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INTRODUCTION

Papillary thyroid cancer (PTC) is the most frequent
histological subtype of thyroid cancer accounting for
85% of cases of thyroid tumours.1 Its incidence has
increased over past several decades.2 PTC spreads into
cervical lymph nodes with a frequency of 82% in
patients with clinically negative lymph nodes.3 Local
recurrence in cervical lymph nodes has been reported in
upto 31% patients.4 It has been shown that the local
recurrence reduced after lymph node dissection but
neck dissection carries significant morbidity.4 Some-
times occult metastasis are present in the cervical lymph
nodes.5

PTC usually presents as solitary thyroid nodule (STN). It
is also found incidentally in cervical lymph nodes
associated with squamous cell carcinoma.5 Tuberculous
adenitis is a common cause of lymphadenopathy in
endemic areas. The most common location is neck
which may mimick metastasis to cervical lymph nodes

from PTC. Tuberculosis, not metastasis, from PTC should
be considered in aetiology of enlarged lymph nodes
when PTC patients with risk factors for tuberculosis
present with cervical lymph node enlargement.6 A giant
cervical lymph node metastasis from thyroid papillary
microcarcinoma is also considered as parotid tumour in
pre-operative diagnosis.7 Co-existence of cervical
tuberculosis and metastatic squamous cell carcinoma in
a single lymph node group has been reported in Dublin.8
Hodgkin’s lymphoma (HL) and tuberculosis co-existing
in cervical lymph nodes can also occur.9

High resolution cervical ultrasonography is a sensitive
method for differentiating between metastatic and
benign lymph nodes in patients. Ultrasound has
sensitivity and specificity in detecting lateral lymph node
metastasis of 97% each but it cannot detect metastasis
in the central neck accurately.3 Additional methods that
can compliment ultrasound include fine needle aspiation
cytology (FNAC) and polymerase chain reaction (PCR).
Diagnostic efficiency of FNAC varies between 46% and
90% and PCR has a sensitivity of 82% and specificity of
100% for detecting tuberculosis. Combined FNAC and
PCR for detecting Mycobacterium tuberculosis should be
employed to differentiate cervical tuberculous lympha-
denitis from metastasis.6

PTC is mutifocal so total or near-total thyroidectomy is
also a good option apart from lobectomy and isthumu-
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sectomy. It avoids the risk of re-operation and allows
for better monitoring of the treated patients with
scintigraphic scan and thyroglobulin measurements to
detect persisting or relapsing disease. It also augments
the yield of postoperative radioactive iodine therapy.

Central lymph node dissection should be performed at
the time of thyroid surgery. Subsequent surgery with
node metastasis may be technically difficult. Some
investigators have suggested simple excision of involved
lymph nodes (berry picking) is generally considered as
inappropriate.9

Treatment for tuberculous lymphadenitis is anti-
tuberculous medication and for metastatic cervical
lymph node is neck dissection. Tuberculous cervical
lymphadenopathy is common in our setup so the
purpose of this study was to determine the frequency of
tuberculous cervical lymphadenopathy in patients with
PTC.

METHODOLOGY

This study was conducted in Ward-3, JPMC, Karachi,
from March 2005 to March 2010. All patients of STN
above 12 years of age were investigated for thyroid
carcinoma. Ultrasound neck and FNAC of STN were
done. Patients whose FNAC report indicated papillary
carcinoma were included in the study. In patients with
cervical lymphadenopathy and papillary carcinoma
FNAC of cervical lymph nodes was also obtained. All
patients were admitted for total thyroidectomy, berry
picking of tuberculous lymph nodes and central neck
dissection of metastatic lymph nodes was done.
Histopathology report of lymph nodes and thyroid
specimen were separately received and results were
recorded on proforma. PTC patients were sent to Atomic
Energy Centre for whole body scanning after one month
of surgery and subsequent radiotherapy was given to
patients in whom residual thyroid tissue was found. 

All information about the patients was recorded on the
proforma and data analysed on SPSS version 13.0.
Results were described as frequency percentages. 

RESULTS

Fifty five patients of papillary carcinoma thyroid were
operated upon after thorough investigations.  Twenty five
out of 55 (45.5%) patients of PTC also had cervical
lymphadenopathy. In all patients, the carcinoma was
intracapsular. Eighteen out of 25 (72.0%) patients of
cervical lymphadenopathy with PTC were diagnosed on
FNAC and histopathology of lymph node as having
tuberculosis. Two patients out of 25 (8%) initially
diagnosed on FNAC as cases of tuberculous cervical
lymphadenopathy were later proved as having reactive
hyperplasia on histopathological examination.

