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Reminder of important clinical lesson

Cervical lymphadenopathy: metastasis of papillary carcinoma
or ectopic thyroid tissue?
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Summary

Papillary thyroid carcinoma frequently metastasises to the regional neck lymph nodes. However, cervical lymph node metastases as sole
manifestation of occult papillary thyroid carcinoma are observed rarely. The authors report the case of a 52-year-old man presenting for slowly
enlarging neck region and shortness of breath, with an insidious history for 15 years. Thyroid imaging showed a goitre predominantly of the

right lobe, but histopathological finding revealed a multi-centric thyroid papillary carcinoma with lymph node metastasis.

BACKGROUND

The purpose of this manuscript is to present an uncommon
type of evolution in a patient with papillary thyroid carci-
noma with neck lymph node metastasis and a very long
evolution for more than 15 years. This is a rare type of pres-
entation of this pathology and I considered interesting to
show the patient’s imaging together with histopathological
finding and a very brief review of this infrequent situation.

CASE PRESENTATION
A 52-year-old man presented for slowly enlarging neck
region and progressively growing dyspnoea, with an insidi-
ous history for 15 years. The patient had a thyroid hormo-
nal check-up by his general practitioner 2 years after onset
of symptoms which seemed to be normal, no treatment
being prescribed. However, no radiological examination of
the neck was done, the patient being advised to see an ear,
nose, throat specialist. The patient did not consult any spe-
cialist neither did he return to his general practitioner in the
next 13 years until present.

In the last 3 months before consultation, the patient
accused serious shortness of breath, especially in supine

Figure 1  Cervical CT showing enlarged inhomogeneous right
thyroid lobe compressing the trachea (left arrow).
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position and during effort, without any improvement in
time. Physical examination revealed several huge cervical
and supraclavicular nodes changing the entire neck mor-
phology, with widened mediastinum on chest radiograph;

Figure 2 (A, B) Cervical, supraclavicular and mediastinal
lymphadenopathy (arrows).
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Figure 3 Cervical lymph node biopsy revealing typical nodular
thyroid goiter tissue.

Figure 4 Histopathological finding showing multicentric thyroid
papillary carcinoma.

the thyroid’s limits were difficult to appreciate. The serum
thyrotropin and free thyroxin levels were normal as well as
calcitonin serum value.

INVESTIGATIONS

Ultrasonography of the neck revealed a homogenous thy-
roid gland and multiples cervical lymph nodes inhomogene-
ous with calcifications. The cervico-thoracic CT showed an
enlarged inhomogeneous right thyroid lobe compressing the
trachea (figure 1, left arrow), several cervical, supraclavicular
and mediastinal adenopathy (figure 2A,B, arrows). A cervi-
cal lymph node biopsy revealed a structure compatible with
nodular thyroid goiter (figure 3).

TREATMENT

Our patient underwent a total thyroidectomy with neck
exploration; cervical and superior mediastinal lymphadenec-
tomy by cervicothoracicaboard was done. Hystopathological
finding revealed a multi-centric thyroid papillary carcinoma,
with lymph node metastasis (figure 4).

OUTCOME AND FOLLOW-UP

The postoperative course was uneventful except for a right
recurrent nerve paralysis. The patient was discharged home
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16 days after the surgery. Radioiodine therapy was con-
ducted beginning at 4 weeks after surgery. At 6 month and
1 year follow-up the patient had persistent right recurrential
paralysis without signs of recurrence.

DISCUSSION

Papillary thyroid carcinoma frequently metastasises to the
regional neck. The sites of lymph node metastasis of pap-
illary thyroid carcinomas is typically the paratracheal and
jugular lymph nodes.!

Although oronasopharyngeal squamous cell carcinoma has
been reported as the main cause of lymph neck node metas-
tasis, cervical lymph node metastases as first and sole mani-
festation of occult papillary thyroid carcinoma are observed
exceptionally rarely. In most of the case, thyroid tumours are
not palpable on physical examination and no abnormalities of
the thyroid gland are shown by other diagnostic procedures.
However, an alternative explanation is the presence of ectopic
thyroid tissue associated with a branchial cyst or thyreoglos-
sal duct, especially if no primary tumour is observed in the
histological examination of the thyroid gland. For example,
one per cent of excised thyreoglossal duct remnants exhibits
histologic malignancy, a thyroid papillary carcinoma in 80%
of the cases.>™

Clinically palpable cervical nodes may reveal well-differen-
tiated papillary thyroid cancer, especially in young patients.
In contrast to a few follicles arranged in a wedge-shaped seg-
ment at the periphery of a lymph node, a significant amount
of thyroid tissue in a cervical lymph node is considered evi-
dence of metastatic thyroid carcinoma.’

In conclusion, in patients with lateral cervical tumours, the
diagnosis of lymph node metastasis from occult papillary
thyroid carcinoma should be considered. Any lateral mass
requires tissue diagnosis and fine-needle aspiration is usually
adequate for clarification of the histology. Ipsilateral modified
neck dissection and total thyroidectomy followed by radioac-
tive iodine therapy offers a favourable prognosis.3

» Occult papillary thyroid carcinoma metastasises
frequently in the cervical lymph nodes.

» Papillary thyroid carcinoma could present with long
history despite the absence of clinically apparent
disease.

» The presence of thyroid tissue in a cervical lymph
node is considered evidence of metastatic thyroid
carcinoma.

» All cervical masses require tissue diagnosis and fine-
needle aspiration is adequate for clarification of the
histology.
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