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Papillary Thyroid Microcarcinoma Presenting as Neck Masses
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Background and Objectives : Recently the term “papillary microcarcinoma’ has been proposed to designate
carcinoma of 10 mm or less in diameter. In some cases, cervical lymph node metastasis preceding the occurr-
ence of the primary tumor may be the first and sole manifestation of the disease. The objective of this study is
to assess the clinical features of cervical metastasis in papillary microcarcinoma of thyroid glands.

Materials and Methods : 9 cases with papillary microcarcinoma with neck metastasis were analyzed retro-
spectively. 5 cases are men and 4 are women. All patients complained of painless, movable neck mass. The
symptom had been present from 1 month to 36 months. We reviewed clinical history, imaging studies, the
results of fine needle aspiration, the surgical method, the pathologic results.

Results : In 9 cases, no abnormalities of the thyroid gland were shown by imaging studies and thyroid scan.
3 cases were diagnosed by fine needle aspiration cytology. the others were not. Total thyroidectomy and neck
dissection were performed in 9 cases and then pathology reports showed 2 case of multiple, 2 case of contra-
lateral single and 5 cases of unilateral single thyroid microcarcinoma . They have no recurrence during follow-
up period.

Conclusions : Cervical metastasis from papillary microcarcinoma is variable clinical manifestation. The di-
agnosis of cervical metastasis from papillary microcarcinoma should be considered in patient with neck mass.
We recommend total thyroidectomy with neck dissection and postoperative radioactive iodine ablation therapy
in neck metastasis from papillary thyroid microcarcinoma.
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Table 1. Data of nine patients from history taking & physical examination

Case Sex Age (years) Symptom duration (Months) First impression
F 58 12 R/O Primary neck tumor, R/O BCCH

2 F 38 6 R/O Tbc*, R/O lymphadenopathy
3 F 30 1 R/O Cystic hygroma
4 M 63 6 R/O malignant lymphadenopathy
5 M 36 36 R/O BCC, R/O Tbc
6 M 22 R/O Tbc
7 M 54 5 R/O malignant lymphadenopathy
8 M 61 1 R/O mdlignant lymphadenopathy
9 F 39 12 R/O BCC, R/O Tbc

* : Tuberculous lymphaodenitis, § : Branchial cleft cyst
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Fig. 1. Preoperative findings of CT scans showed variable characteristics of masses mimicking primary neck tumor(A) in case 1, cystic

hygroma(B) in case 3, and infected BCC(C) in case 5.



Table 2. Results of preoperative diagnostic tests in nine patients

Case Fine needle aspiration CT & US Thyroid scan
] Unsatisfactory Mixed mass in mid- jugular area -
2 Unsatisfactory Solid mass in low jugular area No space occupying lesion
3 Unsatisfactory Cystic mass in mid-jugular area -
4 Negative for malignancy Cystic mass in upper & mid-jugular area -
5 Negative for malignancy Mixed mass in upper & mid-jugular area -
6 Negative for malignancy Solid mass in low jugular area No space occupying lesion
7 Malignant papillary carcinoma Mixed mass in upper & mid-jugular area No space occupying lesion
8 Malignant papillary carcinoma Solid mass in post. Triangle No space occupying lesion
9 Malignant papillary carcinoma Mixed mass in mid-jugular area No space occupying lesion

not performed

Fig. 2. A : Single papillary carcinoma in case No. 3(8mm), B : Multifocal papillary carcinoma in case No. 5 (maximum, 4mm) (H&E,
x10).

Table 3. Pathologic findings and follow-up status of nine patients after operation

Case Microscopic findings of the thyroid gland specimen Postoperative Tx Follow-up
1 Unilateral single microcarcinoma (5mm) 131 | ablation NED # (30Mo)
2 Unilateral single microcarcinoma (3mm) 131 | ablation NED (40Mo)
3 Unilateral single microcarcinoma (8mm) 131 | ablation NED (25Mo)
4 Unilateral multifocal microcarcinoma (maximum 10mm) 131 | gblation NED (12Mo)
5 Unilateral mulfifocal microcarcinoma (maximum 4mm) 131 | ablation NED(18Mo)
6 Single contralateral microcarcinoma (10mm) 131 [ ablation NED (40Mo)
7 Unilateral single microcarcinoma (4mm) 131 | ablation NED (50Mo)
8 Single contralateral microcarcinoma (2mm) 131 | ablation NED (14Mo)
9 Unilateral single microcarcinoma (7mm) = ~

* 1 Loss of follow-up, § : No evidence of disease
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