
Neck swellings 



Case 1 



66yo Female 
PMH: Previous breast ca s/p RT 3 years ago 
 
HPC: 
Noted right neck lump 
No increase in size, no pain 
No infective symptoms 
No LOW, LOA 
No compressive symptoms, change in voice 
No hyper/hypo thyroid symptoms 
No fhx of thyroid ca 
Non-smoker 
No etOH 



O/E 
4cm smooth right thyroid nodule 
No cervical lymphadenopathy 
Voice ok 
?Nasendoscope 
 
Investigations 
•  TFT 
•  US thyroid 
•  FNAC 



US thyroid 

The isthmus measures 0.2 cm.  
The right lobe measures 4.8 x 0.8 x 0.9 cm.  
The left lobe measures 5.8 x 3.0 x 1.9 cm.  
 
The left thyroid lobe is enlarged. The thyroid gland shows heterogenous echotexture with multiple 
nodules. 
 
ISTHMUS 
0.8 x 0.5 x 0.3 cm solid cystic nodule with peripheral vascularity 
 
RIGHT 
Mid pole: 0.2 x 0.2 x 0.2 cm cystic nodule 
Mid pole 2: 0.2 x 0.1 x 0.1 cm solid hyperechoic nodule 
Mid/lower pole: 1.4 x 1.0 x 0.8 cm predominant solid isoechoic nodule with internal vascularity 
Lower pole 1: 0.3 x 0.4 x 0.3 cm solid hyperechoic nodule with internal vascularity 
Lower pole 2: 0.6 x 0.4 x 0.3 cm cystic nodule  
Lower pole 3: 0.8 x 0.5 x 0.4 cm solid hypoechoic nodule with internal vascularity 
Lower pole 4: 0.8 x 0.5 cm solid isoechoic nodule with internal and peripheral vascularity 
 
LEFT 
Upper /Mid pole: 3.5 x 2.7 x 1.6 cm cystic solid nodule with internal vascularity 
Lower pole: 2.2 x 1.9 x 1.4 cm solid nodule with internal vascularity 
 
No cervical lymphadenopathy is detected.  







FNAC 

GROSS DESCRIPTION 
The specimen is labelled with the patient's particulars and designated as "Left thyroid nodule FNA". 
No of passes: 2 
No of slides prepared on-site: 4 
A1. 2 Pap and 2 Hemacolor stained slides were prepared. 
Preliminary screening of slides prepared on-site showed an adequate cell yield.    
    
 
MICROSCOPIC DESCRIPTION 
The 4 smears examined show a paucicellular yield. 
Blood and some macrophages are present.  
Abundant colloid is observed in the background. 
There is an atypical cell cluster of unknown significance and origin. 
 
 
DIAGNOSIS 
LEFT THYROID NODULE FNA: RARE ATYPICAL CELLS OF UNKNOWN SIGNIFICANCE, SEE 
COMMENT. 
 
Comment: The atypical cells may represent reactive cells, however, a neoplastic lesion can not be 
excluded. The specimen may not be representative of the lesion. Repeat FNA or excision biopsy maybe 
indicated if a malignant diagnosis is under consideration. Please correlate clinically. 
 
 
 
Specimen Adequacy for Interpretation: Satisfactory for evaluation. 
General Diagnosis Category: Atypical. 
 







Thyroid ca 
•  Papillary 

–  70% of all thyroid ca 
–  6% familial 
–  Risk factors: 

•  Radiation exposure, gardner 
syndrome, Peutz-Jeghers 
syndrome, Cowden syndrome 
familial polyposis 

–  Spread by lymphatics (more likely 
nodal mets) 

•  Follicular 
–  10% of all thyroid ca 
–  Risk factor: Radiation exposure, 

Cowden disease 
–  More likely distant mets 
–  Can be hyperfunctioning 
–  FNAC cannot differentiate 

adenoma from carcinoma 

•  Hurtle cell 
–  3% of all thyroid ca 
–  More aggressive than follicular 

•  Medullary 
–  5% of all thyroid ca 
–  Test for RET mutation 
–  Genetic counselling 
–  Check CEA and calcitonin 
–  If bulky nodal disease, consider 

