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ABSTRACT INTRODUCTION: The term dermoid cyst describes a cystic lesion comprised of stratified squamous epi-
thelium with epidermal appendages.

PRESENTATION OF CASE: A dermoid cyst arising in the left lobe of the thyroid gland in a 35 year old female was 
managed with a left hemi-thyroidectomy. 
DISCUSSION: While congenital lesions feature frequently in the dierential diagnosis of childhood neck masses, der-
moid cysts presenting as a unilateral neck mass are rare. Conclusion: When dermoid cysts found within the thyroid, 
their pathogenesis may be explained by a disruption of normal thyroid development. Excision appears the treatment of 
choice.

INTRODUCTION:
The term dermoid cyst describes a cystic lesion comprised 
of stratified squamous epithelium with epidermal append-
ages4. De Mello2 referred to midline cervical lesions of the 
above morphology, originally classified as thyroglossal duct 
cysts, as dermoids. This classification remains controversial, 
but true midline dermoids in the cervical region are not 
uncommon. Clearly, these lesions remain clinically distinct 
from cervical teratoma which represents a tumour of germ 
cell origin containing all three layers of the trilaminar em-
bryo8. 

Dermoids located within or immediately adjacent to the 
thyroid gland appear rare. A dermoid cyst presenting as a 
midline, cold thyroid nodule in a 9-year-old girl has been 
previously reported1. We describe an intra-thyroid dermoid 
cyst presenting as a solitary thyroid nodule in a middle 
aged female.

PRESENTATION OF CASE:
A 35-year-old female presented with a left-sided neck 
mass. She noticed a swelling from last 1 year. It had been 
gradually increasing in size since then. There were no oth-
er symptoms or signs suggestive of thyroid disease. There 
was no history of dysphagia, hoarseness of voice or addi-
tional neck masses. Obstetric history, she was married with 
2 children’s and tubectomised 4 year back, menstrual cy-
cles were regular. There was no past history of irradiation 
or iodides. The family history was unremarkable, although 
her mother had had an excision of non-functioning thyroid 
nodules several years earlier.

Examination revealed a 3x2 cm oval-shaped, firm to hard 
mass left of the midline, medial and anterior to the sterno-
cleidomastoid muscle. It did not extend into the mediasti-
num and moved on swallowing but not on protrusion of 
the tongue. There was no cervical lymphadenopathy.

Investigation:
An ultrasound revealed a 3.4·1.9 cm hypo echoic nodular-
ising from within the left lobe of the thyroid. Colour duplex 
revealed no blood flow within the nodule. Thyroid function 
tests were within normal limits. Chest radiography was nor-
mal. FNAC was

Shows as presence of few inflammatory cells.

Operative Findings:A large smooth whitish colour cyst-
ic mass was seen within and adherent to the left lobe 
of the thyroid gland. There was evidence of a chronic 
inflammatory reaction around the mass. A left hemi-thy-
roidectomy was performed.

Histopathological Examination: The microscopic exami-
nation showed a dermoid cyst. The wall consisted of 
stratified squamous epithelium with few associated seba-
ceous glands. There were focal areas of rupture with an as-
sociated foreign body-type giant cell-reaction around kera-
tin. Histologically, the adjacent thyroid was unremarkable 
and the cyst appeared attached to it.

The post-operative recovery was uneventful. Repeated thy-
roid function tests as 6 weeks post-operatively were nor-
mal.

DISCUSSION:
The thyroid gland develops during the third week of ges-
tation, as a midline diverticulum from the ventral surface 
of the pharynx. Elongation of the embryo with growth of 
the pharynx and tongue leaves the thyroid caudal to its 
point of origin. The diverticulum forms the majority of the 
gland but receives lateral contributions from the fourth ul-
timobranchial bodies that form the calcitonin-producing C 
cells7.

A palpable neck mass is a commonly encountered clinical 
problem. Meticulous clinical history and physical exami-
nation may suggest the clinical diagnosis. Imaging is in-
creasingly performed to confirm the clinical diagnosis and 
assesses the anatomical extent of involvement before any 
form of treatment. Apart from its location, the distinction 
between solid and cystic or cyst-like neck masses helps in 
the definitive diagnosis or to narrow the differential diag-
noses. Cystic masses of the neck include a wide range of 
congenital and acquired lesions. The vast majority of cystic 
lesions in infants and children are congenital or develop-
mental in origin, whereas inflammatory and neoplastic 
diseases constitute the majority of cystic or cyst-like neck 
masses in adults.
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An asymptomatic left-sided mass evident low in the ante-
rior cervical triangle may represent lymphadenopathy in 
the pre-tracheal lymphatic chain with a single predominant 
node. A congenital anomaly such as a true cervical der-
moid or third or fourth branchial cleft cyst must be con-
sidered as these, together, comprise 55% of  Cervical neck 
masses in children10. Thymic cysts may occasionally present 
just lateral to the midline but are very rare. Lymphatic mal-
formations such as cystic hygromas occur predominantly in 
the posterior triangle but may present in this manner. They 
are usually fluctuant and brilliantly translucent 9. A thy-
roglossalduct cyst would tend to present as a midline mass 
that elevates on tongue protrusion.

A dermoid cyst is the most common of the teratomatous 
lesions in the head and neck region, approximately 7% oc-
cur of all dermoids occurring in this region. Histologically it 
contains two germ cell layers and skin appendages (e.g., 
hair follicles and sebaceous glands). An epidermoid cyst is 
less common in the neck than a dermoid cyst and is com-
prised solely of ectoderm.

In this case, the nodule appeared to move with swallowing 
but did not elevate with protrusion of the tongue. The ul-
trasound scan suggested an intrathyroid mass and radionu-
clide scanning confirmed the presence of normal-appear-
ing functioning thyroid tissue surrounding the mass. The 
mass was therefore thought to arise from the left hemithy-
roid.

The intrathyroid location of the lesion is of particular inter-
est with regard to the aetiology of dermoids in the head 
and neck.  A hypothesis for this entity is entrapment of 
cells within disparate layers during embryogenesis3. This 
explains the appearance of components of ectoderm with-
in a predominantly endodermal organ such as the thyroid. 
Yet another explanation has been the traumatic implanta-
tion of ectodermal cells within deeper tissues. This applies 
in the context of dermoid cysts identified around surgical 
incisions or near scars but would not be applicable to our 
patient3.

CONCLUSION:
Dermoid cysts should be included in the deferential diag-
nosis of a lateral neck mass in adults, even when appar-
ently within the thyroid gland. Given the rarity of this le-
sion, the true diagnosis may only be made at operation. 
Because of the risk of infection and progressive enlarge-
ment, excision remains the treatment of choice.

Fig: 1 patient with solitary thyroid nodule

Fig: 2 Ultrasound of intra-thyroid lesion.

Fig: 3 Showing: operative Intra-Thyroid Cyst

Fig:4. Histopathology of dermoid cyst with adjacent 
thyroid tissue
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