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CASE REPORT /  OLGU SUNUMU 

Synchronized occurrence of oncocytic variant of papillary carcinoma of the thyroid and 
esophageal squamous cell carcinoma metastasis: case report

Tiroidde senkronize tiroid papiller karsinom onkositik varyant ile özofagus skuamöz hücreli 
karsinom metastazı birlikteliği: olgu sunumu

Gülay Bulut1, Remzi Erten1, İnci Buğday1, Mehmet Deniz Bulut2, İrfan Bayram1, Osman Toktaş3

ÖZET 

Tiroide metastaz oldukça nadirdir. Son yıllarda tiroide me-
tastazda artış görülmektedir. Bu da ince iğne aspirasyon 
biyopsisinin daha sık kullanılıyor olmasıyla ilişkili olabilir. 
Senkronize tiroid papiller karsinom onkositik varyantı ile 
özellikle özogafus kaynaklı tiroide metastaz birlikteliği ol-
dukça nadir görülür. Bu yazıda 56 yaşında bayan has-
tada, tiroid sol lobda metastatik palpabl kitle gelişimine 
sebep olan primer özofageal skuamöz hücreli karsinom 
ile sağ lobda tiroid papiller karsinom onkositik varyantı 
birlikteliğini sunmaktayız. 
Anahtar kelimeler: Metastaz, papiller karsinom, skua-
möz hücreli karsinom, tiroid

ABSTRACT

Metastasis to the thyroid is extremely rare. In recent 
years, there is an increase in metastasis to the thyroid. 
This may be related with common use of the fine-needle 
aspiration biopsy. Synchronized occurrence of the on-
cocytic variant of papillary carcinoma of the thyroid and 
metastasis into thyroid, especially of esophageal origin, 
is very rarely seen. We present a rare case of a 56-year-
old female in whom a primary esophageal squamous cell 
carcinoma gave rise to a metastatic palpable mass in the 
left lobe of thyroid gland and oncocytic variant of papillary 
carcinoma of the thyroid in the right lobe of thyroid gland. 
J Clin Exp Invest 2015; 6 (4): 396-399
Key words: Metastasis, papillary carcinoma, squamous 
cell carcinoma, thyroid

INTRODUCTION

Thyroid is an intensively vascularized organ. How-
ever, metastasis to thyroid is rather rare. Metastasis 
into thyroid tissue may be through hematogenous 
or lymphatic spread and is usually multifocal [1]. 
According to literature, metastasis into thyroid was 
identified in 1.4-3% of all surgery specimens due to 
thyroid malignancy, this ratio amounts for 1.9-24% 
in autopsy series [2]. Generally, origin of metastasis 
to thyroid include kidneys, lungs, uterus and skin 
(melanoma) while the most frequent origins of me-
tastasis in autopsy series are breast, lungs and skin 
(melanoma) [3-5]. Synchronization with the neo-
plasms of the thyroid and the metastasis of another 
tissue tumor into thyroid are very rare. In the litera-

ture review, five cases of metastasis of esophagus 
carcinoma into thyroid were found that is four being 
English publications and one Eastern Chinese pub-
lication. With this paper, we report for the first time 
the co-occurrence of oncocytic variant, a rare type 
of primary papillary carcinoma of the thyroid, and 
metastatic squamous cell carcinoma of the esopha-
gus.

CASE REPORT
A 56-year-old female patient, who was under follow-
up based on the diagnosis of multinodular goiter, 
presented to the clinic due to cough, shortness of 
breath, difficulty in swallowing and increased swell-
ing in her neck. As palpable, hard nodules in the 
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right and left lobes of the thyroid were identified in 
her examination. The ultrasonography revealed en-
largement of thyroid lobes and nodules had a wide 
spectrum of appearances. They were most often 
hypoechoic, some of isoechoic and commonly un-
derwent cystic degeneration. She underwent bilat-
eral total thyroidectomy and left lateral neck dissec-
tion based on a pre-diagnosis of thyroid carcinoma. 
Peri-operatively, bilateral multiple nodules were ob-
served with the one in the left lobe of the thyroid 
sized at 3x2x2 cm and the one in the right lobe at 
8x5x5 cm; the larger one was on the right side. A 
hard, massive lesion sized at 4x5 cm with unclear 
contours, which showed infra-clavicular extension, 
considered to have originated from thyroid, gave 
the impression of a conglomerated lymphadenopa-
thy, posteriorly invading the esophagus and laterally 
invading the carotid sheath, was observed. Further-
more, multiple lymphadenopathies at all levels in 
the left lateral neck site were also observed. 

The specimen consisted of the right lobe and 
left lobe of the thyroid gland and weighed 73 g. 
An ill-defined grayish white flesh mass, measuring 
5x3.5x3 cm, was noted in the right lobe. The cut 
surface of the tumor showed a gray-white encap-
sulated mass and was completely filled with brown 
necrotic material and observed to have occasional 
papillary projections on its walls. The cut surface 
of the tumor showed the solid, gray-white colored, 
sized at 2x1.5x1.4 cm, adjacent to thyroid capsule 
in the left lobe. Ten structures consistent with lymph 
node from seven pieces of tissue sent with the 
lymph node registered were dissected. 

