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AbstrAct:   background: Differential diagnosis of a cervical lesion corresponding with papillary thyroid carcinoma (PTC) after benign 
total thyroidectomy can be a real challenge.

  Methods: A cervical thyroid remnant compatible with papillary carcinoma was incidentally found ten years after total 
thyroidectomy for a non-functional multinodular goitre. Histological analysis of fine needle puncture aspiration (FNPA) 
was highly suggestive for PTC. Surgical excision of the cervical lesion was performed. Specimen study demonstrated a classic 
variant of PTC contacting a peripheral margin, subjected to ablative treatment with radioactive iodine postoperatively. 

  results: The patient did not present signs of recurrence during follow-up. Small thyroid remnants after benign thyroidectomy 
are often left behind, although the risk of malignancy is extremely low. 

  conclusions: It is important to individualize the therapeutic approach when facing this rare entity. We decided to treat the 
patient by removing the lesion and introducing ablation therapy with successful results.
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List of AbbreviAtions

FNPA – fine needle puncture aspiration 
PTC – papillary thyroid carcinoma

introduction

Papillary thyroid carcinoma (PTC) represents up to 80% of malignant 
tumours of the thyroid gland, associated with cervical metastasis 
in 30–90% of patients at the time of diagnosis [1]. When a thyroid 
tumour is not detected in the gland by usual diagnostic methods, 
appearing primarily as a cervical metastatic lymphadenopathy, it 
is usually referred to as an “occult thyroid carcinoma”. This form 
of presentation includes 10–26% of cases of PTC [2]. However, the 
differential diagnosis of a cervical lesion consistent with PTC, ap-
pearing years after benign thyroidectomy, can be a real challenge 
for both the clinician and the pathologist.

cAse report

We present an exceptional case of a 54-year-old woman with 
a cervical thyroid remnant compatible with papillary carcinoma 
incidentally found ten years after total thyroidectomy for a non-
functional multinodular goitre. The anatomopathological analysis 
of the specimen back then demonstrated a multinodular colloid 
goitre. During follow-up, a normocalcemic vitamin D deficien-
cy was observed. Following an episode of renal lithiasis, a cervi-
cal ultrasound was performed in order to assess the parathyroid 
glands, which appeared to be within normal size limits, with some 
mild post-operative changes in the region of the previous surgery. 
Likewise, an incidental finding revealed a hypoechogenic lesion of 
approximately 7 mm located in the middle third of the left inter-

nal jugular lymph node chain (Fig. 1.). Thyroglobulin levels were 
within normal range in the analytical controls.

In view of these findings, a fine needle puncture aspiration (FNPA) 
was performed, showing cytological samples consistent with epi-
thelial elements corresponding to thyroid tissue, positive to thy-
roglobulin and without clear atypical features. Due to the limited 
conclusions drawn from this FNPA, it was further repeated and 
resulted in abundant material corresponding to thyroid tissue, 
strongly positive to thyroglobulin, with focal papillary arrangement, 
cytoplasmic membrane pseudoinclusions and nuclear grooves, 
i.e. key histological characteristics of PTC. 

Consequently, an ultrasound-guided surgical excision of the cervi-
cal lesion was carried out. The nodule, which was partially adhered 
to the internal jugular vein, was removed without intra-operative 
incidents. The histopathological study showed a classic variant 
of PTC in contact with one of the peripheral margins, in the ab-
sence of vascular or lymphatic embolization, or benign thyroid 
remnants (Fig. 2.). Considering these findings, the patient began 
ablative treatment with radioactive iodine, presenting no signs of 
recurrence so far.

discussion

The term „occult thyroid carcinoma” was used for the first time in 
the middle of the last century, being considered by some authors 
as a synonym for papillary thyroid microcarcinoma (PTMC) [3]. 
Few cases have been published regarding cervical metastases of 
occult PTC, some of them presenting as a cystic lesion, which is 
extremely rare and requires differential diagnosis with oronasopha-
ryngeal carcinomas [1]. PTMC is a specific type of papillary thyroid 
carcinoma, defined according to the World Health Organization 
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a primary PTC would be extremely unusual so many years after-
wards. The second possibility described in the literature, although 
unlikely, would be the development of a papillary carcinoma on 
thyroid epithelial inclusions inside the cervical lymph nodes [2]. 
The involvement of these lymph nodes alone, i.e. in the absence of 
a demonstrable primary tumour, points to the possibility of devel-
opment of a primary PTC in the mentioned lymph node. Howev-
er, in such a case, the lesion would be macroscopically larger and 
the definitive anatomopathological analysis would typically show 
remains of lymph node tissue.

