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ABSTRACT

Midline cystic neck swellings are often seen in younger patients and may have several causes. Sonography
is the initial imaging modality followed by a Computer Tomography (CT) scan with MRI being reserved as
a problem-solving tool or for preoperative extent evaluation. Pathology usually uses fine-needle aspiration
cytology to confirm the diagnosis. We report a case where a cold abscess presenting as cystic midline neck
swelling in a young patient, was misinterpreted as an infected thyroglossal cyst on sonography. The presence
of lesions consistent with pulmonary tubercular infection helped clinch the diagnosis on the CT scan. This
case also highlights the fact that whenever possible a common cause should be sought for different lesions
occurring simultaneously.
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CASE REPORT

A 17-year-old boy presented with pediatric OPD with a progressive anterior midline neck swelling of two-
month durations causing difficulty in swallowing. There was no history of fever, weight loss, or cough.
Examination showed a large fluctuant anterior neck swelling in the midline and right paramedian location

with an internal component causing narrowing of the ipsilateral oropharyngeal lumen. Sonography revealed
a well-defined complex cystic lesion in the same location with internal echoes and no vascularity. So, a
provisional diagnosis of the infected thyroglossal cyst was made and further imaging was performed to
evaluate the extent.

In the contrast-enhanced CT scan, there was a well-defined irregular shaped cystic lesion with few septae, in
the midline and right lateral aspect of the neck which was seen extending from the pharyngeal sub-mucosal
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space on the right side at the level of oropharynx at the level of the thyroid cartilage.
up to the anterior midline of the sub-hyoid region

Figure 1: (a) and (b)- axial contrast-enhanced CT of the neck showing the irregular cystic lesion with
enhancing walls occupying the right side and midline of the neck
(c)- sagittal reformatted image showing the craniocaudal extent of the lesion running near the hyoid
bone

Figure 2: Axial CT images (a) and (b)- Lung window and (c) and (d)- mediastinal window images show
cavity in the apicoposterior segment of the left upper lobe, centrilobular nodules in the left upper lobe,
and necrotic conglomerate lymph nodes in left hilar and paraaortic regions of the mediastinum

This lesion was seen extending in close relation to the hyoid bone, causing significant oropharyngeal
the hyoid bone, along with the posterior, right, and luminal narrowing. The lesion showed peripheral
anterior aspects, the bulk being posteroinferior to rim enhancement on post-contrast images (Figure
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1). Simultaneously noted was an 18x15mm sized
thin-walled cavitary lesion in the apicoposterior
segment of the left upper lobe with surrounding
centrilobular nodules, tree in bud opacities, and
patchy consolidations. A heterogeneous mass
measuring about 3.8 x 3.1 cm was seen in the
paraaortic region of mediastinum likely coalescent
necrotic lymph nodes. Similar necrotic lymph
nodes were also seen in the left hilar and subcarinal
regions (Figure 2).

Diagnostic aspiration of the cystic swelling in the
anterior midline was done which yielded about
nine milliliters of pus-like fluid. Microscopic
examination of the aspirate showed sheets of
neutrophils and scattered histiocytes in a necrotic
background without obvious granulomas or
atypical cells. Zeihl-Neelsen stain was positive for
acid-fast bacilli. So, a final diagnosis of Pulmonary
Tuberculosis with a cold abscess in the neck was
made. The patient improved with anti-tubercular
treatment.

DISCUSSION

Cystic midline masses are commonly encountered
in imaging and include various congenital and
acquired causes. While there may be several
differentials for midline neck cystic lesions, the two
closest for our case were an infected thyroglossal
cyst and a cold abscess of the neck.

Thyroglossal duct cysts are the commonest
congenital lesions of the neck in children and
young adults, which commonly occurs in the
midline. These cysts are caused due to obliteration
of the thyroglossal duct and lie in the tract of the
thyroglossal duct which is the path of migration of
thyroid primordium inembryonic life. The migration
of thyroid primordium begins at the foramen cecum
at the base of the tongue and then loops around the
hyoid bone anteriorly and inferiorly and descends
anteriorly to the thyrohyoid membrane into the
orthotopic location in the infrahyoid portion of
the neck."? The lesion simulated a thyroglossal
cyst due to its midline and slight right paramedian
location, craniocaudal extension from the region of
the base of the tongue up to the anterior infrahyoid
region, running in close relation to the hyoid bone.

