. 16iwg ol
KUoTelg Tou evtomicovial dvwBev Tou uoeidoug TIPoKa-
AoUv ouxvd duogayia, aioBnua mviypovig kai duopw-
via.[5] "Exel pavel pdhiota éu otoug evANiKeG n KUOTN
Tou Bupeoylwaooikol Tépou eppaviCetal ouviBwg pe
Mo €vtovn Kal eupeia oupmmwpatoloyia[2]

To uypd mepiexdpevo TG KUOTNG TEQIYPAQPETAl WG
BAewWwdEC, CeAaTIVSEC 1) TIUWOEG OE XPWHA TIOU PTTO-
pel va kupaivetalr anmd Aeukd-kiTpivo w¢ okoUpo @aid
Kal TTou evioTe TepIéxel xoAnatepdAn. To emBriio tou
KuoTikoU oxnuatiopgou eival dMote avamveuotikd, dh-
Aote MAak)Oeg kal dGAMote ouvduaopdg twv duo. Emeidn
N KUoTn ouxvd empoAlvetal eviotiovial TOMEG POPES
Kal kUTtapa TG PAeypovAG OTwG YIyavtokUTiapa, evw
egartiag g pAeypovwdoug autrig diadikaoiag pmopel
va mapatenBel n avdmugn eAeypovOO0UG-KOKKIW-
doug A avudpactikol ouvdeTikoU 10ToU evidg Tou TOI-
XWPAToG NG KUotnG.[3, 5]

Armeikévion G BAGPng aktvoloyikd eival amapaftnn
1600 Via va emPBePaiwdel n Unapn kiotng tou Bupeo-
yAwooikoU Tépou 600 Kai yia va eEaxkpiPwbel n mapou-
ofa uylolg Bupeoeidbols adéva fj n mapousia €ktomou
Bupeoeidolg Tou omolou Kar n mapapovr) Petd To Xel-
poupyeio kpivetar ouxvd amapaftntn.[6] Katd kavdva n
aKTVOAOYIKY) EKTIUNON VIVETal PE XPrON UMTEPHXWY, 16{wG
ota maidid, kabwg dev empPapuvel Tov opyaviopd Ye akti-
voPoAiq, eivar oikovopikr kar elkoha diaBéaiun.[ 1] Eviote
aglomololvtal kar ol eEeTdCEIG TG PayvnTKrG Topoypa-
oiag (MRI) 1} tng umooyiotikis Topoypagiag (CT). Opl-
opévol KAvikol TTpoteivouv va yivetar TTaviote €Aeyxog
AETOUPYIKATNTAG Tou BupeoeldoUs TPOEYXEIPNTIKA.

H kot tou BupeoylwooikoU Tépou aviipetwiCetal
e xelpoupyikr e&aipeon g PAAPNG, akdpa kai av auty
elival QOUPTTTWPATIKY, e OKOTIO va TTPoAN@Bel peMovTi-
KA emuoAuvor] TnG. AnAY extopr] TG BAGPNG dev ouvi-
otatal, kabwg éxel ouvdeDel pe uPnAd mooootd uro-
Tpommg (45-55%).[5] H Xelpoupyikr| TeXVIKr TTou Katd
kavéva emAgyetal Aoyw pikpr BavaTtnTag Umotporig
(mepimou 5%) eival n katd Sistrunk xeipoupyikr, n omoia
anarel pia mePIooOTERO EKTETAMEVN EKTOMN Kal TIEPI-
AapBdver emmAéov apaipeon Tou pECOU TEITNHOPIOU
Tou uoeIdolg ootou kabwg Kal 1otov and tnv Bdon g
yAdooag[/] To xeipoupyeio Ba mpémel va amogelye-
Tal O TIEPITIWOEIG TToU 1 BAGPN Bploketal oe €dagog
ofelag pAeypovrig, omdte kal anarteital xoprjynon avi-
Biotkav otov aoBevry pe okomd va undp&el Ajon g

@Aeypovric.
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(24%). On the vertical plane, the swelling may appear
on the upper, lower (most common) or equal level to
the hyoid bone. The cyst is usually drawn upwards with
protrusive tongue movements or during swallowing. Es-
pecially cysts appearing upper to the hyoid bone are
usually responsible for dysphagia, choking sensation and
dysphonia [5]. It also appears that in adults, thyroglossal
duct cyst is usually accompanied by more intense and
broad symptoms [2].