CT neck + thorax + liver, bone 
scan 

–  Surgery: Total thyroidectomy with 
TEG clearance +/- bilateral level 
2-5ND 

•  Anaplastic 
–  Most aggressive 
–  Most have pre-existing PTC or 

FTC 







Management 
•  Surgery 
•  Post-op RAI 

–  Not for microPTC 

•  Monitor Tg 
•  Post-op TSH suppression 

–  Low risk 
•  Non-stimulated Tg<0.2ng/mL, TSH 0.5-2mU/L 
•  If non-stimulated Tg>= 0.2ng/mL, TSH 0.1-0.5mU/L 

–  Intermediate risk 
•  TSH 0.1-0.5mU/L 

–  High risk 
•  TSH<0.1mU/L 



Thyroidectomy 

•  Landmarks for RLN 
–  Berry’s ligament 
–  Cricothyroid joint 
–  Posterior to ITA 70% of the time 
–  Between tubercle of zuckerkandl and trachea 

•  Complications 
–  RLN 
–  External branch of SLN 
–  Parathyroid glands 
–  Haematoma 



Case 2 



•  68yo Male 
•  PMH: DM, HTN, HLD 

•  HPC: 
•  Right neck swelling for 6 months, 

gradually getting larger. 
•  Non-tender 
•  No recent infective features 
•  No epistaxis, haematemsis, haemoptysis, 

LOW, LOA 
•  Smoker 50packyears 
•  No etOH 
•  No fhx of head and neck ca 



Examination 
-  Size and consistency 
-  Stone? 
-  Facial nerve 

Investigations: 
-  FNAC 
-  CT neck/parotid 









Benign salivary gland tumours 

•  Pleomorphic Adenoma 
– Commonest benign tumour 
– Mesenchymal stroma may consists of 

chondroid, osteoid, myxoid, fibroid tissue 
– Risk of malignant transformation 

•  Warthin tumour 
– Aka papillary cystadenoma lymphomatosum 
– Occurs mostly in the parotid, bilateral 
– Risk factor: Smoking 



Malignant salivary neoplasms 
•  Mucoepidermoid carcinoma (30-35%) 

–  Low grade:  
•  higher proportion of mucous cells to epidermoid cells 
•  Rarely invade and metastasise 

–  High grade:  
•  higher proportion of epidermoid cells 
•  Aggressive tumours  
•  Rx: Parotidectomy KIV neck dissection KIV adj RT 



Malignant salivary neoplasm 
cont’d 

•  Adenoid cystic carcinoma (10%) 
–  Slow growing but multiple local recurrence after 

surgical excision 
–  Perineural invasion 
–  Distant spread more common than to nodal mets 
–  Histological patterns: Cribriform, tubular, solid (worst 

prognosis) 
–  Rx: Parotidectomy + adj RT 



Malignant salivary neoplasm 
cont’d 

•  Carcinoma Ex Pleomorphic Adenoma (2-5%) 
–  Arises from pre-existing or recurrent PA 
–  Malignant component is usually purely epithelial 
–  Neurovascular invasion and necrosis 
–  Classification: 

•  Non-invasive ie. In-situ 
•  Minimally invasive <1.5mm 
•  Invasive >1.5mm **most common 

–  Local and distant mets common 
–  Rx: Parotidectomy + neck dissection + adj RT 



Superficial low grade ca à superficial parotidectomy 

High grade ca à Surgical resection +/- neck dissection 



Superficial parotidectomy 

•  Landmarks for facial nerve 
–  1cm deep and inferior to tragal pointer 
–  6-8mm deep to the tympanomastoid fissure 
–  Retrograde dissection of distal branches 
–  Diagastric muscle attachment to diagastric groove 
–  Nerve within the temporal bone 

•  Complications 
–  Damage to GAN 
–  Damage to facial nerve 
–  Frey’s syndrome 
–  Seroma 



Submandibular gland excision 

•  Complications 
–  Injury to Marginal mandibular nerve 
–  Injury to Lingual nerve 
–  Injury to Hypoglossal nerve 


