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A 4 year old male child suffering from

papillary carcinoma of thyroid with right

sided metastatic neck node
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Abstract

Thyroid carcinoma accounts for 1-1.5% of all childhood malignancies. These cancers are rare

at ages younger than 5 years and more rare in male children. In this case report a 4 years old

male child presented with right sided upper cervical neck mass for 11 months and treated as

a branchial cyst. After histopathological report and further investigation he was finally diagnosed

as papillary carcinoma of thyroid with metastatic right sided neck-node.
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Introduction

Thyroid cancer, the most common pediatric

endocrine neoplasm, represents 1-1.5% of

all pediatric malignancies and 5-5.7% of

malignancies in the head and neck. Only 5%

of all thyroid cancers occur in children and

adolescents1. The peak age is between 7 to

12 years of age2. It is much more common in

females with a ratio of 4:13. Only 1 in a million

children younger than age 10 years will get

thyroid cancer.

Case report

A 4-years old male child presented to a

medical center in Mymensingh with the

complaint of right sided upper cervical mass

for 11 months. The mass was painless,

gradually increasing in size, located near

anterior border of upper 1/3rd of Sternomastoid

muscle, not moves with deglutition or tongue

movement. The child was feeding well with

no history of fever, weight loss and

haemoptysis. No other family members have

such type of disease. On examination the

mass was oval in shape, 2x2 cm in size,  firm

in consistency, non-tender surface smooth,

mobile, free from overlying skin and

underlying structures. Vital signs and other

systemic examinations were normal. FNAC

from Right sided neck mass showed Branchial

cleft cyst. No abnormality detected in

hematological profile and Chest X-ray P/A

view. Then mass was excised under G/A, and

send for histopathology. Metastatic papillary

Carcinoma of Thyroid origin was found on

histopathology.



After 1 month of surgery patient came to

department of ENT. No history of radiation

exposure or irradiated formula feeding as a

relevant cause of childhood papillary

carcinoma was found. On examination we

found a hard Right sided small (1cmx1cm)

thyroid nodule and multiple non-tender, firm,

mobile lymph-node involving II, III, IV, V

cervical lymph node level. Largest one of them

was 2x1 cm & smallest one 0.5x0.5 cm.

Isthmus and left lobe of thyroid was found

normal on palpation.

USG of Thyroid revealed Thyroid gland was

normal in position. There was a solid hypo

echoic nodule (10mmx9mm) in Right lobe.

Left lobe was uniform. Multiple enlarged

cervical lymph-nodes are seen in right-neck

region. Thyroid scan with 99m Tc showed –

Thyroid gland is normal in size & position

with uniform radio-tracer including the nodule

in Right lobe. Serum T3, T4, TSH was within

normal limit. Serum TG was 50.25 ng/ml

(Normal 4.14-14.46 ng/ml).

FNAC from Right sided Thyroid nodule

showed papillary carcinoma.

MRI of neck (without contrast) showed

enlarged Right lobe of Thyroid gland with

altered heterogeneous signal intensity.

The patient underwent surgery and Right sided

Hemi thyroidectomy with selective neck-

dissection of Right side of neck was done.

The post-operative recovery and period was

uneventful.

Upper pole, Middle thyroid vein

Inferior thyroid artery
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The histopathological features confirmed

papillary carcinoma of thyroid with metastasis

of lymph-node.

1 week after post-operative Serum Tg level

was 19.87ng/ml. Post-operative Thyroid scan

& USG was done after 6 weeks of surgery

which showed normal left lobe and no tracer

in right thyroid bed or lymph-nodes. Presently

the child is on Thyroid hormone

supplementation and is disease free at 2

months follow-up.

The possible causative factors for carcinoma

of thyroid in pediatric age group is radiation(

>150 cGy), average latent period is 7

year)4.17% of  patients had previously

received irradiation to the neck5. But in this

case there was no history of radiation

exposure during intra-uterine period,

childhood or taking formula milk imported

from nuclear explosion area.

Genetic factor (RAS proto-oncogene in 20%

papillary carcinoma of thyroid),6  familial (in

case of medullary carcinoma) or disorder of

immune system, TSH receptor activating gene

mutation are also considered as the causative

factors. Familial factors are autosomal

dominant and as no such family history is

present in this case, so this possibility can

be ruled out. There may be a possibility of

occurrence of congenital occult papillary

carcinoma. This accounts for 0.5%- 36% of

all papillary carcinomas. But the disease

generally manifests at older ages.

The most common presentation is cervical

lymphadenopathy (74 percent) and distant

parenchymal metastases ( 25 percent)7 or

firm palpable thyroid nodule with or without

cervical lymphadenopathy.  6% of papillary

carcinoma presents with lung metastasis or

upper mediastinal lymphadenopathy. But it

almost never occurs in absence of cervical

lymphadenopathy. This case presented with

firm palpable right cervical lymph-node

followed by ipsilateral thyroid nodule.

They are usually euthyroid. Thyroid scan with
123 I or 99m Tc usually shows parenchyma with

normal uptake and one or more

hypofunctioning nodules. USG provides

adequate information about thyroid size or

size of nodule. The single best diagnostic tool

is FNAC; if unsatisfactory, excision or core

biopsy is recommended8.

Surgery is the treatment of choice9. Total,

subtotal or Hemi- thyroidectomy is

Recurrent laryngeal nerve

Discussion

Thyroid cancer, the most common pediatric

endocrine neoplasm, represents 1-1.5% of

all pediatric malignancies and 5-5.7% of

malignancies in the head and neck. Only 5%

of all thyroid cancers occur in children and

adolescents1. The peak age is between 7 to

12 years of age2. It is much more common in

females with a ratio of 4:13.

75

A 4 year old male child suffering from papillary carcinoma of thyroid Mohammad Hanif et al



recommended along with or without selective

neck dissection. No clinical trials have

established whether total thyroidectomy with

lymph node dissection is better than subtotal

thyroidectomy10. While most authors agree

that the treatment of choice for occult papillary

carcinoma (less than 1.5 cm in diameter) is

hemithyroidectomy and isthmusectomy

followed by thyroid stimulating hormone (TSH)

suppression11. There is an extremely low

incidence of clinical carcinoma in the opposite

lobe after properly performed

hemithyroidectomy in patients maintained on

long-term TSH suppression12,13.  Surgeons

preferring a lesser resection hold that

differentiated thyroid carcinoma in children is

an indolent disease and that survival is not

clearly related to the extent of gland

removal14. Moreover chances of recurrent

laryngeal nerve injury and hypocalcaemia is

more in total thyroidectomy.

Considering the age, pre-operative

assessment, per-operative findings and post-

operative complications we did Right sided

hemi-thyroidectomy with ipsilateral selective

neck-dissection followed by  thyroid

stimulating hormone (TSH) suppression.

In follow up, thyroglobulin has been shown to

be a useful marker for residual or metastatic

thyroid cancer. Plasma level should be

measured yearly and an elevated value should

raise the suspicion of recurrence15. The overall

survival in non-medullary thyroid cancer in

pediatric age group is 98%16.
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