The liquid content of the cyst is described as rheumy,
gelatinous or purulent with a color ranging from white-
yellow to dark grey and occasionally contains cholester-
ol. Histologically, the epithelium of the cystic formation
can be respiratory, squamous or a combination of both.
Since the cyst is usually contaminated, inflammatory and
giant cells are often detected and the development of
inflammatory-granular or reactive tissue inside the cystic
walls can be observed [3, 5].

Radiological depiction of the lesion is necessary for both
the confirmation of the presence of thyroglossal duct
cyst and for the ascertainment of the presence of a
healthy or ectopic thyroid gland, that is often deemed
necessary [6]. Radiological evaluation is primarily per-
formed with ultrasounds, especially in children, since it
doesn't burden the body with radiation, it is economical
and easily accessible [I]. At times Magnetic Resonance
Imaging (MRI) and Computed Tomography (CT) can be
used. Some clinicians suggest a functional check-up of
the thyroid gland always be performed preoperatively.
Thyroglossal duct cysts are treated with surgical removal,
even in asymptomatic cases, in order to prevent future
infection. Simple excision is not recommended, since it
has been related with high percentage of relapse (45-
55%).[5] The most frequently chosen surgical technique
is surgery according to Sistrunk, due to the small per-
centage of relapse (approximately 5%), which requires
a more extended excision and includes the removal of
the middle third of the hyoid bone, as well as tissue
from the tongue base [7]. Surgery must be avoided in
cases of acute inflammation of the cyst and antibiotics
are administered.

The aim of the present article is to present our expe-
rience from the management of 5 adult patients with
thyroglossal duct cyst, that was performed in the Uni-
versity Clinic of Oral and Maxillofacial Surgery of "G.
Papanikolaou” General Hospital in Thessaloniki in a 2.5
years time frame (9/2019-2/2022).

CASE PRESENTATION

The first case regarded a 63-year-old female patient
who presented in the Outpatient Unit (OU) of the
clinic after referral by another specialty. She reported
recurrent neck swelling starting two years ago with a
recent deterioration of the clinical symptoms accompa-
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YKomog tou mapdviog dpbpou eivar n mapouciaon
NG epmelpiag pag amd v avuPeTmon 5 mepiotat-
KWV TTou agopoUlv oe evilikeg aoBevelc pe kiotn tou
Bupeoyhwoaikol mépou. H avuipetwmon éyive amd
v MNavemotnuiakr KAIVIKA TG 2ZTopatikrig kai [vabo-
mpoocwtikig Xeipoupyikrg tou levikol Noookopeiou
©eooahovikng I. MNamavikoAdou oe didotnpa 2,5 gtwv
(9/2019-2/2022).

MAPOYZIAZH MEPIXTATIKQN

To mpwto mepiotatkd agopd oe BAAU 63 €twv TToU
npoonABe ota E&wtepikd latpeia petd and maparo-
prry ané 1atpd AMng eidikdtntag. H aoBevrig avépepe
urtotpotdlouoa TPaxnAikry didykwon amd 2etiag e
npdoeatn emdeivwon TG KAIVIKAG OUHTTTIOHATOAOYIAG,
Xapaktnpi¢épevn and duokatamooia. Ex tou avapvn-
otikoU g eixe umoPAnBel oe nuiBupeoeidektopr| Kai
uotepektopr). Ex Tou epyactnpiakoy eAéyxou Tipogkue
eubupeoeidikr. Ané tov ameikoviotikd éieyxo (CT, MR,
ultrasonic) mpogkue Kuotikr) BAGPN dmobev tou uoel-
SoUg oto UPog tou Adpuyya, [E ETEKTACN OTO apIOTE-
PS nuipopio. Khvikd diamotwbnke avaduvn didykwon
otnv mpdabia emedveia Tou Tpaxiou.

To deltepo mepiotatikd agopd oe dppev 36 £TWV TTOU
npoonABe ota E&wtepikd latpeia, katdmyv mapamopmig
and 1atpd GMnG e18IKATNTAg, amwpevog avwduvn eu-
Kivitn TpaxnAikry Sidykwon mapd v péon yeappr. O
acBeviig eixe ehelBepo atopikd avapvnotikd. Amé v
MRI kai ultrasonic tpaxiiou Mpoékuye Tapouaia PAd-
Bng n omoia mpdPaie kdtwbev Tou voeIdoUG ooToU Kal
apiotepd NG PEONG YPApKNG, elkova oupPatr pe kiotn
Bupeoylwaoaikol Tépou. Amd To omvBnpoypdenua
Tou Bupeoeidolg pe Tc-99m mpoékue amouaia adevi-
KoU TIapeyxUpatog evidg tng KUotng. Amd Tov epyactn-
plakd éheyxo o aoBevrig rtav eubupeoeldIKAG.

