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Congenital Cystic Masses of the Face and Neck: CT Evaluation

Hae Gyeong Chung, M.D., Hyung Jin Kim, M.D., Jae Hyoung Kim, M.D., Eui Gee Hwang, M.D.*,
*, Sun Young Kim, M.D.**, Sung Hoon Chung, M.D.

Sea Yuong Jeon, M.D.

Department of Radiology. College of Medicine. Gyeongsang National University

Recognition of the congenital cystic masses of the face and neck is important because they are usually benign.

and can be completely cured by surgical excision.

We retrospective analized CT scan of 18 surgically proven congenital cystic masses of the face and neck. The

cases included 5 thyroglossal duct cysts. 4 cystic hygromas. 5 dermoid cysts. 1 branchial cleft cyst. and 3 fissural

cysts of the face.

Of nive cases of thyroglossal duct cysts. CT showed either a well-marginated. rim enhancing unilocular cystic
mass (n=3). or a diffuse but heterogeneous highly enhancing soft tissue mass (n=2). The latter two cases were con-
firmed later as infected thyroglossal duct cysts. Four cases of cystic hygromas were seen as either an irregularly-
marginated (n=_3) or a well-marginated (n =1) rim enhancing multiseptated cystic mass with a fluid-fluid level. Five
cases of dermoid cysts appeared as well-marginated rim enhancing unilocular ovoid masses. The content of each
mass was predominantly fluid in four cases. of which additional solid components were found in two. and interspersed
fat globules in one. One case was composed of a homogeneous fatty density. One case of branchial cleft cyst was
in the anterior triangle near the left mandibular angle. and appeared as a well-marginated enhancing cystic mass
with a thick rim. In this case displacement of the adjacent structures was noted also. All three cases of [issural cysts

of the face were seen as a well-marginated. rim enhancing cystic mass. causing a smooth pressure erosion of the

adjacent bones.

We conclude that CT is useful for the evaluation of the congenital cystic masses of the face and neck. because

it can differentiate various forms of the congenital lesions and is able to clearly reveal the relation of the mass to

the adjacent structures.
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Table 1. Age and Sex Distribution of Congenital Cysts
of the Face and Neck.

Types of congenital cyst Age Sex
(n=18) (mean) M F
Thyroglossal duct cyst 4-70 4 1
(n=5) (31)
Cystic hygroma 2-6 3 1
(n=4) (4.5)
Dermoid cyst 12-32 4 1
(n=5) (21)
Branchial cleft cyst 45 1 0
(n=1)
Fissural cyst 39-60 (0] 3
(n=3) (52.7)
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i Fig. 1. Thyroglossal duct cyst, axial
(a) and coronal (b) scans. A
well marginated, rim enhancing,
ovoid cystic mass is seen in the
midline anterior and inferior to the
hyoid bone. Note the invading ap-
pearance of the cyst into the left strap
muscles (arrow in a).
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Table 2. Location of Thyroglossal Duct Cyst.
Midline Off-midline
Infrahyoid 2 2
Suprahyoid 1 (0]
Total 3 2
AH(Fig. 2). £3 58 F 3o A Bl o Z(strap

muscle) &2 7= FAFS HAH(Fig. la).
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Fig. 2. Infected thyroglossal duct
cyst. (a) A preenhancement CT scan
shows ovoid soft tissue mass of high
density in the midline. (b) After con-
trast enhancement. the mass
enhances markedly and somewhat
heterogeneously. The histopathologic
specimen proved to be a thyroglossal
duct cyst that was filled with acute
and chronic inflammatory cells and
interspersed with numerous small
blood vessels.

Fig. 3. Two different cases of cystic
hygroma. (a) A huge multiseptated
cystic mass is seen in the left side of
the neck, displacing the common
carotid artery posteriorly (arrow) and
the sternocleidomastoid muscle
laterally (double arrows) and com-
pressing the laryngeal airway. The in-
ternal jugular vein is effaced by the
mass, and is hardly recognizable.
Note the fluid-fluid level at the inter-
face between the different contents
(arrowheads). (b) A relatively well-
marginated, rim enhancing cystic
mass with a fluid-fluid level (ar-
rowheads) is located behind the right
sternocleido-mastoid muscle and in-
ternal jugular vein. The anterior
margin of the mass conforms to the
jugular vein.
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Fig. 4. Dermoid cyst at the floor of
the mouth, axial (a) and coronal(b)
scans. A well-marginated, rim enhan-
cing, cystic mass is seen in the
midline at the floor of the mouth,
causing mild narrowing of the
oropharynx. The mass is above the
geniohyoid muscle (arrows in b), in-
dicating its sublingual location.

Fig. 5. Perithyroid dermoid cyst. A
midline, ovoid, homogeneous fatty
mass (HU,-84) is noted anterior to the
thymic isthmus.

Fig. 6. Branchial cleft cyst. A
relatively well-marginated and ir-
regularly thick rim-enhancing cystic
mass is shown posterior to the left
mandibular angle. It causes displace-
ment of internal carotid artery
medially, sternocleidomastoid mus-
cle posteriorly, and submandibular
gland anteriorly.
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fistula.

Fig. 8. Tentative third branchial cleft
Esophagography shows a fistulous tract between the left
pyriform sinus and the cutaneous opening on the left
lower neck (arrow).

T AL FE A2 el fAAIR HEY § Ee
A3 e Hdtes 35 FFS Bolr EF B354
AT FFAANE Hojd Fx Ao A d=3t
F97F 65% = 7Hd Bk dted AAEe] AfAAME
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Fig. 7. Fissural cysts of the face. (a)
Nasoalveolar cyst. A  well-
circumscribed, round. cystic mass is
noted over the right nasal floor, pro-
truding into the nasal cavity and
causing pressure erosion of the
alveolar process of the maxilla (ar-
row). (b) Nasopalatine duct cyst. A
midline well-marginated rim enhan-
cing ovoid cystic mass is within the
| palatine bone, causing contour bulg-
ing of that bone.
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