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Thyroglossal duct cyst in the floor of the mouth as the cause of recurrent epiglottitis
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Objective: Both recurrent adult acute epiglottitis and thyroglossal duct cyst in the floor of
the mouth are very uncommon. We report an adult case of thyroglossal duct cyst in the floor
of the mouth related to recurrent acute epiglottitis.

Case report: A 34-year-old man presented with three occurrences of acute epiglottitis over
a 25-month period. MRI revealed two connected cystic lesions in the floor of the mouth and
suprahyoid region, extending to the root of the tongue. Suppurative change of the cystic
lesion in the mouth floor appeared to have caused epiglottitis. Excision of the cysts with the
central portion of the hyoid was done the pathological diagnosis was thyroglossal duct cyst.
Epiglottitis did not recur after the surgery.

Conclusion: To our knowledge, there has been no previous reports suggesting a
relationship between recurrent episodes of epiglottitis and thyroglossal duct cyst.

Thyroglossal duct cysts might be considered one of the causes of epiglottitis.
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a: axial b: coronal c: sagittal

Fig.1 Findings of computed tomography (CT)
on first visiting day. The ring-enhanced low
density area was detected in oral floor intra-
genioglossus space (white arrow). This
abscess like lesion was close to the epiglottis
(arrowhead). a:axiral, b:coronal, c:
saggital, R :right, L :left, A > anterior, P:
posterior

Fig. 3 Intraoperative findings. The lesion was
removed to apply to Sistrunk procedure. The
tract structure was found at upper middle side
of hyoid bone (arrowhead) . The tract was
excised with midportion of the hyoid bone(white
arrow) , extending close to foramen cecum.
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Fig.5 Developmental schema of thyroglossal
duct cyst, reproduced from Developmental
Anatomy. A Textbook and Laboratory manual
of Embryology. Seventh Edition In : Aray LB,
editor. The Thy oid Gland. Philadelphia, WB
Saunders ; 1965°. Gray zones (1-5) show the
developmental patterns of thyroglossal duct
cyst. It may occur in the floor of the mouth.

a: axial b: coronal c: sagittal

Fig. 2 Findings of magnetic resonance imaging
(MRI) in 6" day of hospitalization. Cystic
lesion was remained at intra-genioglossus
space (white arrow). Small cystic lesion
was also detected at median suprahyoid
(arrowhead). a:axiral, b:coronal, c:
saggital, R :right, L :left, A :anterior, P:
posterior

Fig. 4 Histologic secrtion of resected specimen.
Thyroglossal duct cyst was diagnosed due
to apparence of columnar epithelium with
cilia in cyst wall.
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