To tpfto mepiotatikd agopd ot dppev 50 e1wv o oroi-
oG Tpoor\Oe ota Ewtepikd latpeia amiwpevog avidu-
vn Sidykwon umoyAwaooia apxdpevn amnod 5 etwv. Amod
TO QTOIKG avapvnotikd TPOEKUWE aptnpiaky) UTEpTa-
on umd aywyrj, apuydaiektopr, dlappeayPaTomAdoTIKr
kal opBoredikég emepBdoeig amokatdotaong Petd amd
Tpoxaio atixnua. Amd Tov epyactnpiakd €Aeyxo o
aoBevric rtav euBupeoelBIKAC. ATO TOV AMEIKOVIOTIKG
éheyxo (CT, MRI) diamotwbnke mapousia dixwpou Ku-
oTIKoU oxnpatiopoy otny TEPIOXH TwV YAWCOIKWY HUWV
apiotepd.

To tétapto mepiotatkd apopd oe dppev /1 €tdv o
oroiog TMpoonA\Oe ota eEwtepikd Iatpeia Adyw mpd-
0(Atou KAtdypatog kdtw yvdbou ouvereia epyatikou
aTuxruatog. Amd To atopikd avapvnotkd o acBevrig
avépepe TIAAAIO EUPPEAyA, YIa TO ormoio urePARBn oe
BpouPdiucn, pe emmAokr eykepalik| alpoppayia. Amé
v a&ovikr) Topoypaeia mou ureBAen o acBevrig ota
TAQiola ektiunong tou Katdypatog kdtw yvdbou, dia-

lpiBag ©. kai ouv./Grivas Th. et al.

Wi 0 D) 50 D]
Eik. 1: Ameikévion tng BAGBNG mpwng acBevolq pe agovikr Topoypagia o aEovikr-otepaviaia-
oPeNiaia topn.

Fig. 1: Appearance of the lesion in the first patient with CT scan in an axial-transverse section.

Eik. 2: lotohoyikr| eikdva mpwtng acBevouc. H&E, 10X, Kuotikd
ToiXwpa pe avamveuotikd emoniNio (moptokali BEAG) kal
Bupeoeidikd Buhdkia (mpdoivo BENoQ).

Fig. 2: Histologic image of the first patient. H&E, 10X, Cystic wall
with respiratory epithelium (orange arrow) and thyroid pouches
(green arrow).

nied with difficulty in swallowing. Her medical history
included a semi-thyroidectomy and hysterectomy. From
the lab testing she was presented euthyroid. Imaging
tests (CT, MRI, ultrasound) showed a cystic lesion on
the back of the hyoid at the larynx level, extending in the
left half. Clinical examination revealed a painless swelling
in the frontal surface of the neck.

The second case concerned a 36-year old-male patient
presenting again after external reference, who report-
ed a painless mobile neck swelling at the midline. The
patient's medical history was uneventful. MRI and neck
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Fig. 3: Appearance of the lesion of the second patient in axial-transverse section.

TIOTWVETAl WG TUXAIO aKTIVOAOYIKG elpnua emmAéov
KUOTIKOPOP®N Xwpokataktntky dlepyaoia, n omoia
eKTelvetal amod To KATw XeMoug ToU OWUPATOG TOU UOEI-
SoUg ootoU €wg To TO&o Tou KPIKoEIdoUG XEvOpouU Kal
n oroia YdhNiota aokel Arieg MEOTIKEG SUVANEIG €T Twv
yUpw 1otwv. Aé tov gpyactnpiakd €heyxo o acBevig
ritav eubupeoeIdIKAG.

Téhog o mépTTto Mepiotatikd agopd ot dppev 45 etwv
o omoiog MPooABe ota eEwtepIKd 1ATPEIT AINPEVOG
avwduvn tpaxnhiky didykwon oto UPog tou Bupeoel-
doug pe apxdpevn duokatamooid, e TV CUPTTIWHA-
Tohoyia va dpxetal and 2 pnvov. Amd to dtopikd ava-
pvnotikd TIPoEkuPE XelpoupynBeioa kipookiAn, Kipoof
Kdtw dKkpou Kal ATA KEAVIoEYKEQAAIKY KAKwon ota
TAaiola AmoBupikoy emeloodiou. ATié Tov amekovIoTkO
éheyxo (CT, MR, ultrasonic tpaxrhou) Tpoékuye Ta-
pouaoia MoAUXwPOU KUCTIKOU OXNUaTicpoy TTou Eekivdel
amnd v PEon ypapun kai exteivetal mpog to Se&id nyi-
HOpPIO TOU TPaxriAou. Ad Tov epyactnEIakd EAeyxo o
aoBevr|g rjtav euBUPEOEIBIKAG,

