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Introduction

Papillary thyroid carcinoma
(PTC) has been classified as a
well-differentiated thyroid cancer.
It usually remains intrathyroidal
and tends to metastasise locally to
regional lymph nodes only. It has
a good prognosis and low mortali-
ty rate.1-4 Although thyroid nod-
ules are common, differentiated
thyroid carcinomas are relatively
rare. Clinically detectable thyroid
carcinomas constitute less than
one percent of all human cancers.
Thyroid carcinomas are two to
four times more frequent in
women than in men and they
occur more frequently in individu-
als with radiation exposure to the
neck.5 The incidence of papillary
cancers increases with age in
adults. The median age at diagno-
sis is 45 to 50 years.2

In this paper, we report on a
case of PTC in a 75-year-old
woman. The mass was huge and
localised in the left side of the
neck with no distant metastasis. It
was treated surgically and radioio-
dine (131I) treatment was applied
postoperatively.

Case report

A 75-year-old woman with no
personal or family history of thy-
roid disease was admitted to the
ENT department with a huge mass
in the left side of her neck, which
was not mobile when swallowing
(Figure 1). She did not complain
of sore throat, dysphagia or
hoarseness and had no history of
neck surgery or radiation to the
head and neck. 

A physical examination was
made of the neck. Laboratory
analysis included a hormonal
study with determination of thy-
roid hormone, thyroglobulin, and
calcitonin levels. Simple chest
radiography, cervical ultrasonog-
raphy and fine-needle aspirationof
the mass were performed.

Physical examination revealed
a huge, non-mobile, non-tender
mass measuring 18 � 20 cm in the
left side of the neck (Figure 1).
The erythematous skin overlying
the mass was intact. There was no
palpable cervical lymphadenopa-
thy. The remainder of the physical
examination was normal. The
laboratory tests, electrocardio-

gram and a chest X-ray were with-
in normal limits. Panendoscopic
examination was normal. An
ultrasonography (US) of the neck
and mass showed a huge mass of
18.5 � 11 cm with multiple cystic
components. The mass was very
close to the thyroid gland. 

MRI examination showed a
large cystic lesion with a central
solid component and two septa
(Figure 2A). The solid component
of the mass was hypo-intense, had
punctuate calcifications and was
located in the left of the thyroid
gland. The cystic lesion had
markedly high signal intensity on
T1-weighted images (Figure 2B).
The solid part of the mass
enhanced after contrast adminis-
tration. MRI demonstrated that the
mass arose from the thyroid gland. 

Fine-needle aspiration biopsy
was inconclusive: erythrocytes,
abundant histiocytes, many neu-
trophil leukocytes and further
undetermined cells tending to
arrange like epithelial cells.

Frozen section was performed
and indicated malignancy.

We performed total mass extir-
pation, left thyroid lobectomy,
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isthmusectomy, left modified neck
dissection and anterior compart-
ment (central compartment of the
neck or level VI) dissection
(Figure 3A). Total thyroidectomy
could not be performed because of
the lack of patient consent.

A pink-beige mass weighing
250 g and measuring 14.5 � 7 �

6 cm which contained solid and
cystic components was sent to the
laboratory with dissected material
for histopathologic examination
(Figure 3B) 

Histological examination of the
specimen indicated papillary thy-
roid cancer. There were neoplastic
papillary structures containing a
central core of fibrovascular tissue
lined with one or several layers of
cells with crowded oval and clear
nuclei (Figure 4A). A metastatic
papillary carcinoma with a papil-
lary pattern was found in a neck
lymph node (Figure 4B). No
tumour invasion was detected in

adjacent soft tissues, other lymph-
node capsules, vessels or nerves.

On the basis of these findings,
total thyroidectomy was recom-
mended to the patient but she
refused. She was therefore
referred for 131I ablation treatment.
This treatment was performed by
another center so that no informa-
tion is available about the dose
and duration of the 131I treatment.

No recurrence was noted during
the check-up one year postopera-
tively.

Discussion

Most differentiated thyroid carci-
nomas present as asymptomatic
thyroid nodules, but the first sign
of the disease occasionally con-
sists of lymph-node metastases or,
in rare cases, lung or bone metas-
tases. Hoarseness, dysphagia,
cough, and dyspnoea suggest
advanced disease.2 In our case,

there was no hoarseness, dyspha-
gia, cough or dyspnoea.

On physical examination, the
carcinoma is usually single and
firm. It moves freely during swal-
lowing, and is not distinguishable
from a benign nodule. Among
patients with thyroid nodules, the
nodule is more likely to be a car-
cinoma in children and adoles-
cents, patients older than 60 years,
and in men rather than in women
aged between 20 and 60 years.
Carcinoma should be suspected if
a hard, irregular thyroid nodule is
found, ipsilateral lymph nodes are
enlarged or compressive symp-
toms are present, and if there is a
history of a progressive increase
in the size of the nodule. Virtually
all patients with thyroid carcino-
ma are clinically euthyroid and
have normal serum thyrotropin
concentrations.2 Our case was
euthyroid and has normal serum
thyrotropin concentration.

Ultrasonography (US) is a suc-
cessful imaging modality for neck
lesions, and cystic and solid com-
ponents of the mass were clearly
visible. However, MRI can pro-
vide more information about the
content of the cyst and the source

Figure 1
A huge, non-mobile, non-tender mass in the left side of the
neck.

