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Case Report

Introduction
Papillary thyroid carcinoma (PTC) is the most common 
type of thyroid malignancy, accounting for approximately 
80% of all thyroid cancers, with peak incidence occurring 
in the third and fourth decades of life (1). Although it 
typically presents as a thyroid mass, it is not unusual for 
PTC to manifest as a lateral neck lump (2). PTC has a well-
documented propensity for lymphatic spread, and in some 
instances, metastatic lymph nodes may be palpable even 
in the absence of an identifiable primary thyroid tumour 
(3). In rare cases, metastatic lymph nodes from PTC can 
undergo cystic transformation (4). These cases may follow 
an indolent clinical course, mimicking benign conditions 
and potentially delaying the diagnosis and treatment of 
the underlying malignancy. This case report discusses a 
patient who initially presented with a cystic right-sided 
neck lump, which was later diagnosed as metastatic PTC 
in a cervical lymph node.

Case Report
A 42-year-old gentleman with a background history of 
hypertension presented with a history of painless right neck 
swelling for nearly eight months, which had progressively 
been increasing in size. He had neither constitutional 

symptoms nor other complaints. Upon examination, there 
was a 6 × 7 cm cystic, non-tender lump located at the root 
of the right side of the neck. The lump did not move with 
swallowing. No other neck swellings were identified, and 
thyroid examination revealed no palpable abnormalities. 
The nose, nasopharynx, oral cavity, oropharynx, and larynx 
were unremarkable on examination 

An ultrasound scan of the neck revealed a cystic lesion at 
the right root of the neck, measuring 6.0 × 2.6 × 7.0 cm, 
with no internal septation or calcification. The cyst was 
situated lateral to the right lobe of the thyroid and the 
right common carotid artery, compressing the internal 
jugular vein. There was no intrathoracic extension, and 
the thyroid gland appeared normal in size, echotexture, 
and vascularity. No enlarged lymph nodes were identified, 
and the ultrasound impression was suggestive of a 
lymphangioma.
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Introduction: Papillary thyroid carcinoma (PTC) accounts for 80% of all thyroid malignancies. It typically manifests 
as a slow-growing, painless thyroid mass or a solitary nodule in the neck. However, in certain instances, PTC may 
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Case Report: We present a case in which the patient initially exhibited a cystic lesion in the neck, leading to an initial 
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conditions. This case underscores the necessity of maintaining a high degree of clinical suspicion when evaluating patients 
with a solitary cystic mass in the neck, as early recognition and intervention are critical to achieving favourable outcomes.
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Fine-needle aspiration cytology (FNAC), although known 
to have limited sensitivity in diagnosing cystic neck lesions, 
was performed and returned negative for malignant cells. 
Based on the benign ultrasound findings and negative 
FNAC results, aspiration followed by the injection of hot 
water as a sclerosing agent was performed.

Two years later, the patient presented with a recurrence 
of the cystic neck lump. A repeat ultrasound revealed a 
unilocular cystic lesion measuring 6.5 × 5.5 cm, located 
posterolateral to the right sternocleidomastoid muscle, 
with no solid components. No cervical lymphadenopathy 
was noted, and the ultrasound impression remained 
suggestive of a lymphangioma or branchial cyst. A repeat 
FNAC was inconclusive. After discussion with the patient, 
an excisional biopsy was planned.

The excisional biopsy revealed cystic papillary 
carcinoma of the thyroid, either primary or metastatic. 
Immunohistochemical staining was performed to 
differentiate papillary lesions of the thyroid from other 
structures such as the lung. The lesion showed strong 
positivity for thyroglobulin and TTF-1, with CD-20 
negativity, confirming a thyroid origin. A subsequent 
computed tomography (CT) scan of the neck was 
performed to rule out a missed thyroid nodule but showed 
no detectable thyroid lesion.

Following patient counseling, a total thyroidectomy 
with right lateral neck dissection was performed. The 
postoperative period was uneventful. Histopathology 
revealed multifocal papillary thyroid carcinoma (PTC) in 
the right thyroid lobe, with the largest lesion measuring 
3 mm and three additional lesions measuring 1 mm each. 
Lymphatic invasion was noted in the largest lesion. No 
tumor deposits were identified in the lymph nodes or soft 
tissue harvested during the lateral neck dissection.