‘Ohol o1 aobeveic avupetwmiotnkay amd xeipoupyiki
opdda Tpiwv 2topaukwyv Kai [vaBompoowrkwy Xel-
poupywv (I Eidikég kar 2 Eidikeudpevol latpol), umd

I,2023

Eik. 4: lotohoyikr] eikdva deltepou aoBevouc. H&E, 10X, Kuotiki
KoIAGTNTa Tou emevdUetal amd avamnveuotikd (mpdoivo BEAoG) Kal
moAdoTiBo Mhakwdeg emBAio (Toptokah BEAOG).

Fig. 4: Histologic image of the second patient. H&E, 10X, Cystic cavity
covered by respiratory (green arrow) and multilayered squamous epithe-
lium (orange arrow).

uftrasound showed a lesion extending under the hyoid
bone and on the left of the midline, which was congru-
ent with thyroglossal duct cyst. The thyroid scintigraphy
with Tc-99m showed absence of glandular parenchyma
inside the cyst. He was found euthyroid after laboratory
investigation.

The third case regarded a 50-year-old male patient who
presented in the OU complaining for a painless swelling
under the tongue starting since he was 5 years old. His
medical history included hypertension under treatment,
tonsillectomy, diaphragmatoplasty and orthopedic reha-
bilitation surgeries after a car accident. From lab tests
the patient was euthyroidic. Imaging tests (CT, MRI)
confirmed a two-part cystic formation in the left tongue
muscles’ region.

The fourth case regards a 71 year-old male who came
due to a recent lower jaw fracture after an accident at
work. From the medical history the patient reported an
old cardiac infarction, for which thrombolysis was per-
formed, that was complicated by cerebral hemorrhage.
During the evaluation CT scan, an expanding cystic pro-
cess was also discovered, which was expanding from
the lower lip of the hyoid bone body to the arch of the
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Eik. 5: Arteikdvion g PAGBNG tpitou aobevolq pe payvnukr toypoq}(o ocpovwo(o-
ofeNiaia topr}. ToviCetar n uPnArj-oxeddv umoyAwooia evrdmon g BAGPNG.
Fig. 5: Appearance of the lesion of the third patient with an MRI in transverse section.
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Eik. 6: loto)oyikr eikéva tp(fou Gé@s\/otﬁc.
H&E, 20X, Kbotn mou emevdietar and
avanveuotikd emBrAio.

The high-almost hypoglossal location of the lesion is being emphasized.

yevikr] avaioBnoia. 2toug aoBeveig Tou extiprOnke n
Tiapouoia evepyol QAYHOVAG KAIVIKG, TIPOgYXEIPNTIKA
xopnynonke avufiotikr aywyn (Kepahoomopivn) péxpl
Kal TV KAIVIKA armodpopn TG @AeyHovAG.

> € ONeG UG TTEPITTWOEIG SlevepyriBnKke n extopn TG PAG-
Bng katd v xeipoupyikr Texvikn Sistrunk . O1 xelpoup-
yikol xpdvol akohouBriBnkav wg e&ig: lMvetal eykdpoia
Topr 4-5 ekatootwv oto emimedo Tou UoeldoUg 0oToU
Kkal akoAouBel avametaon puodeppatikoy Kpnpvou Tou
miepIAapBdvel to puwdeg mAdtuopa. H kiotn evtoricetal
Kkal Tapaokeudletal amod Toug yUpw 10ToUG. 2T onyeio
autd SiaxwpiCetal To UoeISEG 0oTd amd Toug HUG TToU
TPOO@UOVTAl OTO HECO aUTOU Kal EKTEPVETAl €va KO-
pdu and to owpa autoy diaotdoewv 1,5-2 cm. ‘Emerta
N EKTOWA 10TWV OUVEXICETAl KEPANKA PEXPI TO TUPAS
terpa. Katd v Siadikaoia aut Sev yivetar kdmoia
Tpoondeia yia avelpeon Tou Topou ald agaipou-
vtal 6Aol ol Vervialovieg I0Tof TTou Bpiokovtal otn péon
YPauWr oupmepIAapBavopévay TUNPdtwy tou yvabou-
0e1d0Ug, yeveloyAwooikoU kal yevelologidoug pudg. H

a&ovikr-otepaviaia-oPehiaia topr.
Fig. 7: Appearance of the lesion of the fourth patient with a CT scan in axial
transverse section.

