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For the past 15 years our various clinical
departments have collaborated in a multi-
disciplinary approach to the management
of head and neck cancers, including thy-
roid neoplasm. Our surgical pathologic
observations of thyroid tissue deposits—
presumably metastases—in cervical lymph
nodes removed during operation for an un-
related head and neck cancer stimulated
this present study.

The presence of thyroid follicles in cervi-
cal lymph nodes from a neck dissection for
unrelated head and neck cancer is rare
and opinions as to the significance of this
observation vary.

Theory of Lateral Aberrant Thyroid

During the latter part of the 19th and
early 20th centuries considerable literature
accumulated on the relationship between
histology of the thyroid and the biological
potential of the tissue. The explanation that
thyroid tissue in cervical lymph nodes rep-
resented embryologic displacements of a
lateral thyroid anlage was first advanced
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by von Haller in 1779, and termed “lateral
aberrant thyroid” by Schrager?? in 1906.
Schrager stated that this tissue was prone
to undergo papillary change in response to
physiologic stimulation.

Simpson 3 in a thorough review of the
literature in 1926 of 77 patients reported as
having “benign metastasizing goiter” stated
that there was an “abundance of evidence
to indicate that there is no such entity as
the benign metastasizing goiter, and that
the use of this confusing term should be
abandoned.”

In 1931 Dunhill ® revived Schrager’s con-
cept of the physiologic stimulus as a factor
in “lateral aberrant thyroid” genesis. This
theory fell into disfavor during the 1940’
following the findings of several investi-
gators. King and Pemberton 7 in an analysis
of 54 cases of “so-called lateral aberrant
thyroid tumors” in 1941 concluded that
these are “nearly always metastatic exten-
sions to the deep cervical lymph nodes from
a primary carcinoma in the homolateral
lobe of the thyroid gland.” Frantz et al.? in
1942, reporting on 30 cases of so-called
“lateral aberrant thyroid,” found tumors in
27, 23 of which were malignant. Crile,* who
in 1939 had reported on 13 cases and stated
that such tumors are essentially benign, re-
versed his position in 1947 after finding a
primary focus in the thyroid in 16 consecu-



666 CLARK AND OTHERS

tive cases of “lateral aberrant thyroid” tu-
mors.

Wozencraft, Foote and Frazell * in 1948,
reporting on three cases of occult carci-
nomas of the thyroid discovered after his-
tologic diagnosis of neck masses revealed
papillary and follicular tumor, emphasized
that the primary foci in these cases were
so minute that only exhaustive microscopic
study revealed their presence. They con-
cluded that it “is not safe to assume that
the thyroid is free of cancer without under-
taking an exhaustive microscopic study.”
They believed that their findings repre-
sented metastasis from a primary thyroid
tumor rather than “lateral aberrant thyroid
tumor.”

Recently, there has been a resurgence of
interest in the phenomenon of ectopic thy-
roid tissue residing as a normal entity
within lymph nodes, but without implica-
tion of its being “lateral aberrant thy-
roid disease.” Gricouroff ® coined the term
benign metastasizing thyroidosis based on
a study of four patients. Roth® reported
two cases; Gerard-Marchant* four in 647
neck dissections; and Nicastri, Foote and
Frazell® 16 since 1950 from an institution
where 300 diverse radical neck dissections
are performed annually. The last-named
authors, after a statistical and histologic
appraisal, noted an incidence of one in 100
consecutive neck dissections. They main-
tain that apparently normal thyroid follicu-
lar structure in a lymph node of the neck
can be benign, but that papillary changes,
etc., signify malignancy; they decry resur-
rection of the theory of the “lateral aber-
rant thyroid.”

These recent investigators propose that
endometriosis would be a comparable bio-
logic analogy to support the thesis of lat-
eral aberrant disease. The lack of histologic
evidence of malignancy in the thyroid in-
clusions and the apparently benign clinical
course of these patients appear to support
this thesis.
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However, with these exceptions and a
few others, clinical consensus is that migra-
tion of tissue with sustained growth is in-
consistent with benign tumors.

Variations in the clinical behavior of thy-
roid cancer include spindle and giant cell
carcinomas of the thyroid which run an
extremely rapid course and the papillary
and follicular varieties which, in some
individuals, progress so slowly as not to
seem malignant. However, other cancers of
identical histologic type and microscopic
appearance produce demonstrable distant
metastases which prove fatal. The behavior
of any cancer is unpredictable on a histo-
logic basis, but is apparently determined
by unknown mechanisms that control the
tumor-host relationship.

