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Introduction

Pyramidal lobe (PL) is the commonest embryological
remnant (ER) of the three main ERs of the thyroid gland.
The other two are tubercle of Zuckerkandl (TZ) and
thyrothymic remnants/rests (TR). ERs are important
landmarks during thyroidectomy to identify, to avoid
inadvertent damage to vital structures and to ensure that
‘total’ thyroidectomy is performed [1] .The pathologies
that affect the main gland affect the remnants, especially
the PL, including malignancy albeit rarely [2]. First report
of a primary Papillary Thyroid Carcinoma (PTC) of the PL
is in 2012 by Kim et al [3]. Recurrence of malignancy in the
PL which is inadvertently left behind is well recognized
[4]. Remnants inadvertently left behind may enlarge due
to recurrence of the original pathology for which treatment
was undertaken. Hence their removal is critical.

Yoon et al  had reported micropapillary PTC of the
PL in a retrospective analysis where the main focus of
PTC was in the main gland [2]. Incidental micropapillary
thyroid carcinoma (MPTC) as the primary focus, arising
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in ER has not been reported in the literature. This report
describe two patients with incidental MPTC.

Description of the patients

The first patient was a 38-year-old woman with a
multinodular goitre (MNG) of 2 years duration. She was
concerned about the increasing size of her goitre and had
early compressive features. Clinically she had a MNG with
a large nodule on the left with right sided tracheal deviation.
She was euthyroid and an ultrasound scan (USS) did not
reveal any other abnormality or anything abnormal in the PL.
A non-guided fine needle aspiration for cytology (FNAC)
of the left large nodule yielded a benign result (Thy 2).

A total thyroidectomy was performed removing PL
and TZ. A TR was not seen (Figure 1). Postoperative
recovery was uneventful. Histopathology revealed a
MPTC confined to the PL (2.5mm in maximum diameter).
Surrounding thyroid tissue was of a colloid storing goitre
without any other focus of malignancy. As it was a low
risk tumour she was followed up with low suppressive
dose of thyroxine and serial USS.

The second patient was a 41-year-old woman who
presented with a nodule in the right lobe of the thyroid
which has enlarged recently. Clinical Evaluation and
investigations revealed a small MNG with a right sided
nodule harbouring a papillary carcinoma (Thy 5). The
patient was euthyroid and there was no retrosternal
extension, cervical lymphadenopathy or tracheal deviation.

Following total thyroidectomy where PL, TZ were
also removed (Figure 2), histopathology confirmed the
preoperative diagnosis and demonstrated an infiltrating
PTC in the right lobe. It also demonstrated a MPTC
(2mm in maximum diameter) in the PL. She was referred for
radioactive Iodine (RAI) therapy and started on higher
suppressive dose of thyroxine.
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at 15% - 75% [4, 6]. Operative data (n =1118) by Sadacharan
et al. placed the prevalence rates of PL (57.3%), TZ (53.4%)
and TTR at 20.5% [7].

Zeuren et al demonstrated a cohort of patients whom
underwent thyroidectomy for malignancy had residual
thyroid tissue, in relation to ERs on isotope scans [8].
This further certifies the fact that active search for ERs is
a must at thyroidectomy and PL may get left behind in
about 50% of patients otherwise.

Implications for thyroidectomy
The first patient had a primary incidental MPTC and

failure to excise the PL may have resulted in development
of overt malignancy. In such a context, diagnostic delays
may occur as a thyroidectomy had already been
performed. In addition, deciding on the best management
option and performing a second operation will entail
difficult decision making.

In the second patient, an incidental MPTC was found
in the PL. She needed postoperative I131 therapy and had
the PL been left behind, it would take up almost all of the
I131 negating the desired effect of Iodine therapy [6].
Additionally, a proper clearance would be obtained in an
active search for PL, which would result in encountering
the Delphian node (which usually harbor metastases from
a primary in thyroid body) [6].

In both the patients, a reoperation may have been
necessary if the PL was not removed properly. Alte-
natively, a recurrence of non-malignant pathologies as
Graves’ disease in ERs is well known [6]. In the case of a
missed TR, a retrosternally extended growth may cause
compressive effects on vital structures in the superior
mediastinum.

In such situations, reoperation would be difficult as
anatomical landmarks are distorted. Damage to vital
structures (parathyroids, recurrent laryngeal nerves) is a
distinct possibility. Complexity of surgery increases if a
central node dissection is indicated. Management of such
a patient is problematic for the surgeon. It is a source of
concern for the patient as well.

Both PTC and MPTC are known to have an ‘indolent’
course; with good prognosis. The findings in these patients
highlight the importance of detecting and excising all ERs
during the initial operation to achieve the best outcome
from a management point of view. Active search and
excision of ER should be the accepted norm in total
thyroidectomy.

Concluding remarks

1. This is the first report of primary incidental
micropapillary carcinoma of the pyramidal lobe to the
best of our knowledge.

2. Active search and removal of embryological
remnants during thyroidectomy should be the accepted
norm in total thyroidectomy.

Discussion

An incidental (occult) carcinoma of the thyroid (ITC)
is a well-recognized entity. Incidence of ITC ranges
between 10% - 20% globally. A study by the same unit
showed an incidence of 11.38% in a Sri Lankan cohort [5].
The figures quoted are for ITC in the main thyroid gland.

A MPTC is a type of PTC where the nodule size is
<1cm in its greatest diameter. Though ITC of PL has been
reported, no records were found on MPTC as a primary
ITC in a remnant despite diligent perusal of the literature.

Prevalence of ERs
Operative and cadaveric studies have demonstrated

a significant prevalence of ER with PL being commonest

Figure 1.  Total thyroidectomy specimen with
the PL. PL is macroscopically normal.

Figure 2.  Total thyroidectomy specimen with
the PL. Macroscopically PL looks normal here
as well.
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