Eik. 7: Ameikévion g BAABNG tétaptou aoBevolq pe afovikr Topoypagia oe

Fig. 6: Histologic image of the third patient.
H&E, 20X, Cyst covered by respiratory
epithelium.

circular cartilage, compressing lightly the adjacent tissues.
He was also euthyroid.

Finally, the fifth case regards a 45- year-old male with
a painless neck swelling in the thyroid level with a mild
difficulty in swallowing, with symptoms starting two
months before. Medical history included surgically treat-
ed varicose veins of the leg and mild craniocerebral in-
jury during a syncopal episode. Imaging tests (CT, MR,
neck ultrasound) revealed a multi-spaced cystic forma-
tion, starting from the midline and extending to the right
half of the neck. He was also found euthyroid.

All the patients were treated by a team of three Oral
and Maxillofacial Surgeons (I specialized and 2 resi-
dents), under general anesthesia. In patients with the
presence of acute inflammation, antibiotics were admin-
istered preoperative (cephalosporin) until the clinical
recession.

In all of these cases the removal of the lesion was per-
formed according to Sistrunk procedure. Surgical steps
followed were: a 4-5cm long transverse incision was

e E A

Eik. 8: lotoloyikr eikéva tétaptou aobevous. H&E, 10X

Kiotn pe avanveuotkd embridio ota de&id kai utoAeippata

- Bupeoeidikol 10ToU evidg Tou ToIXWPatog (pdovo BEAOG).
Fig. 8: Histologic image of the fourth patient. H&E, 10X, Cyst
with respiratory epithelium on the right and remnants of
thyroid tissue inside the wall (green arrow).
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Eik. 9: lotohoyikr eikdva mépmou aoBevous. H&E, 10X, Kiotn mou
kaAUTTteTar amé moAdotifo mhakwdeg (Mpdaoivo BEAG), avamveuoTikd
(moptokah BéAog) kar amoyupvwpévo emBANio (ummhe PEAOG).

Fig. 9: Histologic image of the fifth patient. H&E, 10X, Cyst covered
by multilayered squamous (green arrow), respiratory (orange arrow)
and non-keratinized epithelium (blue arrow).

TIOPEIQ TIPOG TO TUPAS TPrHa PMopel va mpoodioplotel
w¢ pia euBeia ou opeUetal TTPOG Ta Tdvw Kai 1) oTToia
oxnuatiCer ywvia 45 poipwv o€ oxéon Pe TIG 0pI{OVTIEG
Kal KATaKOPUPEG TOPEG Tou uoeidous ootol. To TueAd
TPAHa apaipeital Kar yivetar oUyKAEIon TG EMKONV®WVI-
ag HE TV OTopaTKr KOINOTNTA Pe KatdMnAn cuppaer.
Aut n eupeia extopr] 10TwV yivetar SI6T omolodrmote
emOnAiakd katdhommo pmopel va odnyroel og UTTIOTPOTT
NG kiotng. O1 iotol cuppdrovtal Katd oTPwWHata Kdi
Katd tnv avatopikr tdén. lMvetar aipdotaon, olykhion
TOU TPAUpAtog Kar donrmn enideon. To mapaokeUaopa
amootéMetal yia 1otorraBoAoyIkr eKTiunon).

O1 aoBeveic mapépeivav voonheudpevol yia Tepimou 3
NHEPEG PETEYXEIPNTIKE TTPOKEIPEVOU Va eKTINBOUV KAI-
VIKogpyaotnplakd kai va AdBouv evdopAéBia avupiot-
Kr| aywyr, TTaucimova kar KopT{ovn. & Kavéva ek Twv
aoBevav dev mapatnerBnke emmAokr] katd Ty dpeon
peteyxeipnukn mepiodo.

‘Ohol o1 acbeveig emavegetdotnkav ota E&wtepikd 1a-
TPeia TV O€KATN PETEYXEIPNTIKY NUEPA, OTTOTE Kal €y
VE N apaipecn Twv PAPPATwY Kal éva priva Petd tnv
NHEPA TOU XelpoUpVEiou. 2 & OAEG TIG TIEPITITVOEIG Ogv
mapatenonke agloonueiwto kKAVIKS mSPBANUa, evw n
TiapakoAoUBnaon kai ol emavéleyxol Twv acBeviv PEXP!
kal 6 Prveg PeTeyxelpnTkd yivovtay PEow TNAEPWVIKAG
EMKOIVWVIAg Xwpig va yiver KAVIKY extiunon, Adyw g
ampoBupiag twv acBeviv va mpocéNBouv ota E&wrte-
pIkd 1atpeia Sedopévng g €Eapong tng mavonuiag
Covid-19.