Figure 2
Magnetic resonance imaging of the mass.
A. The T2-weighted axial image shows a large cystic lesion
with a central solid component. The solid part of the mass is
seen as hypo-intense due to the punctuate calcification; B. Two
septa and a hyperintense cystic lesion due to high proteinous
content on the T1-weighted image. MRI clearly shows the
mass arising from the left thyroid gland.
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of the lesion. Cystic components
of PTCs show high signal intensi-
ty in T1-weighted MRIs due to
increased thyroglobulin content or
haemorrhage and, as in our case,
there are punctate calcifications.6

Localised invasion of the larynx,
trachea, and esophagus occurs
predominantly in papillary carci-
nomas.6 There was no localised
invasion of the larynx, trachea,
and esophagus in this case. 

Whatever the presentation,
fine-needle aspiration cytology is
the best test for distinguishing
between benign and malignant
thyroid nodules.2,7 In our case,
fine-needle aspiration cytology
was inconclusive.

A papillary carcinoma is an
unencapsulated tumour with pap-
illary and follicular structures that
is characterised by overlapping
cell nuclei that have a ground-

glass appearance and longitudinal
grooves, with invaginations of
cytoplasm into the nuclei.2

The prognostic indicators of
recurrent disease and of death are
the patient’s age at diagnosis
(younger than 16 years or older
than 45 years), the histologic sub-
type, the extent of the tumour (large
tumours, tumours that extend
beyond the thyroid capsule) and
lymph-node metastases.2,3,8 Our

Figure 3
Macroscopic appearance of the mass

A. Intraoperative appearance; B. Appearance after en bloc excision

Figure 4
Microscopic examination of the resected mass

A. Papillary thyroid cancer: neoplastic papillary structures containing a central core of fibrovascular tissue line and one or several
layers of cells with crowded oval and clear nuclei. (hematoxylin & eosin stain, original magnification � 25); B. Metastatic papillary
carcinoma with a papillary pattern in a neck lymph node (hematoxylin & eosin stain, original magnification � 25).
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patient was 75 years old and had a
large tumour. Histopathologic
examination revealed a neck-
lymph-node metastatic papillary
carcinoma with a papillary pattern.

Intrathyroidal contralateral dis-
easecan be evaluated by preopera-
tive US and intraoperative palpa-
tion.2,8 Our patient was evaluated
by palpation and preoperative
ultrasonography and no enlarged
lymph nodes were found.

The goal of surgery is to
remove all tumour tissue in the
neck. Surgery should remove the
palpable ipsilateral abnormality
through total lobectomy and isth-
musectomy and also any gross
nodules in the contralateral lobe if
present. Grossly enlarged lymph
nodes should be excised.2,8 In our
case, we performed total mass
extirpation and left thyroid lobec-
tomy and isthmusectomy. The
right thyroid lobe was normal in
appearance and was not removed. 

The argument against total thy-
roidectomy is that it increases the
risk of surgical complications
such as recurrent laryngeal-nerve
injuries and hypoparathyroidism.
Even with total thyroidectomy,
some thyroid tissue often
remains.2 Zidan et al.9 reported 
on patients who underwent total
thyroidectomy and patients who
underwent subtotal thyroidecto-
my, and no difference was found
in survival between the two
groups. In our case, total thy-
roidectomy was recommended but
refused by the patient.

In patients with papillary carci-
noma, lymph nodes in the central
compartment (paratracheal and
tracheo-oesophageal areas), the
ipsilateral supraclavicular area
and lower third of the jugulo-
carotid chain should be dissected.
A modified neck dissection is per-
formed if there are palpable

lymph-node metastases in the
jugulocarotid chain.2,3 In our case,
no palpable lymph-node metas-
tases were found in the jugulo-
carotid chain but we performed
left modified neck dissection and
central compartment dissection
because the mass was very large
and the patient was old.

Schlumberger has offered rea-
sonable recommendations about
which patients may best benefit
from radioactive iodine treatment
postoperatively, including patients
with distant metastasis, patients
with gross disease left at surgery,
patients with elevated thyroglobu-
lin levelsmore than 3 months after
surgery, and patients judged to be
at a high risk of mortality or
relapse including patients younger
than 16 or older than 45 years,
patients with poor histologic sub-
types, or patients with extensive
tumours (either large primaries or
significant capsular extension or
extensive nodal metastasis).2 Our
case was “high risk” because the
mass was very large, the patient
was old, and because unilateral
lobectomy was performed. We
therefore suggested radioactive
iodine treatment postoperatively.

The successful ablation of thy-
roid remnants can be achieved
after a single initial 131I administra-
tion in 84% of inpatients and in
79% of outpatients when treat-
ment is standardised to a radiation
dose of at least 30,000 cGy (rad).10

We have no information about the
dose of 131I in our patient.

External radiotherapy to the
neck and mediastinum is indicated
only in patients in whom surgical
excision is incomplete or impossi-
ble and when the tumour tissue2

does not take up 131I. In our case
we did not suggest radiotherapy. 

Thyroxine, in the form of
levothyroxine sodium, should be

given to all patients with thyroid
carcinoma, whatever the extent of
thyroid surgery and other treat-
ment. The effective dose in adults
is between 2.2 and 2.8 mg per
kilogram of body weight.2 Our
patient received thyroxine.

The goals of follow-up after ini-
tial therapy are to maintain ade-
quate thyroxine therapy and to
detect persistent or recurrent thy-
roid carcinoma. Recurrences are
usually detected during the early
years of follow-up, but may be
detected later. Follow-up is there-
fore necessary throughout the
patient’s life.2 In our case, no
recurrence was noted in the post-
operative year. 

In summary, we have reported
on a case of a papillary carcinoma
of the thyroid presenting with
giant neck mass in the absence of
distant metastases, which was
well treated by the surgical
removal of tumours and postoper-
ative 131I treatment. 

In conclusion, even with a huge
mass and ten years’ delay in treat-
ment, a PTC was treated success-
fully with surgery and 131I admin-
istration. 
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