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Fig. 1. Typical infrahyoid thyroglossal duct cyst. Postcontrast
axial CT scan reveals a low-density midline mass with periph-
eral rim enhancement embedded in the strap muscles.
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Fig. 2. Suprahyoid thyroglossal duct cyst.

Contrast-enhanced axial CT scan shows a well-circumscribed,
round low-density mass in the region of the mylohyoid muscle
between the anterior bellies of the digastric muscles.

Fig. 3. Infrahyoid thyroglossal duct cyst.

Contrast-enhanced axial CT scan shows a well-defined ovoid
low density mass with peripheral rim enhancement embedded
in the strap muscles to the right of the midline.
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Fig. 4. Unusual thyroglossal duct cyst.

a. Postcontrast axial CT scan reveals
large irregular-shaped, lobulated low den-
sity mass with peripheral rim enhance-
ment embedded in the strap muscles in
the midline and to the left of the midline.
b. Longitudinal sonogram of the anterior
neck shows well-defined complex, predo-
minantly cystic mass completely filled
with homogenous echogenic materials.

c. Axial T1-weighted MR image(TR 655/TE
15) shows irregular-shaped higher signal
intensity mass than the adjacent muscles.
d. Axial T2-weighted MR image(TR 2200/
TE 80) shows high signal intensity mass.
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Fig. 5. Schematic drawing indicating the localization of the
thyroglossal cysts. Broken line indicates course of the thyroid
anlage and thyroglossal duct. (modified from Langman's Me-
dical Embryology. 6th ed. Baltimore: Williams & Wilkins, 1990:
313 Fig. 16-16)
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CT Findings of Thyroglossal Duct Cyst’

Dong Oh Kim, M.D., Hong Soo Kim, M.D., Hyun Soon So, M.D.,
Mee Young Nam, M.D., Jae Ho Choi, M.D., Hak Song Rhee, M.D.

7Department of the Diagnostic Radiology, Presbyterian Medical Center, Chon Ju

Purpose: The purpose of this study was to evaluate the CT findings of thyroglossal duct cysts

Materials and Methods: Sixteen patients with pathologically proved thyroglossal duct cysts were included
in the study. CT scans were assessed retrospectively for shape, size, location, density of the central portions,
septations, rim enhancement, changes in the adjacent fascial planes and investment within the strap muscles in

the infrahyoid cysts.

Result: Thirteen cases of thyroglossal duct cysts were seen as round or oval cystic masses, two cases of
them were seen as irregular-shaped lobulated cystic masses, and one case was seen as ovoid soft tissue
mass. The cysts were from 1.4 to 5.7cm in diameter(mean, 2.6cm). The cyst was infrahyoid in 15 cases and
suprahyoid in one case. The cyst was located in midline in eight cases, off midline in four cases, and both
midline and off midline in four cases. The density of the central portions ranged from 15 to 82HU(mean, 32HU).
Septations were noted in four cases. Rim enhancement was seen in 14 cases(93%), and heterogenously en-
hancing soft tissue mass was seen in one case. In four cases, abnormal fascial planes were observed. All but

one of the infrahyoid cysts(14/15) were embedded within the strap muscles, and one case of them was located
anteriorly to strap muscles.

Conclusion:CT permits one to make the diagnosis a thyroglossal duct cyst with a high degree of accuracy,
as it can differentiate thyroglossal duct cysts from the other anterior neck masses by their typical location,

characteristic morphology, and investment within the strap muscles.

Index Words: Neck, CT
Neck, cysts
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