2YZHTHZH

H mapouvoa epyacia apopd oe ogipd TEPICTATKWY TIOU
QVTIPETWTTIOTNKAV amd TV KAIVIKA 2topatikig kar ['vabo-
TIPOOWTIKAG XEIPOUPYIKNG, HE TNV EKTOMN Va EXEl Vivel
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Eik. 10: Areikévion tng BAGPNG mépmou aoBevolg pe agoviki
Topoypagia o agoviki-otegaviaia-oPeiaia topn.

Fig. 10: Image of the lesion of the fifth patient with CT scan in axial-
transverse section.

Eic. I'1: Ameikdvion g BAGPNng méprmou acBevouq pe Mayvntiki
Topoypagia oe afovikr Tour.

Fig. I1: Image of the lesion of the fifth patient with MR in axial
section.

performed at the hyoid bone level, followed by raising
of the myodermal flap including the platysma. The cyst is
located and prepared. At this point the hyoid bone was
separated from the muscles attached to its middle part
and part of its body, around 1.5-2 cm, was removed.
Tissue excision continued cephalically until the blind fo-
ramen. During this procedure, no attempt to find the
duct was made, but all the adjacent tissues located in the
midline were removed, including parts of the mylohyoid,
geniohyoid and genioglossus muscle. The path to the
blind foramen can be determined as a straight line going
upwards in a 45 degree angle in relation to horizontal
and vertical sections of the hyoid bone. The blind fora-
men was then removed and oral cavity communication
was closed with appropriate suturing. This wide tissue
removal was performed because any epithelial remnant
can lead to a relapse of the cyst. Tissues were sutured
by layers and according to anatomical order. Hemostasis
was performed with closure of the trauma and aseptic
ligature. The prepared tissues were sent for histopatho-
logical evaluation.

The patients remained hospitalized for about 3 days
postoperatively, in order to perform clinical laboratory
evaluation and receive intravenous antibiotics, painkillers
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Katd v Texvikr Sistrunk. 2 kavéva amd ta mepiotati-
K& Sev mapatnperiBnke umotpor). INpémel va avapepOel
AT N ouyKekpIpévn epyaoia cuvtdxBnke umd to Tpo-
BAemépevo mpwtdkoMo tou Equator yia tv avagopd
xelpoupyikawv Treplotatikwy SCARE. MNapouoidlel dpwg
TIEPIOPIOHOUG, fTol O apIBpdG Twv TIEPIOTATKWY Efval
HIkpSG. Katd ouvémeia n epgdvion pndevikig umotpo-
TG oupBadiCel pe To eUPOG TTOCOOTWY UTIOTPOTTAG TNG
S1eBvouq BiBNoypapiag, alMd dev pmopel va yevikeu-
Tel. EmmAéov oto olvolo oxeddv twv TepioTatikiav dev
urtdpxouv dedopéva TaktikoU Maveréyxou evog €Toug
f Kal TIEPICOGTEPO PETEYXEIPNTIKG, KaBWG ol aoBeveig
Sev emBupovoav va mpooéAouv ota E§wtepikd atpeia
™G KAIVIKAG poPoupevol mBavi Aofuwgn covid-19. ‘Etol
n emaveE€taon Twv TEPIOTATIKWY EYIVE HEOW TNAEPWVI-
KNG emKoivwviag iatpou-acBevolg yia avapopd moa-
VOV oUPMPdtwy and tov acBevr).

H katd Sistrunk extopry, av kai egeavicetar wg piag Jop-
@rig gold standard yia tnv avupetwmon g kdotng Ou-
peoyAwOOIKoU TTGPOU, OUVEXICel va ouvOEetal, oUP@wva
pe v PiPAioypaeia, pe epgadvion unotponwv[8-12] o
Toco0Td Tou kupaivovtal and 3,7%[ 2] éwg 5,3%[8].
Q¢ ek ToUTOU, €xOUuV TTPOTABE! OPIOHEVEG EVAMAKTIKEG
TIPOOTIENdOEIG yIa TNV EAAXIOTOTIONNON TWV UTTOTPOTIWY
pe dMote dMa mooootd emtuxiac[l 1-18] To 2018
mipotdBnke n mpooméAaon g PAGPNG evdoatopatikg,
pe okomd v amoguyr] avdmuéng piag aiobnukd un
anodektrg peteyxelpntikiG oUAAG[19] MAéov pdAiota
N avdmmuén TG POPMOTIKAG Kal TG EVOOOKOTIIKAG XEl-
POUPYIKAG, Xl BWOEI VEEG TIPOOTTTKEG OTOV TPOTIO Xel-
POUPYIKAG QVTIUETWITIONG AUTWY Twv PAABWY, Je apketd
evBappuvtikd amoteAéopata.[20-24]

