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Learning objectives 

 Etiology, clinical and pathological features of 

thyroglossal duct cyst / sinus 

 Clinical, pathological features and complications of 

Hashimoto`s thyroiditis 

 Pathology of follicular adenoma, follicular carcinoma 

and papillary thyroid carcinoma 

 Etiology and effects of hypo- and hyper-

parathyroidism 
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Diseases of thyroid gland include: 
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Introduction 



Congenital thyroid 

diseases 

   



Include 

 Thyroglossal duct cyst / sinus 

 Ectopic thyroid tissue 

 Agenesis of thyroid tissue 

 Agenesis of isthmus 

   

Congenital thyroid diseases 



Main features: 

 A midline neck developmental anomaly due to persistence of 

thyroglossal duct 

 The most common developmental anomaly of thyroid gland 

 The most common congenital neck mass (60% - 70% of all cases)  

 Commonly presented between 20 - 40 years old 

 

Pathogenesis 

 During embryonic life, thyroid gland is connected to foramen cecum 

(floor of pharynx) and hyoid bone by thyroglossal duct 

 The duct gradually disappears by 10th week of development 

 If involution fails, the duct remnants persist anywhere along the 

pathway of thyroid descent 

 

   

Thyroglossal duct cyst 



   

Thyroglossal duct cyst 



Clinically / grossly:  

 Most patients are asymptomatic. 

 Slow enlargement induce painless midline 

lesion anywhere along pathway from tongue 

base to suprasternal region. 

 It has variable gross appearance: 

 A blind tubular structure in mid neck 

 A sinus tract at skin of suprasternal notch. 

 Cyst is commonly connected to hyoid bone 

 On examination, the cyst is soft and move 

upward on swallowing or protrusion of 

tongue 

 The cyst is unilocular or multilocular with 

smooth surface and contains clear, mucinous 

or viscous fluid 

   

Thyroglossal duct cyst 



Microscopically 

 Cyst lining: combinations of epithelial lining including ciliated 

pseudo stratified columnar (respiratory) epithelium, non-keratinizing 

squamous epithelium or cuboidal epithelium. 

 Cyst wall: aggregates of lymphocytes, thyroid follicles (in 30-60% of 

cases), bundles of muscle tissue, secondary inflammatory reaction 

and fibrosis 

 

Complications: 

1- Repeated infection (common) 

2- Functioning thyroid tissue (could induce toxic effect) 

3- Malignant change of thyroid tissue 

 

 

   

Thyroglossal duct cyst 



   

Thyroglossal duct cyst 

Sq epithelium 
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Inflammatory thyroid 

diseases 

(Thyroiditis) 

  



Thyroiditis 
Classification 

 Acute thyroiditis 

 Sub acute thyroiditis (granulomatous , 
giant cell, De Quervian`s thyroiditis) 

 Chronic thyroiditis  

Hashimoto's thyroiditis 

Riedel's thyroiditis 

 

  



Thyroiditis 
Hashimoto's thyroiditis 

Definition:  

Chronic inflammatory reaction of the thyroid gland 

Etiology:  

 An autoimmune disease. 

 Incidence:  

 The most common form of thyroiditis 

 Common in middle aged females   

 Male / female ratio: 10-20 / 1 

 Most common cause of hypothyroidism in iodine sufficient 

localities 

  



Thyroiditis 
Hashimoto's thyroiditis 
Pathogenesis 
‐ Most patients have auto antibodies against one or more thyroid 

antigens (thyroglobulin, thyroid peroxidase and TSH receptor). 

‐ Antibodies react against thyroid  antigens with progressive 

destruction of thyroid acini. 

‐ Gradual and progressive replacement of thyroid tissue with 

inflammatory cells (mainly lymphocytes) followed by fibrosis 

Grossly:  

‐ Symmetrically or asymmetrically enlarged thyroid 

‐Not adherent to surrounding structures 

‐Nodular outer surface 

‐Rubbery or firm consistency 

‐Cut section: nodular, gray pink with whitish fibrous septa 

 

 



Thyroiditis 
Hashimoto's thyroiditis 

 

• Diffuse enlargement, rubbery, gray pink with nodular cut surface 

 



Thyroiditis 
Hashimoto's thyroiditis 
MP:  

  Nodules of thyroid tissue 

 The nodules are separated by 
fibrous septa 

 Dense infiltration with 
plasma cells and lymphocytes 
with formation of lymphoid  
follicles 

 Destruction of thyroid acini 

 Residual thyroid acini are 
either atrophic or lined  by 
Askanazi cells (cuboidal cells 
with abundant granular 
esinophilic cytoplasm) 

 



Thyroiditis 
Hashimoto's thyroiditis 
MP:  

 

Some acini are atrophic Others lined by acidophilic 
large cubical (Askanazy) cells 

 

Lymphocyte    Askanazy cells 



Thyroiditis 
Hashimoto's thyroiditis 

Complications:  

oMyxoedema            

oPressure  symptoms 

oNon hodgkin`s lymphoma (MALT lymphoma) 
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THYROID GLAND 

 



Thyroid tumours 
 Types 

 The most common thyroid tumors are 

1. Thyroid adenoma 

2. Thyroid carcinoma 

 

 

 

 

 

  



Thyroid tumours 
Follicular thyroid adenoma 

Definition: 

 Benign epithelial tumours of follicular cells 

 More common in females 

 

Grossly 
 Solid 

 Solitary 

 Capsulated 

 Varies in size from 1-10cm but usually less than 3 cm.  