Discussion
Thyroid cancer is the most common endocrine-related 
malignancy, though it remains rare compared to other 
cancers, constituting less than 1% of all malignant 
tumors (5,6). Differentiated thyroid cancers (DTC), which 
include papillary thyroid carcinoma (PTC) and follicular 
thyroid carcinoma (FTC), account for 90% of all thyroid 
malignancies (7). In PTC, local lymphatic spread is observed 
in 36–40% of patients, typically presenting as a thyroid 
nodule with associated firm cervical lymphadenopathy. 
However, PTC can also present as a solitary cystic neck 
mass without an identifiable thyroid lesion. In the case 
presented, the absence of palpable thyroid abnormalities 
led to an initial misdiagnosis. This highlights the importance 
of recognizing that extrathyroidal cystic neck masses may 
delay accurate diagnosis and treatment, as they can mimic 
benign cystic lesions of the neck, such as branchial cysts, 
thyroglossal duct cysts, dermoid cysts, epidermoid cysts, 
or lymphangiomas (8).

In approximately 90% of young adults, cervical neck cysts 
are typically benign (9). However, cervical lymph node 
metastasis from papillary thyroid carcinoma (PTC) can 
clinically and radiologically mimic a benign cervical cyst, 
particularly when cystic degeneration is present. This 
metastasis may arise from a primary thyroid tumour that 
has undergone cystic degeneration, or, though rarely, from 
the malignant transformation of ectopic thyroid tissue—
an exceedingly uncommon condition (10).

Metastasis to cervical lymph nodes could be the first 
presentation without an identifiable primary tumour in 
thyroid glands [11]. 

Metastasis to cervical lymph nodes occurs in approximately 
30% of all thyroid carcinoma cases. These metastatic 
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lymph nodes typically present as palpable masses in the 
anterior and lateral regions of the neck (12). Clinically, 
distinguishing between cystic lymph node metastases from 
an occult PTC and benign cervical cysts can be challenging 
during initial evaluation.

Imaging modalities such as ultrasound and computed 
tomography (CT) are commonly utilized to assess 
the morphology, extent, and involvement of adjacent 
structures, including the cervical lymph nodes, in cases 
of cervical masses. However, ultrasound is operator-
dependent and requires considerable experience and skill 
to achieve accurate results, which may lead to misdiagnosis 
(13). Additionally, ultrasound may not be sensitive enough 
to detect very small thyroid nodules.

In support of this, in the case of our patient, two separate 
ultrasound evaluations indicated the presence of a benign 
cyst with no detectable thyroid lesions. Similarly, CT 
imaging failed to identify any thyroid abnormalities. This 
false-negative result could be attributed to the exceedingly 
small size of the thyroid lesion, making it difficult to detect 
through standard imaging techniques. 

Fine-needle aspiration cytology (FNAC) is regarded as 
the gold standard for the diagnosis of thyroid nodules. 
Numerous studies have demonstrated the high sensitivity 
of FNAC in evaluating solid neck masses. However, its 
sensitivity is notably lower in cases of cystic neck lesions. 
In the case of our patient, FNAC yielded negative results on 
two separate occasions.

Basically, the initial evaluation of an adult presenting with 
a cystic neck mass should include a comprehensive clinical 
history, and a thorough head and neck examination, 
alongside appropriate imaging and FNAC analysis (14). 
In the absence of definitive findings from history, physical 
examination, and investigative modalities, a high index 
of suspicion for malignancy should be maintained, 
particularly in patients with known risk factors (15). 
These risk factors include age over 40 years and a history 
of radiation exposure to the neck.

Conclusion
Papillary thyroid carcinoma (PTC) can occasionally 
present as a cystic neck mass, and recent reports indicate 
an increasing trend in such cases. This highlights the 
importance of maintaining a high index of suspicion 
when assessing patients with a solitary cystic mass in 
the neck.Therefore, all cystic masses in the lateral neck 
should be excised, regardless of whether they appear 
benign or suspicious, and evaluated histologically. Further 
management decisions should then be based on the 
histological findings

References
Llyo1.	 d R. V., Osamura R. Y., Kloppel G., Rosai J., editors. 
WHO Classification of Tumours of Endocrine Organs. 
(4th) 2017;10 [Google Scholar]

Carcangiu ML, Zampi G, Pupi A, Castagnoli A, Rosai J. 2.	
Papillary carcinoma of the thyroid. A clinicopathologic 
study of 241 cases treated at the University of Florence.
Cancer.1985;55(4):805-828.