EvaMaktikd éxouv mmpotaBel akdua Kar TEXVIKEG OKAN-
poBeparieiag, dnAadr] éyxuong OKANPUVTIKWY OucIOV
omwg aBavoing[25], OK-432[26] kar dMwv ouoiwy
evIog G kuotikig BAGPNG[27], yia v Bepameutikn
avupetomon g kuotng Bupeoyhwaooikod mépou. Ol
BeparmeuTikéG QUTEG TexvikEG €xouv Béon katd kavova
og aoBeveig upnAdtatou digyxeipnuikoy KivoUvou.
[eVIKOG oI emMAOKEG Uotepa amd opbr) epappoyr TG
Texvikig Sistrunk amd éumeipo xeipoupyd, xwpig va
kataAefmovtal umoAeippata eivar omdvieg Kar epdoov
uttdp&ouv eivar katd kavéva rjocovog onpaciac[28] H
onpavukdtepn eival n umotporr g PAABNG, n omoia
epoaviCetal oe Tooootd pikpoTtePo Tou |0%. Aixoyvw-
pia emkpatel otnv PiPAioypagia yia to katd méoo n ma-
pouaoia AeypoVAS TNG KUOTNG TTPIV TNV XEIPOUPYIKA TNG
eEaipean, ouvteel otnv epgdvion unotpom®v.[29-33]
2tV diagopodiayvwaotikr diadikacia katd tnv Tpoey-
XEIPNTIKY eKTiunon g PAAPNG oupmepidapBdvovtal n
Seppoeidnc - emdeppoeidng kuotn, BAGPeG opeNdpe-
VEG OF QUUATIwoN, ATWHATA, UTEPTPOPIKOG TTUPAHOEI-
&g AoPdg Tou Bupeoeibols adévog, TpaxnAikr Aepga-
Sevikr) d1dykwon kahorBoug 1} kakoriBoug artioAoyiag
kal KUotelg TG Seltepng Ppayxiakig oxioung. H atevr
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and cortisone. None of the patients developed immedi-
ate postoperative complications.

All the patients were re-examined in the OU at the
tenth postoperative day, when sutures were also re-
moved, and also one month after the surgery. Remark-
able clinical problems were not observed in any case,
while monitoring and re-evaluation of the patients for
the following six months were performed via phone
communication and without clinical evaluation, due to
the reluctance of patients to present to the OU due to
Covid-19 pandemic outbreak.

DISCUSSION

The present study regards a case series treated by the
Oral and Maxillofacial Surgery Clinic, with the excisions
performed according to Sistrunk technique. No relapse
was observed in any of the cases. It must be reported
that this particular study was performed according to
the designated Equator protocol for the SCARE report
of surgical cases. However, there are limitations, since
the case number is small. Consequently, the absence
of relapse is in accordance with the relapse percent-
age range of the international bibliography, but it cannot
be generalized. Moreover, in almost all cases there is
no tactical recall data after a year or more postopera-
tively, since the patients were reluctant to present to the
external clinics in fear of a possible covid-19 infection.
So, evaluation of possible symptoms was performed
through doctor and patient telephone communication.
Sistrunk procedure, even though considered the gold
standard for the treatment of thyroglossal duct cyst, it is
still linked, based on bibliography, with the occurrence of
relapses [8-12], in a percentage ranging from 3.7% [ 12]
to 5.3% [8]. As a result, some alterative approaches
have been proposed for minimizing relapses with vari-
ous success rates [I1-18]. In 2018, intraoral approach
of the lesion was proposed, in order improve estheti-
cally the postoperative scar{ |9]. Nowadays, the rise of
robotic and endoscopic surgery has revealed new pos-
sibilities in the surgical treatment of these lesions, with
promising results [20-24].

Alternatively, even sclerotherapy techniques have been
proposed, namely the infusion of sclerotic substances
such as ethanol [25], OK-432[26] and other substances
inside the cystic lesion [27] for the treatment of thy-
roglossal duct cysts. These therapeutic techniques are
mainly performed in patients of extremely high intraop-
erative risk.