When thyroid inclusions are found in a
lymph node, the question of whether this
represents metastasis or a “benign thyroido-
sis” cannot be decided on histologic ap-
pearance or even the clinical behavior up
to the time of discovery, but on the pres-
ence or absence of a demonstrable thyroid
primary cancer.

20 Year Review of Surgical Pathology

From March 1944 through August 1963
we saw 462 patients with thyroid cancer
at The University of Texas M. D. Anderson
Hospital and Tumor Institute, an incidence
of 1.6 per cent of all patients with cancer.
The presenting symptom in 94 (or 20% )
of these patients was enlarged node in the
neck. In all 94 it was proved to be asso-
ciated with a primary cancerous lesion in
the thyroid gland.

We have reviewed the records on 1,516
patients in whom radical or modified neck
dissections were performed for cancers
other than thyroid cancer. We excluded
from this study those patients in whom the
thyroid cancer was clinically diagnosed
prior to operation (i.e. as a second present-
ing primary cancer). Sixteen patients were
found to have thyroid cancer diagnosed
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TaBLE 2. Initial Presenting Primary Cancer

Lip 2
Floor of mouth 2
Tongue 1
Buccal muccosa 1
Larynx 10

Total 16

during treatment for an unrelated head
and neck cancer.

Certain significant factors have emerged
from this and other concomitant studies in
thyroid cancer at our institution. Of the 16
cases, 12 were discovered because of the
presence of thyroid cancer in neck nodes;
in four patients the thyroid cancer was
found in the gland incidentally during
laryngectomy. Thyroid cancer was found
in both the nodes and the gland in seven
patients. In all cases in which we had the
whole gland for subserial sectioning, we
were able to find carcinoma.

Annals of Surgery
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Clinical Findings in 16 Cases

Clinical findings in the 16 patients who
form the basis for this report are summa-
rized in Table 1. The initial presenting pri-
mary cancer is listed in Table 2.

Of particular interest are those ten pa-
tients (No. 7 to 16) in whom the thyroid
cancer—or presumed metastases from thy-
roid cancers—was discovered during laryn-
gectomy for squamous cell carcinoma. In
recent years we have resected greater
amounts of thyroid tissue during the course
of a laryngectomy because of the frequent
observations of metastases from laryngeal,
pharyngeal or cervical esophageal carci-
noma to the thyroid gland, or to the nodes
along the recurrent laryngeal nerves. Thus,
more thyroid glands are becoming avail-
able for pathologic study, thereby greatly
increasing the chances of discovering an
occult thyroid carcinoma.

In four patients in the above group the
thyroid cancer was discovered by the pa-
thologist during routine examination of the

Fic. 1. Patient 3. The
only focus of metastatic
papillary and follicular
carcinoma found in a
lymph node; from a radi-

neck dissection for
carcinoma of the floor of
the mouth. H & E X50.
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Fic. 2. Patient 3.
Higher magnification of
Fig. 1 to show the mix-
ture of normal-appearing
thyroid acini with a dpag-
illary component and ab-
normal acini. Psammoma
bodies are present in the
tumor and in the lymph
node in the right and left
upper corners of the pho-
tograph. H & E X80.

thyroid, submitted along with the laryn-
geal specimen. In two, concomitant neck
dissection was done and no thyroid metas-

Fic. 3. Patient 3.
Focus of mixed papillary
and follicular carcinoma
in the thyroid gland re-
moved after finding the
lymph node metastasis
shown in Fig. 1 and 2.
H & E X30.

tases were found in lymph nodes. No neck
dissection was done in the other two pa-
tients. Three patients having laryngectomy
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TaBLE 3. Thyroid Cancer, or Presumed Metastatic
Thyroid Cancer in Association with Cancer

of the Larynx
Findings No. Patients
Primary cancer of thyroid only 4
No neck dissection 2
Neck dissection 2
Thyroid cancer in nodes only 3
(presumed metastasis)
No thyroid tissue available 1
Subtotal thyroidectomy only 2
Primary cancer of the thyroid, plus 3
metastates in the nodes
Total 10

and neck dissection were found to have
lymph nodes containing thyroid follicles
(in one case, bilaterally) but without dem-
onstrable primary cancer. However, in one
patient no thyroid tissue was available for
study; in the other two the entire thyroid
gland was not available. In the remaining
three patients primary thyroid cancer was
found in addition to metastases from the
thyroid cancer in either the paratracheal
or lateral cervical lymph nodes. In two
of these patients, biopsy of a paratracheal
node revealed thyroid follicles and a total
thyroidectomy was done along with the
laryngectomy; a primary cancer of the
thyroid was discovered in both instances
(Table 3).

