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Abstract
Background: Occult primary head and neck cancer

Case Presentation: A sixty-five-year-old female patient

constitutes 5-10% of all patients with carcinoma of unknown

presented with a two-month history of painless swelling on

primary and presents as both a diagnostic challenge and

the left side of the neck with no change in size.

management dilemma to clinicians. We present one case of

Ultrasonography detected a left level V lymph node and a

papillary thyroid microcarcinoma where the only presenting

left level IV lymph node with suspicious features for

sign was a painless enlarged cervical lymph node, with no

malignancy but did not detect any thyroid nodules. Excision

evidence of the primary site of malignancy after initial

biopsy of the lymph node and bilateral tonsillectomy

evaluations.

revealed a diagnosis of metastatic papillary carcinoma with
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a

primary

from

the

thyroid.

A

repeat
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focused

1. Background

ultrasonography of the thyroid revealed two nodules. Total

Occult primary head and neck cancer refers to metastatic

thyroidectomy and selective left neck dissection (levels II-

carcinoma in a cervical lymph node without an identifiable

VI) were performed. The final diagnosis was multifocal

primary site after appropriate investigations. This constitutes

papillary thyroid carcinoma with metastasis to seven out of

5-10% of all patients with carcinoma of unknown primary

twenty-four lymph nodes excised. The TMN stage was

and presents as both a diagnostic challenge and management

pT1aN1bM0. The patient was discharged on postoperative

dilemma to clinicians [1]. We present one case of papillary

day three uneventfully. Adjuvant radioactive iodine was

thyroid microcarcinoma where the only presenting sign was

planned for the patient at a dose of 100 mCi at one month

a painless enlarged cervical lymph node, with no evidence of

postoperatively.

the primary site of malignancy after initial evaluation.
Metastatic papillary microcarcinoma with thyroid origin was

Conclusion: Occult primary PTMC presenting as isolated

only confirmed after total thyroidectomy with ipsilateral

cervical lymphadenopathy and diagnosed only on histology

cervical node clearance.

is a rare entity. When initial clinical and radiological
evaluations reveal no thyroid abnormalities, FNAC and

2. Case Presentation

excision of lymph nodes are useful steps in establishing the

A sixty-five-year-old female patient presented with a two-

diagnosis and primary site of the tumour.

Total

month history of painless swelling on the left side of the neck

thyroidectomy with a therapeutic neck dissection is the

with no change in size. A non-tender, mobile lymph node

appropriate next step in treatment for these patients. With

measuring approximately 1.5cm was noted at the left

postoperative radioactive iodine ablation and life-long

posterior cervical region. There were no apparent

suppressive thyroxine, the outcome is usually favourable for

inflammatory or infectious causes, and constitutional

PTMC without high-risk characteristics.

symptoms. Ultrasonography detected a left level V lymph
node measuring 12.6mm and a left level IV lymph node

Keywords: Occult papillary thyroid microcarcinoma;

measuring 11.5mm with suspicious features for malignancy

Solitary neck node

(Figure 1). The thyroid gland was normal in size with no
suspicious nodule on ultrasound. Flexible nasendoscopy

Abbreviations: MRI- Magnetic resonance imaging; PET-

showed no abnormal findings. Magnetic resonance imaging

Positron emission tomography; FNAC- Fine needle

(MRI) of the neck detected a bulky left tonsil in addition to

aspiration cytology; SCC- squamous cell carcinoma; CT-

the two abnormal lymph nodes. A positron emission

computed tomography; U/S- ultrasound; PTC- Papillary

tomography (PET) scan reported uptake only in the two

thyroid

cervical nodes. Fine needle aspiration cytology (FNAC) of

carcinoma;

PTMC-

Papillary

microcarcinoma.

thyroid

the larger node revealed atypical cells suspicious for
squamous cell carcinoma (SCC).
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Excision of the left level V lymph node and bilateral

lobe and no lymphadenopathy on the right side. Total

tonsillectomy was performed to obtain tissue samples for

thyroidectomy and selective left neck dissection (levels II-

histological diagnosis. Macroscopically, a lymph node

VI) were performed. Macroscopic examination of the right

measuring 1.5cm in maximum dimension with an area of

thyroid lobe shows a whitish ill-defined 3 x 3 mm nodule in

cystic degeneration measuring up to 0.7cm was detected.

the mid pole and a 1cm hemorrhagic nodule in the left lobe.

Histologically, the lymph node showed a cystic nodule with

Microscopically, multifocal papillary thyroid carcinoma was

complex papillary branching fronds and a fine vascular core,

detected with one 3 mm foci in the right lobe and another 3

covered by a single layer of cells with ovoid crowded to

mm foci in the left lobe. In addition, several foci measuring

overlapping nuclei. There were occasional nuclear pseudo

less than 1 mm were also seen scattered in the right lobe. All

inclusions and nuclear grooves. The tumour measured 10mm

foci were consistent with a classical variant with no vascular

in maximum length without extranodal extension and stained

invasion

with PAX8 and with TT. The lymph node was diagnosed as

hyperplastic nodule measuring 11mm was also present in the

metastatic papillary carcinoma with a primary from the

left lobe. Twenty-four lymph nodes were obtained from the

thyroid. Microscopic examination of the tonsillar specimens

left neck dissection. Seven of twenty-four lymph nodes were

revealed reactive lymphoid hyperplasia with no malignancy.

metastatic, with no extranodal extension seen. The TMN

and

minimal

extrathyroidal

extension.