Generally, complications, after diligent performance of
Sistrunk technique from an experienced surgeon, and
attention not to leave any cystic remnants, are rare and
usually of minor importance [28]. The most relevant is
relapse of the lesion, which occurs in a percentage less
than 10%. There is a debate on whether the presence

Apxeia EMnvikrg Ztopatikrig & NvaBompoowrikrig Xeipoupyikrig/
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ox€on G KUotng BupeoyAwaoikoy TTOpou Pe TO Uo-
€10¢¢ 00to, amotelel diapopodiayvwotikd Seiktn ot
mbavéd diayvwotikd dAnupa pe v deppoeidn | -
Seppoeidr kot

2€ TO000Td HIKPOTEPO Tou | % €xel mapatnpnBel avd-
muén kakoriBeiag otnv kUotn BupeoyAwaooikol Tépou.
2uvnBéotepa evtdg TOU TOIXWHPATOG TNG KUOTNG aveu-
pioketal BnAwdeg kapkivwpa mpogpxdpevo and ta Ou-
peoeldikd Buadkia (92,1%), evwy Seltepo oe ouxvdtnta
eival To mhakwdeg kapkivwua (4,2%). H khivik exdn-
AWwoN TOU KAPKIVOHPATOG efival ouvABwG TIavopoIdTUT
pe v eikéva g kahorBoug BAAPNG, pe povn évoeitn
yia kakorBn eEaMayr] v epedvion kémoiag Eagvikig
évtovng augnong oto péyebog tng PAGPNnG n ormoia
Spwg duvatal va epeaviotel kal og eMMAOKH NG KUOTNG
pe @Aeypovr. H kakor|fng eEaMayr epoavifetal wg emi
To TAgioTov Oe evAAIKeG Kal Katd 73,3% To Kapkivwua
arotehel tuxaio 1otomaBoloyikd elpnua katd Ty ma-
Boloyoavatopikr) e&étaon. H mpdyvwon eivar eEaipe-
Ky, pe mooootd empPiwong g tdéng tou 99,4% kai
mbavdtnta urotporig HONG 4,3%.[5]

2YMMEPAXMA

2 Upmepacpatikd n kiotn BupgoyAwaoaikol Tiépou aro-
Tehel KAIVIKY ovtdtnta Tou, av kai ouvnBéatepa yiveta
KAIVIKG epl@avig, diayywiOoKeTal KAl AVTIJETWTTICETAl Xel-
pouUpYIKd katd tnv maidiki nAikia, amavtdral Kai otov
eviAiko TAnBuopd. Alvatal va emmAakel Je @Aeypovr
Kal va epgeaviotel oG emwduvn tpaxnAikr didykwon. H
XEIPOUPYIKY EKTOWA Katd TNV Texviky Sistrunk kar 1oto-
Aoyikry Tautomoinon autig amotelolv tnv Bepareia
eKAOYAG.

Noimég mAnpogopieg

Or ouyypageic Tou mapdvtoc dpBpou dev avapépouy omoiadrimote
olykpouon ouueepdviwyv. EmmAéov yia v bievépyeia g mapou-
oac epyaoiac dev Mbnke ormoiadrinote xpnuatodoton.
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of a preexisting inflammation of the cyst contributes to
the occurrence of relapses [29-33]

The differential diagnosis during the preoperative evalu-
ation of the lesion includes dermal-epidermal cyst, le-
sions related to tuberculosis, lipoma, hypertrophic pyra-
midal lobe of thyroid gland, benign or malignant swelling
of the lymph nodes of the neck and cysts of the second
branchial cleft. The close proximity of thyroglossal duct
with the hyoid bone is a useful element in a possible
diagnostic dilemma with dermal or epidermal cyst.

The development of malignancy in thyroglossal duct
cysts has been observed in a percentage less than |%.
Usually it pertains to a papillomatous carcinoma, origi-
nating from the thyroid pouches (92.1%), while squa-
mous carcinoma is the second most common (4.2%).
The clinical manifestation of the carcinoma is usually
identical with the appearance of a benign lesion with
the only indication for a malignant process being the ap-
pearance of some sudden increase in size of the lesion,
which can also appear in an inflammatory complication
of the cyst. Malignancies appears mainly in adults and
carcinoma is usually (73.3%) a random histopathologic
finding. Prognosis is excellent, with a survival rate of
99.4% and relapse in 4.3% of cases [5].

CONCLUSION

In conclusion, thyroglossal duct cyst is a clinical entity,
which is diagnosed and treated surgically during child-
hood, afthough it can also appear in adults. Inflamma-
tion is a possible complication and appear as a painful
neck swelling. Surgical removal with Sistrunk procedure
is the treatment of choice, followed by histopathological
confirmation.

More information

The authors of the present article do not report any conflict of
interests. There was also no funding for the performance of the
present study.
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