In the histopathological examination, papillary 
structures containing fibro-vascular cores and on-
cocytic cells with nuclear grooves and intranuclear 

inclusions were observed at right lobe of thyroid. 
Irregularity of nuclear contours, enlargement nu-
cleus, overlapping, including grooves and nuclear 
pseudoinclusions presented (Figures 1a-b). The 
nuclei typically were clearing and ground glass ap-
pearance. This focus was diagnosed as oncocytic 
variant of papillary carcinoma of the thyroid. As for 
the cross-sections obtained from the left lobe, sites 
that were consistent with metastasis of squamous 
cell carcinoma where necrosis and lymphovascu-
lar invasion were also identified, were observed 
(Figure 2). The tumor cells were cohesive and ar-
ranged in sheets and nests. Keratinization was not 
easily identified in the tumor. Desmoplastic stromal 
fibrosis was noted. In the immunohistochemical 
examination, the tumour cells expressed positive 
staining with HMW-CK (Figure 3), Cytokeratin 19 
and p63 (Figure 4) while staining was not observed 
with the stains CK7, CK20, thyroglobuline (Figure 
5), TTF-1 and HBME1. Metastasis of squamous 
cell carcinoma was identified in one of the lymph 
nodes. The endoscopic examination performed as 
part of patient screening studies that were conse-
quently carried out in the patient in order to identify 
the primary organ of the squamous cell carcinoma 
in the left lobe revealed the following: 15x10-mm-
diameter polypoid lesion with a surface that was 
partially normal and partially covered by eroded mu-
cosa at 20 cm in the esophagus as of the incisors 
and 7-mm-diameter vegetating mass with irregular 
borders next to the lesion. Four endoscopic biopsy 
samples were collected from this site. Histopatho-
logical examination of the endoscopic biopsy ma-
terial revealed moderately differentiated squamous 
cell carcinoma (Figure 6). The primary organ of the 
squamous cell carcinoma detected in the left lobe 
of the thyroid was assessed to be the esophagus. 

       
Figure 1a-b: Hematoxylin and Eosin staining showing oncocytic variant of papillary thyroid carcinoma (a: H&E x 200) 
(b: H&E x 400)

a b
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Figure 2: Hematoxylin and Eosin staining showing poorly 
differentiated squamous cell carcinoma (H&E x 100)

Figure 3: The tumor cells of the squamous cell carcinoma 
component strongly expressed HMWCK (HMWCK x 200)

Figure 4: P63 positive section of a squamous cell carci-
noma (P63 x 200)

Figure 5: Thyroglobulin-negative section of a squamous 
cell carcinoma (Thyroglobulin x 200)

Figure 6: Histopathologic findings of primary squamous 
cell carcinoma in the esophagus (H&E x 100)

DISCUSSION

Metastasis of gastrointestinal system malignancies 
into thyroid has a rather low incidence and most of 
them are from the colo-rectum [2]. If the cytology 
and histology findings seem unusual with respect to 
determining the primary organ in neoplasms of the 
thyroid, potential for metastasis should absolutely 
be taken into account. History of past malignancy, 
infiltrative borders and tumor embolism into lymph 
veins may aid in the diagnosis of metastasis [6,7]. 
Direct metastatic extension into the thyroid may 
be via hematogenous or lymphatic spread and it is 
generally multifocal [1]. The non-thyroid malignan-
cies that most often metastasize into the thyroid 
include renal cell carcinoma (48.1%), colorectal 
(10.4%), lung (8.3%), breast carcinomas (7.8%) 
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and sarcomas (4%) [2]. Additionally, coexistence of 
the own neoplasms of the thyroid and metastasis 
of another tumor into the thyroid are rather rare [8]. 
The coexistence of esophagus and thyroid or meta-
chrone cancer as in our case have been reported 
much more rarely. 

Papillary carcinoma is the most frequent prima-
ry malignant neoplasm of the thyroid gland. Several 
morphological variants have been defined accord-
ing to the structural, cellular and stromal character-
istics and growth pattern [9]. In our case, oncocytic 
variant, a rare sub-type of papillary carcinoma, was 
identified. This variant constitutes 1-11% of all papil-
lary carcinomas and the difference between these 
numbers probably stems from the different quali-
fication criteria that were applied [10]. Oncocytic 
papillary carcinoma may have a papillary or follicu-
lar structure. The papillary type is characterized by 
complex and branched papillae that are constituted 
by oncocytic cells that cover the thin fibrovascular 
stromal core. As for the oncocytic papillary carci-
noma of follicular type, it is made up of macro- or 
micro-follicles with colloids at varying amounts. The 
oncocytic cells are generally polygonal; however 
they may also be columnar. Their cytoplasms are 
full, granular, pale and eosinophilic. Berho et al. 
suggested that the diagnosis of oncocytic papillary 
carcinoma be based on nuclear characteristics such 
as typical clear nucleus, characteristic intranuclear-
cytoplasmic inclusions and presence of nuclear 
grooves. These characteristics seem more impor-
tant than the presence of papillae, the diagnostic 
criterion for papillary carcinoma [9].

The clinical behaviors of reported oncocytic 
tumors are variable. The American Cancer Society 
proposed that all oncocytic tumors of the thyroid be 
classified as malignant in 1950s. Most studies con-
ducted in the aftermath indicated that oncocytic tu-
mors could be classified adenoma or carcinoma by 
using morphological criteria, which are valuable in 
non-oncocytic follicular tumors. The lifetime mortal-
ity rate of oncocytic carcinomas (both follicular and 
papillary) are significantly higher than those that are 
non-oncocytic [10,11].

In conclusion, metastasis should be considered 
in the first place when tumors with a morphology 

that is not very frequent in thyroid. The presence 
of diffuse lymphovascular invasions is a supportive 
finding in favor of metastatic tumors. We report the 
first case of synchronized occurrence of oncocytic 
variant of papillary carcinoma of the thyroid and 
metastatic squamous cell carcinoma. 
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