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Abstract  Cervical lymphadenopathy is a common clinical presentation of reactive changes and hematological 
malignancies. In the tropics, tuberculosis has been reported by several authors as the leading cause of lymph node 
enlargement in adults. Pediatric thyroid carcinoma is rare. It accounts for 1.5–3% of all carcinomas in the USA and 
Europe. Cervical lymphadenopathy is an unusual clinical presentation of thyroid carcinoma, especially in the 
absence of palpable thyroid enlargement. Thyroid carcinoma is the most prevalent endocrine cancer in the world. 
Papillary thyroid carcinoma is the most common histologic type of thyroid carcinoma. It accounts for 80 to 85% of 
all thyroid cancer cases. The primary risk factors include exposure to radiation, genetic predisposition, high dietary 
iodine intake, and exposure to other environmental factors. High levels of iodine trigger rapid cell division of thyroid 
follicular cells and promote gene mutation. Occult presentation in the form of metastasis to the cervical lymph node 
without a palpable thyroid mass is even rarer, and this made the clinical diagnosis very challenging. A high index of 
suspicion is required in the diagnosis and management of head and neck masses. 
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1. Introduction 

Pediatric thyroid carcinoma is rare. Clinical 
presentation in the form of cervical lymphadenopathy 
without a palpable thyroid mass is even rarer. We report a 
case of occult papillary thyroid carcinoma presenting as a 
case of lymphadenopathy with cervical lymph node 
metastasis in a 14–year–old female without clinical signs 
of thyroid disease. The patient had an excisional biopsy of 
the enlarged cervical lymph node, and following 
histopathologic diagnosis of papillary thyroid carcinoma, 
the patient had total thyroidectomy. The histopathologic 
diagnosis of the thyroidectomy specimen confirmed the 
initial diagnosis of papillary thyroid carcinoma. 

2. Case Report 

PA, a 14-year-old student, presented with right-sided 
neck swelling of one (1) year duration. The swelling was 

insidious in onset, located at the right side of the anterior 
neck, slowly progressive in size, hard, and associated with 
pain. The pain was intermittent, throbbing, moderate, and 
radiating to the right side of the head, with no known 
aggravating or relieving factor. There was a positive 
history of low-grade intermittent fever with no associated 
chills or rigors. There was no history of cough, vomiting, 
diarrhoea, dysuria, or abnormal vaginal discharge.  

There was no history of anterior midline neck swelling 
of any significance. She does not reside in a mountainous 
or hilly region. She consumes ionised salt. There is a 
positive history of significant weight loss as evidenced by 
loosening of her tight clothing. There was no history of 
change in bowel habit, no tremor, and no palpitation. The 
patient had taken native herbal concoctions with no 
significant relief. She had been presented in a private 
hospital, where she was subsequently referred to the 
surgical outpatient department of our hospital. 

The patient has yet to attain menarche. She is not a 
known diabetic, asthmatic, or peptic ulcer disease patient. 
There is no family history of thyroid disease. She has no 
history of prior hospital admission, blood transfusion, or 

 



62 American Journal of Medical Case Reports  

surgery. She is the only child of her mother. She has no 
known drug allergy. On examination, she is a teenage girl 
with physical characteristics consistent with the stated age, 
afebrile, not pale, anicteric, not cyanosed, and not 
dehydrated. 

Clinical examination of the neck shows a hard right 
cervical mass that measures 4×3cm. The neck mass was 
noted in the right anterior triangle of the neck. The mass is 
tender and mobile. It is neither attached to the overlying 
skin nor the underlying structures. Ultrasound screening 
of the neck detected a lymph node with suspicious foci.  
The mass was scheduled for an excisional biopsy. The 
results of pre-operative investigations show PCV – 38%, 
and urinalysis was essentially normal. Electrolytes, urea & 
creatinine are within normal limits. 

Intraoperative findings include enlarged, matted right 
cervical lymph nodes in the anterior triangle of the neck. 
The enlarged lymph node was excised and sent for 
histology. Grossly, the excised specimen shows an 
irregular lymph node measuring 4×2×2cm. The cut 
surfaces of the specimen are solid and greyish-white. 
Microscopically, sections from the specimen show lymph 
nodal tissue with total effacement of its architecture by 
complex branching papillae with fibrovascular cores. The 
cells lining the papillae have enlarged overlapping nuclei 
with optically clear chromatin patterns to give the 
characteristic ‘Orphan Annie eye nuclei’. In other cells, 
the nuclear membranes are grooved with pseudoinclusions. 
Some microfollicles are also seen. A diagnosis of 
metastatic papillary carcinoma most probably from the 
thyroid gland was made. A paraffin tissue block was sent 
for TTF-1 Immunostaining. It shows 100% diffuse nuclear 
densely positive staining consistent with metastatic 
papillary thyroid carcinoma to the lymph node. 

As a result of the histology report and 
immunohistochemistry report, the patient was scheduled for 
thyroidectomy. Intraoperative findings during thyroidectomy 
revealed a hard nodule occupying the whole of the right lobe 
and extending to the left lobe and the isthmus. 

The thyroidectomy specimen weighs 15g. The right 
lobe measures 6×2.0×1cm. The left lobe measures 
5×2×1cm. The isthmus measures 3.0×2×1cm. Cut sections 
of the right lobe show a nodular mass measuring 1×1cm in 
diameter. The left lobe and the thymus show similar 
masses measuring 1×0.5cm and 0.5×0.5cm, respectively. 
Microscopic findings from the thyroid mass show 
histologic features similar to those of the sections from the 
earlier excised cervical lymph nodes. A diagnosis of 
thyroid papillary carcinoma and TNM staging of 
pT3N1Mx was made. Following thyroidectomy, the 
patient was referred to the University College Hospital, 
Ibadan, Nigeria, Oncology Centre for radioactive iodine 
treatment and further management. Unfortunately, the 
patient was lost to follow-up. 