Moreover, the course of the lesion in our case was
posterior to the hyoid bone while thyroglossal cysts
are anterior. The irregular shape of the lesion in our
patient was is also unusual for a thyroglossal duct
cyst. These findings along with the presence of a
cavitary lesion, nodules, and patchy consolidation
in the lung with necrotic coalescent lymph nodes in
the left hilum and mediastinum highly suggestive
of tubercular infection favored a diagnosis of a
tubercular cold abscess. Tubercular infections
are very common in our part of the world. In the
neck there are varied manifestations of tubercular
infection with multiple areas of anatomic site
involvement, lymphadenitis being the most
common.® Cold abscess is one such manifestation
of tubercular infection and may occur in different
neck spaces. *

The other causes of cystic lesions in the neck
include dermoid cyst, epidermoid cyst, ranula,
and lymphangioma. Dermoid and epidermoids
are usually seen on the floor of the mouth and
present as a unilocular cystic lesion, sometimes
containing internal echoes. Dermoid may show
fat, mixed-density fluid, and calcification (<50%).
A “sac-of-marbles” appearance has been described
in dermoid cysts when fat coalesces to form
nodules in the cystic lesion appearing echogenic on
sonography and hypodense on CT scan.” Ranula is
also common on the floor of the mouth and arises
in the sublingual space. Sometimes it extends
into the submandibular space when it is called a
plunging ranula. Lymphangioma is more common
in the posterior triangle of the neck rather than
in the anterior midline but rarely they may also
present anteriorly. They usually have a multilocular
appearance on imaging and generally appear as
poorly marginated mass insinuating between tissue
planes.>®

CONCLUSION

Differential diagnosis of cold abscess needs to
be considered for midline cystic lesions in the
neck, especially in countries where tuberculosis
is endemic. A single diagnosis should be sought
whenever possible, to explain two different lesions
occurring simultaneously in a patient.

NJR VOL 11 No.2 ISSUE 18 July-Dec; 2021

&



Jha et al. Abscess in Neck Masquerading as Infected Thyroglossal Cyst

CONFLICT OF INTEREST
None

SOURCES OF FUNDING
None

REFERENCES

1. Zander DA, Smoker WRK. Imaging of ectopic
thyroid tissue and thyroglossal duct cysts.
Radiographics. 2014;34(1):37-50. http://
dx.doi.org/10.1148/rg.341135055

2. Patel S, Bhatt AA. Thyroglossal duct pathology
and mimics. Insights Imaging. 2019;10(1):12.
http://dx.doi.org/10.1186/s13244-019-0694-x

3. Prasad KC, Sreedharan S, Chakravarthy
Y, Prasad SC. Tuberculosis in the head
and neck: experience in India. J Laryngol
Otol. 2007;121(10):979-85. http://dx.doi.
0rg/10.1017/S0022215107006913

4. Vaid S, Lee YYP, Rawat S, Luthra A, Shah D,
Ahuja AT. Tuberculosis in the head and neck-
-a forgotten differential diagnosis. Clin Radiol.
2010;65(1):73-81. http://dx.doi.org/10.1016/].
crad.2009.09.004

5. Mittal MK, Malik A, Sureka B, Thukral BB.
Cystic masses of neck: A pictorial review.
Indian J Radiol Imaging. 2012;22(4):334-43.
http://dx.doi.org/10.4103/0971-3026.111488

6. KoellerKK,AlamoL,AdairCF,Smirniotopoulos
JG. Congenital cystic masses of the neck:
radiologic-pathologic correlation: Congenital
cystic masses of the neck: Radiologic-
pathologic  correlation. Radiographics.
1999;19(1):121-46. http://dx.doi.org/10.1148/
radiographics.19.1.999ja06121

NJR VOL 11 No.2 ISSUE 18 July-Dec; 2021

©


http://dx.doi.org/10.1186/s13244-019-0694-x
http://dx.doi/
http://dx.doi.org/10.1016/j
http://dx.doi.org/10.4103/0971-3026.111488
http://dx.doi.org/10.1148/