Although the greatest number of occult
carcinomas of the thyroid were found in
patients being treated for squamous cell
carcinoma of the larynx, it should not be
construed that there is a common causative
denominator. In most laryngectomies some
paratracheal and pericapsular lymph nodes
are removed along with varying amounts
of thyroid tissue thereby increasing the
probability of discovery of occult thyroid
carcinoma and/or its early metastasis in
these patients.

Annals of Surgery
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TaBLE 4. Treatment of Thyroid Cancer Diagnosed
at Operation or from Biopsy

Diagnosed at time of operation 3

Metastatic thyroid cancer in nodes recognized
at surgery and total thyroidectomy done. All
showed primary focus in thyroid gland.
Diagnosed from tissue specimen 13

Presumed metastatic thyroid cancer discovered
during pathologic examination of the surgical
specimen

Subsequent Treatment

Total thyroidectomy, with discovery 3
of small primary cancer in thyroid
gland

Treatment with RAI 1
Refused further treatment

No additional treatment because of 8
primary or intercurrent disease

Treatment

In three cases observation of metastasis
during operation led to total thyroidectomy
with a small primary cancer being discov-
ered in all three patients. In the remaining
cases the thyroid cancer was discovered
during pathologic examination of the op-
erative specimen. Total thyroidectomy was
done as a secondary procedure in three pa-
tients; a small primary papillary and fol-
licular carcinoma of the thyroid was dis-
covered in all three. This may have been
an unjustified procedure in one patient be-
cause of the poor prognosis from the ex-
tensive squamous cell carcinoma of the
tongue; the patient died of recurrent can-
cer of the tongue 6 months after the total
thyroidectomy. In one patient with a his-
tory of repeated heart attacks it was be-
lieved that a vigorous thyroid investigation
was not warranted. One patient refused fur-
ther operation for a proposed second neck
dissection and thyroidectomy and subse-
quently died from metastatic squamous
cell carcinoma. One patient received a
therapeutic dose of radioactive iodine but
succumbed within a short time of unde-
termined cause. In the remaining cases no
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further diagnostic or therapeutic proce-
dures were employed for the recognized or
suspected thyroid cancer (Table 4). None
of these patients died from the thyroid can-
cer or exhibited further spread following
diagnosis. This would suggest that the
scope of the management should be con-
sonant with the probable prognosis of the
head and neck cancer for which the patient
was originally referred for treatment.

Discussion

The significance of thyroid-like inclu-
sions in cervical lymph nodes depends upon
whether these represent actual metastases
from occult thyroid primary cancers or
migration of normal thyroid tissue. Some
proved metastases are so similar to normal
thyroid tissue that the distinction cannot
be made on purely histologic grounds. Nor
is the apparent clinical normalcy of the
thyroid in such cases sufficient to rule out
the possibility of a small primary cancer.
A primary cancer of 2 to 3 mm. in size is
incapable of detection by palpation, radio-
active iodine uptake studies, or any means
other than subserial sectioning of the gland.
The presence of a primary cancer cannot
be excluded unless the entire thyroid gland
has been studied by serial sectioning. The
very nature of thyroid cancer rules out de-
termination of this issue on clinical grounds.

Although the finding of thyroid-like tissue
in a cervical lymph node, in our opinion,
indicates metastasis from a primary cancer
of the thyroid, we are not suggesting that
all these patients be subjected to rigorous
management. The extent of the diagnostic
and therapeutic procedures should be de-
termined on the relative threat to life of a
probably small thyroid cancer as compared
with the recognized risk of the head and
neck cancer for which the patient was
originally evaluated.

In the 16 cases discussed here the un-
suspected lesion of the thyroid discovered
during treatment of another unrelated can-
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cer of the head and neck region was can-
cerous by present pathologic concepts.
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