Llyod R. V., Osamura R. Y., Kloppel G., Rosai J., editors. 3.	
WHO Classification of Tumours of Endocrine Organs. 
(4th) 2017;10 [Google Scholar] 

4. Tovi F, Zirkin H. Solitary lateral cervical cyst: presenting 4.	
symptom of papillary thyroid adenocarcinoma. Ann 
Otol Rhinol Laryngol. 1983;92(5):521-524.

American Thyroid Association. Cancer of the thyroid. 5.	
Patient Brochure; 2005. [Google Scholar]

Burkitt G, Quick C. Essential Surgery. 3rd edition. 6.	
Philadelphia: Saunders; 2002. [Google Scholar]

Sherma S. Thyroid carcinoma. The Lancet. 7.	
2003;361(9356):501–11. [PubMed] [Google Scholar]

Al-Ashaa Y, Hefny AF, Joshi S, Abu-Zidan FM. Papillary 8.	
thyroid carcinoma presenting as a lateral neck cyst. 
African Health Sciences. 2011;11(2):296–300. [PMC 
free article] [PubMed] [Google Scholar

Chiang K. Y., Zhuang Y. L., Li W. Y., Lin C. Z. Occult 9.	
papillary thyroid carcinoma presenting as huge 
cervical metastasis with cystic pattern. Tzu Chi 
Medical Journal. 2008;20(2):140–143. doi: 10.1016/
S1016-3190(08)60025-7. [CrossRef] [Google Scholar

Al-Ashaa Y., Hefny A. F., Joshi S., Abu-Zidan F. M. 10.	
Papillary thyroid carcinoma presenting as a lateral 
neck cyst. African Health Sciences. 2011;11(2):296–
300. [PMC free article] [PubMed] [Google Scholar]

Seven H, Gurkan A, Cinar U, Vural C, Turgut S. Incidence 11.	
of occult thyroid carcinoma metastases in lateral 
cervical cysts. American Journal of Otolaryngology. 
2004;25(1):11–17. [PubMed] [Google Scholar

Carcangiu M, Zampi G, Pupi A, Castagnoli A Rosai J. 12.	
Papillary carcinoma of the thyroid A clinicopathologic 
study of 241 cases treated at the University of Florence, 
Italy. Cancer. 1985;55(4):805–28. [PubMed] [Google 
Scholar]

Verge J, Guixa J, Alejo M, Basas C, Quer X, De Castro 13.	
J et al. Cervical cystic lymph node metastasis as first 
manifestation of occult papillary thyroid carcinoma: 
Report of seven cases. Head Neck. 1999;21(4):370–4. 



4

Journals Era Publications

Era Journal of Medical and Clinical Case Reports

[PubMed] [Google Scholar]

Seven H, Gurkan A, Cinar U, Vural C, Turgut S. Incidence 14.	
of occult thyroid carcinoma metastases in lateral 
cervical cysts. American Journal of Otolaryngology. 
2004;25(1):11–17. [PubMed] [Google Scholar]

Sethu T Subha, Mohd- Adzreil Bakri, Hisyam 15.	
Salleh,Mohamad Doi, Abdul-Jalil Nordin. Papillary 
Thyroid Carcinoma Presenting As a Cystic Neck 
Lesion: Case Series. Iran J Otorhinolaryngol. 2018 Jan; 
30(96): 49–54

Cite this article: A.H.M.G.B. Abeysinghea, H.K Jayasooriya, A.H.M.C.D. Abeysinghe. Papillary Thyroid Carcinoma 
as a Lateral Neck Cyst lump. Era Journal of Medical and Clinical Case Reports. 2025;3(1): 01-04.

Copyright: © 2025. This is an open-access article distributed under the terms of the Creative Commons Attribution 
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and 
source are credited.