Ectopic thyroid tissue appears in 7% of the population, with the lin-
gual location being the most frequent, i.e. in 90% of patients. The 
laterocervical location is estimated to occur in 1–3% of all registered 
cases [6]. This tissue may be subject to the same pathological chang-
es as the normal thyroid tissue, with unique cases of primary PTC 
being published in the literature. Accurate data regarding the inci-
dence of ectopic laterocervical thyroid carcinoma is not available, as 
it is often difficult to distinguish it from a laterocervical lymph node 
metastasis of an occult PTC. Unlike in our patient, a lateral cervi-
cal mass is usually palpated in this setting, being mostly associated 
with an atrophic, or even absent, thyroid gland [7].

Finally, the existence of small thyroid remnants after total thy-
roidectomy is well known. Numerous studies have shown these 
remnants to be detectable, with foci of minimal residual uptake, in 
a considerable number of patients after radioiodine administration. 
The information concerning their anatomical location is limited, 
although they have been described more frequently within the up-
per thyroid poles. Their clinical importance seems minimal, and 
even though the malignancy risk of these remnants after benign 
thyroidectomy has been described as possible, to our knowledge, 
no cases regarding this rare condition have been published to date 
in the literature [8, 9]. Given the histopathological characteris-
tics of the excised lesion in our patient, the possibility of a cervi-
cal thyroid remnant going through a tumorogenesis process over 
the years, although remarkable, seems to be the most reasonable.

There is no consensus regarding the most appropriate treatment 
of this entity. Involvement of one of the peripheral margins with 
PTC in a different setting would be an indication for ablative ther-
apy with radioiodine, although this recommendation is based on 
a very limited number of patients and its efficacy remains con-
troversial [7]. According to recommendations concerning cervi-
cal lymph node metastasis from PTC, elective surgical treatment 
of the homolateral cervical lymph node chain in this case is also 
arguable. Nevertheless, there is not enough evidence nowadays 
favouring prophylactic cervical excisions in the absence of cervi-
cal involvement [1, 6].

concLusions

Given the rarity of the case, we recommend individualizing the 
therapeutic approach to each patient. Therefore, we chose to treat 
the patient by removing the lesion and introducing ablation therapy 
(showing successful results despite its questionable indication), as 
well as by performing periodic follow-up ultrasound assessments 
of the cervical lymph node chains.

as a „papillary carcinoma measuring 1 cm or less in its maximum 
diameter”.  This entity includes metastases of primary thyroid tu-
mours revealed during the histological study of the gland, often 
presenting themselves as solid masses in the anterior and lateral 
cervical compartments [2]. Most of the case series published sup-
port the fact that proper diagnosis may depend on the thickness 
of the sample sections studied by the pathologist and on locating 
these tumours within the thyroid gland, which are often multifo-
cal and smaller than 5 mm in size [4]. Most PTMCs are not de-
tectable during clinical evaluation and are diagnosed incidentally 
after histopathological examination of the thyroid specimen fol-
lowing surgery for benign thyroid disease, or in autopsies. In re-
cent years the detection rate of PTMC has risen significantly due 
to the improvement and higher availability of sensitive diagnostic 
methods such as cervical ultrasound, increasing the incidence of 
this subtype of PTC, which is generally clinically silent. This fact 
has contributed the most to the changes observed regarding the 
prevalence of papillary thyroid carcinoma both in Western coun-
tries and in Japan. Therefore, it has been proposed that PTMCs 
should no longer be called hidden or incidental, given that nowa-
days they are discovered earlier and are smaller. The possibility of 
finding palpable lymph nodes at the time of diagnosis is uncom-
mon, let alone in the long term [5]. In this case, regardless of the 
questionable benignity of the thyroid gland at the time, the pos-
sibility of a cervical mass being compatible with a metastasis of 

fig. 2.  A: Histopathological study of the cervical lesion demonstrating a classic variant 
of papillary thyroid carcinoma, without vascular or lymphatic embolizations 
or normal thyroid tissue, contacting one of the peripheral margins. B: Another 
image shows papillary proliferations (arrows) presenting superposition, a thick 
papillary stroma, prominent nucleoli and nuclear clefts, all characteristic of 
papillary thyroid carcinoma.

fig. 1.  Cervical ultrasound demonstrating a hypoecogenic lesion of approximately 7 
mm in diameter, with inaccurate margins, located in the middle third of the left 
internal jugular lymph node chain (arrow).
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