Five out of 25 patients (20.0%) of cervical lymphadeno-
pathy proved as metastasis from PTC. In 80% patients

of cervical lymphadenopathy with PTC, the reason was
benign disease (Table I). Among the 18 patients who
had PTC and tuberculous cervical lymphadenopathy, 14
were female and 4 were male. Age ranged from 15 to 40
years. 

So tuberculous cervical lymphadenopathy was more
frequent than metastasis in lymph nodes even in the
cases of PTC. 

DISCUSSION

PTC is the most common malignant tumour of the
thyroid gland especially in areas with adequate or
excess iodine in diet. It occurred in thyroiditits. It can co-
exist with T-cell lymphoma/leukemia.10 Association of
papillary carcinoma with adenocarcinoma of gastro-
intestinal tract, larynx cancer and hepatoma is also
markedly high.11 The stomatic mutation described in
lymphoid neoplasms including acute T-cell leukemia
have been recently found significant in pathogenesis of
PTC.12

In tuberculous cervical lymphadenopathy the commonest
age group affected was 15-20 years; constitutional
symptoms were not present in most of the patients as
known.13

Neck dissection is generally indicated in PTC patients
with clinically node positive lateral neck. Although this
procedure is reliable and relatively safe, considerable
postoperative complications can occur.14,15 In this study
this operation was avoided in most of the patients
because of suspected tuberculous lymphadenitis in
discrimination of metastatic lymph nodes.

Metastatic lymph nodes were common from squamous
cell carcinoma in head and neck and they also showed
similar findings as papillary carcinoma on ultrasound of
neck and both malignancies can occur simultaneously.16

In this study association with head and neck malignancy
had not been found.

Tuberculous adenitis is very common in Pakistan. Every
third patient in head and neck clinic is diagnosed as
tuberculous cervical lymphadenopathy. In this study, it
was proved that even in PTC the common cause of
cervical lymphadenopathy was tuberculosis. So it is
recommended that even in PTC or other head and neck
malignancies with lymph node enlargement, one should
never overlook tuberculousis as co-existent cause of
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Table I: Causes of cervical lymphadenopathy with PTC.

Diseases in patients No. of patients Percentage

PTC patients with cervical 
lymphadenopathy 25 out of 55 45.5%

Patients with tuberculosis cervical 
lymphadenopathy associated 
with PTC 18 out of 25 72.0%

Patients with metastasis to lymph 
nodes in PTC 5 out of 25 20.0%

Patients with reactive hyperplasia 2 out of 25 8.0%



cervical lymphadenopathy. It is so because the
treatment of tuberculous cervical lymphadenopathy is
non-invasive but metastasis require neck dissection.
So FNAC and PCR should be done for cervical
lymphadenopathy and if still in doubt then excision
biopsy of the cervical lymph node should be done.

Sentinel lymph node biopsy is indicated in papillary
carcinoma if one wishes to avoid neck dissection.17

Tuberculous lymphadenitis is usually found in the
supraclavicular area or posterior triangle of neck and
this is also a frequent site for PTC metastasis.18

Sonographic findings of tuberculous lymphadenitis are
very similar to those of metastatic lymph nodes in PTC.
Ultrasound in tuberculous cervical lymphadenopathy
showed cystic necrosis and calcifications similar to
metastasis from PTC to cervical lymph nodes.
Lymphatic metastasis from PTC occurred in stepwise
fashion, first to lymph nodes in tracheo-esophageal
groove then subsequently into jugular chain including
supraclavicular fossa.19

Patients with PTC have high rate of regional metastasis
with clinically apparent lymph node involvement in 15%
to 50% patients,20 and occult metastasis in 40-90%.21

Central neck dissection was in the 5 patients whose
FNAC showed papillary carcinoma. Lymph node
dissection is generally indicated when there is cervical
lymphadenopathy detected either pre-operatively or
intraoperatively. Berry picking of lymph node is
controversial because it is associated with high
incidence of regional recurrence.22

CONCLUSION

In cases of suspected metastatic cervical nodes in pre-
operative patients with PTC, tuberculous cervical
lymphadenopathy should also be considered in the
differentials and thoroughly investigated to avoid neck
dissection surgery and to avoid complications. It was
proved that tuberculous cervical lymphadenopathy is
very common even in PTC.
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