 Pink cut section 

 May show secondary hemorrhage and cystic change 

 



Thyroid tumours 
Follicular thyroid adenoma 

Microscopic picture: 
The tumor is surrounded with an intact capsule 

The neoplastic cells are uniform in size and shape 

The neoplastic cells tend to grow in follicles  

Types are based on size of the formed follicles 

A.Simple (normofollicular): Normal sized acini. 

B. Colloid (macrofollicular): Large acini filled with colloid. 

C.Fetal (micro follicular): Small acini with scantly colloid. 

D.Embryonal: Solid cords of small cells. 

E. Hurthle cell type: the neoplastic cells are large with 

polyhedral shape and abundant granular eosinophilic 

cytoplasm. 

 



Thyroid tumours 
Follicular thyroid adenoma 

Microscopic picture: 

 

Normal 

Adenoma 

 



Thyroid tumours 
Follicular thyroid adenoma 

Complications: 

Hyperthyroidism.  

Malignant transformation to follicular thyroid 
carcinoma 

Pressure on the surroundings if large size  

 

  



Thyroid tumours 
Thyroid carcinoma 

Definition 
Malignant epithelial tumour of thyroid tissue 

Incidence: 
More common in females  

Involves old age: 50-70 years.  

Papillary type could involve young adult females 

Predisposing factors: 
Ionizing radiation  

On top of adenoma 

On top of colloid nodular Goitre. 

 



Thyroid tumours 
Thyroid carcinoma 

Grossly: 
Irregular thyroid mass 

Usually solid 

Firm to hard 

Non capsulated 

Grayish to white in colour 

May show hemorrhage or necrosis 

Infiltrates neck structures and may lead to asphyxia. 

Papillary carcinoma: 

oMay arise within a cyst 

oMay be multifocal and could involve both lobes 

 



Thyroid tumours 
Thyroid carcinoma 

Grossly: 

 



Thyroid tumours 
Thyroid carcinoma 

Microscopic types: 

A. Papillary  

B. Follicular  

C. Anaplastic 

D.Medullary 

 

 

 

 



Thyroid tumours 
Thyroid carcinoma 

Papillary carcinoma: 
Malignant cells tend to grow in papillary structures 

The commonest type of malignant thyroid tumours  

Involves any age (commonly young adult) 

More common in females 

One of the commonest occult tumors 

Microscopic features: 

‐Tumour cells arrange in complex thin branching papillae 

‐ Papillae have thin fibro-vascular core and covered by a 

single or multiple layers of atypical cuboidal cells.  

‐The nuclei showed nuclear clearing and nuclear grooving 

‐  Psammoma bodies.  

  



Thyroid tumours 
Thyroid carcinoma 

Papillary carcinoma: 

 



Thyroid tumours 
Thyroid carcinoma 

Papillary carcinoma: 
 Lymph node spread (to cervical LN) is very frequent 

 The patient may presents with enlarged cervical lymph 

node before complaining of thyroid tumor itself 

 The prognosis is excellent if treated early. 

 

 



Thyroid tumours 
Thyroid carcinoma 

Follicular carcinoma: 
 Malignant cells tend to grow in follicles with deficient 

intervening stroma 

 Cytological features of malignancy are absent or 

minimal in most cases 

 It is similar to thyroid adenoma except for: 

o Invasion of the fibrous capsule  

o Invasion of blood vessels  

 Metastasis is commonly hematogenous to lung and bone 

 

 

 



Thyroid tumours 
Thyroid carcinoma 

Follicular carcinoma: 

 

 



Thyroid tumours 
Thyroid carcinoma 

Follicular carcinoma: 

 

  



Thyroid tumours 
Thyroid carcinoma 

Follicular carcinoma: 

 

  

Vascular invasion 

Tumor tissue 



Thyroid tumours 
Thyroid carcinoma 

Anaplastic Carcinoma 
 Undifferentiated tumour in which the cells are round, spindle or 

giant and arrange in solid sheets 

 Less common than papillary and follicular tumours 

 Has bad prognosis 

 

Medullary Carcinoma:  
 A rare tumor 

 Arises from calcitonin producing C cells (para-follicular cells) 

 Tumor cells grow in broad sheets  

 Tumor stroma show amyloid deposits (a sign for diagnosis) 

 May be associated with para-neoplastic syndrome OR with other 

endocrine tumours (MEN1 & MEN2) 

 
 

 



 
DISEASES OF  

PARATHYROID GLAND 

   



Parathyroid gland 
 Four parathyroid glands  

 located at the upper and lower poles of both thyroid lobes 

 

 

 

 

 

 



Parathyroid gland 
Diseased of parathyroid: 

Hyperparathyroidism 
Primary 

1. Parathyroid hyperplasia 
2. Parathyroid adenoma 
3. Parathyroid carcinoma (rare) 

Secondary 
In association with chronic renal diseases 

Hypoparathyroidism 
 Commonly caused by surgical removal of parathyroid 

glands………………………..why?? 
  May be idiopathic 
 Decrease of blood ionized calcium causing tetany. 

 

 

 

 

 

 

 

  



Parathyroid gland 
Diseased of parathyroid: 

Primary hyperparathyroidism 
Other names: Osteitis fibrosa cystica OR Von Reckling 

housen`s disease 

Etiology: Hyper-secretion of parathormone caused by 

hyperplasia, adenoma or carcinoma of parathyroid gland 

Pathology: 

 Hypercalcemia               metastatic calcification 

 Bone destruction: leading to 

Fibrosis and cyst formation of the bone 

Pathological fracture 

 Brown tumour of bone: 

A tumour like lesion 

Collection of osteoclasts around areas of hemorrhage 

 

 

 

 

 

 

  



 

 

Thank you 

Dr Ahmed Roshdi 

 