A

stage was determined to be pT1aN1bM0. The patient was
A repeat focused ultrasonography of the thyroid revealed two

discharged on postoperative day three uneventfully.

non-suspicious nodules, one in the right lobe middle pole

Adjuvant radioactive iodine was planned at a dose of 100

measuring 5.4mm, and one in the right lobe lower pole

mCi at one month postoperatively. The patient will be placed

measuring 12.0mm. There were no overt nodules in the left

on thyroxine suppression therapy subsequently.

Figure 1: Left level 5 lymph node suspicious of malignancy.
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3. Discussion

Focused ultrasound (U/S) examination of the thyroid is

Although the lymphatic drainage of the head and neck region

another important diagnostic tool in localizing potential

is well studied, localizing occult primaries in this region

primary sites. The incidence of thyroid cancer has been

remains a diagnostic challenge. Failure to identify a primary

increasing on the background of declining incidence of most

tumour site complicates subsequent investigation and

head and neck cancers, possibly due to the increased

management and is associated with significant morbidity [1].

diagnosis of small papillary carcinomas [4, 6-8]. Reasons for

Metastases to lymph nodes in the upper and middle neck

thyroid malignancy presenting as occult primary tumours

(levels I, II, III and V) generally originate from head and

include small tumour size, tumour regression and ectopic

neck cancers, while the involvement of lymph nodes in the

thyroid tissue, with papillary thyroid carcinoma (PTC)

lower neck (level IV) suggests a primary site below the

comprising the majority of thyroid carcinoma arising in

clavicles [2].

ectopic sites such as the thyroglossal duct cyst [9]. The
presence of BRAF V600E mutation is associated with a

Fine needle aspiration biopsy of cervical lymph nodes and

higher incidence (80%) of cervical lymph node metastasis in

subsequent

tumour’s

PTMC [10]. This suggests that staining for BRAF V600E

histological subtype and hence play a pivotal role in

after lymph node biopsy may help locate the thyroid’s

localizing the primary site. Approximately 90% [3] of these

primary tumour site.

staining

helps

determine

the

occult primaries are squamous cell carcinoma (SCC), with
the remainder being adenocarcinoma, melanoma, and other

PTC is the most common well-differentiated thyroid

rare histologic variants. SCC most likely originates from

carcinoma and is known to metastasize via the lymphatic

head and neck mucosa, thus necessitating a thorough

system to regional lymph nodes [11]. Cancers smaller than

evaluation with panendoscopy and blind biopsies from

1cm are termed papillary thyroid microcarcinoma (PTMC)

potential primary sites, including Waldeyer ring. Bilateral

[12]. Given the small size, PTMC cannot be felt clinically, is

tonsillectomy [4] is often advocated as 25% of occult

difficult to detect radiologically and generally remains latent

primary tumours can be attributed to the tonsils. Other

[13-16]. Cervical lymphadenopathy was the sole presenting

diagnostic modalities in detecting occult primary with

sign in 4.39% and 7.78% [17] of PTCs and PTMCs

cervical lymph metastases include computed tomography

respectively. In another large series, Wada et al reported a

(CT), MRI, PET and PET-CT fusion scan. PET is useful in

9.3%

locating the primary tumour in one-quarter of all patients [5].

lymphadenopathy [18]. It is noteworthy that our patient had

Walton et al. showed that a whole-body PET scan can

a similar presentation to the 13 cases described by Garrel et

achieve a success rate of 14.6% in detecting primary

al [17] in that the PTMC was neither clinically nor

tumours, while a PET-CT fusion study increases this rate to

radiologically apparent but diagnosed only on histology.

44.2%. However, the highest yield in identifying primary

Such a presentation by PTMC is exceedingly rare.

of

PTMC

presenting

solely

with

palpable

tumour sites (59.6%) was achieved using a combination of
PET-CT and panendoscopy with directed biopsies.

Clinical management for papillary thyroid microcarcinoma
should be personalised based on risk stratification [19]. The
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standard treatment for PTMC with nodal metastasis includes

Consent for Publication

total thyroidectomy, central compartment and lymph node

Written informed consent was obtained from the patient for

clearance, as well as subsequent radioiodine ablation and

publication of this Case report and any accompanying

TSH suppression thyroid replacement therapy [20, 21].

images. A copy of the written consent is available for review

While most PTMC bear an excellent prognosis with greater
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than 90% disease-free survival after long term follow- up,
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