
PTC with nodal involvement



Case

• 18 yo F
• Enlarged neck > 1 year
• Denies odynophagia, dysphagia, SOB, neck 

pain, voice change
• Famhx: negative
• Radiation exposure: negative



Thyroid US
Right lobe
Measurement: 5.4 cm x 3.5 cm.
Appearance: Heterogeneous
Nodules:1

Nodule number 1:
Size: 5 cm x 3 cm.
Composition: Solid
Echogenicity: Hyperechoic
Shape: Wider than tall
Margin: Ill-defined
Echogenic foci: Punctate
TI-RADS Category: TR5

Left lobe
Measurement: 5.3 x 1.7.
Appearance: Homogeneous
Nodules:1

Nodule number 1:
Size: 1 cm
Composition: Solid
Echogenicity: Hypoechoic
Shape: Wider than tall
Margin: Ill-defined
Echogenic foci: Punctate
TI-RADS Category: TR5



TI-RAD
• composition: (choose one)

– cystic or completely cystic *: 0 points
– spongiform *: 0 points
– mixed cystic and solid: 1 point
– solid or almost completely solid: 2 points

• echogenicity: (choose one)
– anechoic: 0 points
– hyper- or isoechoic: 1 point
– hypoechoic: 2 points
– very hypoechoic: 3 points

• shape: (choose one) (assessed on the transverse plane)
– wider than tall: 0 points
– taller than wide: 3 points

• margin: (choose one)
– smooth: 0 points
– ill-defined: 0 points
– lobulated/irregular: 2 points
– extra-thyroidal extension: 3 points

• echogenic foci: (choose one or more)
– none: 0 points
– large comet tail artifact: 0 points
– macrocalcifications: 1 point
– peripheral/rim calcifications: 2 points
– punctate echogenic foci: 3 points

• TR1 (0): no FNA required
• TR2 (2): no FNA required
• TR3 (3): ≥1.5 cm follow up, 

≥2.5 cm FNA
– follow up: 1, 3 and 5 years

• TR4 (4-6): ≥1.0 cm follow 
up, ≥1.5 cm FNA
– follow up: 1, 2, 3 and 5 

years
• TR5 (7+): ≥0.5 cm follow 

up, ≥1.0 cm FNA
– annual follow up for up to 5 

years



FNA – Cytology Consult

• THYROID NODULE, RIGHT LOBE, US-GUIDED 
FNA WITH CELL BLOCK, (RM19-00920 
A,COLLECTED 7/22/2019):
– PAPILLARY THYROID CARCINOMA

• THYROID NODULE, LEFT LOBE, US-GUIDED 
FNA WITH CELL BLOCK, (RM19-00920 B, 
COLLECTED 7/22/2019):
– PAPILLARY THYROID CARCINOMA



US and CT obtained to assess LAD

US Neck:

1. A 4.8 cm mass in the right middle lobe and 1.0 
cm mass in the left middle lobe, corresponding to 
biopsy-proven papillary thyroid cancer.

2. Multiple prominent lymph nodes with abnormal 
morphology along the right jugular vein, the largest 
of which measures 1.4 cm.



US and CT obtained to assess LAD

CT Neck:

1. Hypodense right thyroid mass (2.8 X 3 X 3.4 cm) 
with an additional ill-defined nodule in the left 
thyroid lobe compatible with FNA proven papillary 
thyroid carcinoma.

2. Multi station cervical lymphadenopathy, right 
more than left (level II B, level III and level IV) along 
with central compartment lymph nodes suspicious 
for metastasis.







Cytology

• oncocytic epithelial cells, morphologically 
compatible with metastatic papillary thyroid 
carcinoma

• Papillae lined by cuboidal cells*, intranuclear 
inclusions
– Other classic features (but not seen on this specimen): 

psammoma bodies, Orphan Annie nuclei)
• No stains needed

– Possible stains: CK19, HBME1, CK7, RET, thyroglobulin, 
vimentin, P-cadherin









US-Guided LN FNA

• LYMPH NODE, LEFT CERVICAL LEVEL III/ IV, 
ULTRA-SOUND GUIDED FNA:
– METASTATIC PAPILLARY THYROID CARCINOMA.

• LYMPH NODE, RIGHT CERVICAL LEVEL III / IV, 
ULTRA-SOUND GUIDED FNA:
– METASTATIC PAPILLARY THYROID CARCINOMA.



Treatment

• Total thyroidectomy
• Central and bilateral neck dissection
• +/- RAI
• +/- TSH suppression





Prognosis



Nodal Involvement
• In a large series in younger patients (<45 years old), the presence of lymph node 

metastases had no effect on the excellent overall survival, but the presence of 
lymph node metastases increased the risk of death by 46% in patients older than 
45.

• The presence of lymph node metastasis in patients with contained intrathyroidal 
primary papillary carcinoma also does not affect long-term survival. If there is 
gross or microscopic extension of a primary PTC through the thyroid capsule, a 
poor prognosis and possibly a higher rate of lymph node metastasis may be 
anticipated.

• There is a small but statistically significant decrease in long-term all-cause survival 
in patients with lymphatic metastases compared with patients without lymphatic 
metastases. At the present time, it is recommended that all patients with known 
or suspected PTC undergo a thorough physical examination and complete 
ultrasound scan of the central and lateral neck before resection of the thyroid 
lesion.



Nodal Involvement

• In the evaluation of the central neck, ultrasound is 
not as sensitive for pathologic adenopathy as it is for 
lateral neck adenopathy because the central 
compartment nodes are in anatomically challenging 
locations. Therefore, if there is not already an 
indication for central compartment lymph dissection, 
the central compartment nodes should be assessed at 
the time of thyroidectomy by visual inspection and 
palpation, in addition to preoperative ultrasound. 

• If pathologic appearing nodes are found, FNA biopsy 
should be performed. 
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