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Fig. 1. A ultrasonography showing about 2 cm sized ill-defined hypoechoic ovoid lesion at the upper
pole of Lt. thyroid with microcalcification suggestive of suspicious lesion.

Fig. 2. A CT scan showing multiple cysts in left jugular chains and left supraclavicular fossa.
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Fig. 3. Aspiration from shows brown murky fluid. Thyroglobulin
value of the aspirated fluid is 237.50 ng/ml (normal range
< 60 ng/ml).
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Fig. 4. Gross specimen of thyroid and lateral lymph nodes. Arrows
point to cystic lymph node metastases.
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