3. Discussion 

Pediatric thyroid carcinoma is rare. According to Shah 
[1], it accounts for 1.5–3% of all carcinomas in the USA 
and Europe. Out of the 63 cases of thyroid carcinoma seen 
over 15 years in South-Eastern Nigeria, Ukekwe et al. [2] 
reported only one (1) case (1,7%) in the pediatric age 

group. In another retrospective study in Ibadan covering 
40 years, 25 out of 320 (7.8%) cases of thyroid carcinoma 
were reported in the pediatric age group [3]. Thyroid 
carcinoma (TC) is the most prevalent endocrine cancer in 
the world [4,5]. Papillary thyroid carcinoma is the most 
common histologic type of thyroid carcinoma, accounting 
for 80 to 85% of all thyroid cancer cases [6]. The primary 
risk factors include exposure to radiation, genetic 
predisposition, high dietary iodine intake, and exposure to 
other environmental factors. Both external and internal 
(from radioiodine) are important aetiologic factors in the 
development of thyroid cancer [7]. It is responsible for 
1.5–3% of all carcinomas in this age group in the USA 
and Europe [8].  

The term “Occult Thyroid Carcinoma” is highly 
controversial and could depict several meanings in 
different clinical scenarios from the literature [9]. The 
Merriam-Webster dictionary [10], in the current online 
version, explains “Occult carcinoma” as “not manifest or 
detectable by clinical methods alone” and as “not present 
in macroscopic amounts”. Segen [11] in the McGraw-Hill 
Concise Dictionary of Modern Medicine defines “occult 
primary malignancy” as “unknown primary malignancy 
that is symptomless, which first manifests as metastases or 
secondary paraneoplastic phenomena”. Moosa & 
Mazzaferri [12] defined “Occult thyroid carcinoma” as an 
“impalpable thyroid carcinoma that is generally smaller 
than 1cm”. Occult thyroid cancers can also be defined as 
small carcinomas in the thyroid gland following histologic 
diagnosis of lymph node or distant metastasis. Occult 
thyroid carcinomas are commonly detected after patients 
show swelling in the cervical lymph nodes [9].  

Most occult thyroid carcinomas are small thyroid 
carcinomas that are ≤ 1 cm, and the prognosis is poor 
when metastatic lesions are evident [9]. We report a case 
of occult papillary thyroid carcinoma presenting as a case 
of lymphadenopathy with cervical lymph node metastasis 
in a 14–year–old female without clinical and radiological 
signs of thyroid disease. 

According to Bauer [13], over 85% of childhood 
thyroid carcinomas are papillary thyroid cancer (PTC), 
with the remainder divided between follicular thyroid 
cancer (FTC) and medullary thyroid cancer (MTC). 
Family history and previous radiation exposure are 
possible risk factors of childhood papillary thyroid 
carcinoma [14]. However, the patient presented in this 
case had no identifiable risk factor. Sporadic papillary 
thyroid cancer represented only 1.4% of newly diagnosed 
childhood carcinomas in the USA from 1975 to 1995, 
according to the Surveillance, Epidemiology, and End 
Results SEER database [15]. 

Papillary thyroid carcinoma (PTC) behaves as a 
different clinical disease in children and adults. Children 
with locally advanced disease, lymph node involvement, 
and distant metastasis have a better long-term prognosis 
than adults. Children with PTC can be expected to have a 
normal life expectancy, and optimal surgery is the 
treatment of choice [16]. This is the situation in this case, 
as the patient shows no clinical features of a thyroid 
disease. Differentiated thyroid carcinomas are associated 
with a more aggressive clinical behaviour in children and 
adolescents, with a reported rate of lymph node metastases 
ranging between 60 and 80 % and lung metastasis in 
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approximately 20 % of the cases at diagnosis [16]. Apart 
from the cervical lymph node involvement, the case we 
present shows no evidence of a systemic disease.  

Cervical lymphadenopathy is not an uncommon clinical 
presentation of papillary thyroid carcinoma. The incidence 
at the time of diagnosis is estimated at 20-25% [17,18]. It 
is important to note that PTC metastasis in cervical LN 
without a detectable tumor in the thyroid gland has been 
reported [19]. Fumarola et al. [20] reported other unusual 
presentations, such as papillary thyroid carcinoma arising 
in ectopic thyroid tissue within a neck branchial cyst. 

4. Conclusion 

We present a case of childhood papillary thyroid 
carcinoma with an unusual presentation. The clinical 
diagnosis of occult thyroid carcinoma in the form of 
metastasis to the cervical lymph node is very challenging. 
A high index of suspicion is required in the diagnosis and 
management of thyroid cancers and other head and neck 
masses, especially during childhood, as seen in this case. 
While most cases are treatable, early identification of 
patients requiring more aggressive treatment and follow-
up poses a significant challenge. Careful staging is critical 
for determining the extent of surgery, treatment options, 
and prognosis. 

Limitations 

The patient’s tissue sections were not subjected to 
molecular studies, as facilities for molecular testing are 
not available not only in our centre but also in Nigeria. As 
the facility for radioactive iodine treatment is not available 
at our centre, the patient was referred for further 
management to a better-equipped oncology centre but was 
subsequently lost to follow-up. 
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