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Introduction

Differentiated thyroid carcinomas such as papillary and 
follicular carcinomas metastasize usually to the lymph 
nodes, lungs and bone. Skin metastasis of papillary thyroid 
carcinoma (PTC) is rare and hints a locally invasive tumor (1). It 
represents 0.7–2.0% of all cutaneous malignant neoplasms. 
Skin metastasis usually occurs as a first sign of an occult 
thyroid carcinoma (2).

Here, two cases of skin metastases of papillary thyroid 
cancer are presented. Both of the patients were female, one 

is 83 and the other is 65 years old.

Case presentation

The patients were admitted to the hospital with a movable 
skin lesion on anterior neck region. Both patients had no 
family history of thyroid disease or exposure to radiation. 
In both patients, a palpable, mobile, firm mass without 
evidence of thyrotoxicosis in addition to TSH suppression 
was found in anterior neck region in physical examination 
(Figure 1).
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Patient one is an 83-year-old female who underwent 
total thyroidectomy for papillary thyroid cancer followed 
by 131I ablation therapy and thyroid suppression therapy 
with levothyroxine in order. One year after thyroidectomy, 
in the thyroid scintigraphy, no activity was seen in thyroid 
region. Disease free survival (DFS) was three years until the 
occurrence of skin metastasis in the thyroidectomy scar. By 
palpation, a 10 mm firm mobile mass was palpated in right 
upper neck region. Thyroid ultrasonography revealed two 
hypoechoic lesions, one was 11.4 mm and the other one was 
11 mm in diameter, on left paramedian region superficially 
on the upper r ight neck.  Central  vascularizat ion 
was observed and both lesions were considered as 
lymphadenopathy. Fine needle aspiration biopsy (FNAB) 
was obtained from level 3 neck region and no metastasis was 
seen. Excisional biopsy for palpable masses was performed 
due to discordance with physical examination and imaging 
modalities (Figures 2,3). 

Patient two is a 65-year-old female who had a total 
thyroidectomy 5 years ago for papillary carcinoma then 
functional neck dissection due to metastasis 3 years after 
that and then received 131I ablation therapy. In the report of 
positron emission tomography (PET) which was performed 
to scan distant metastasis, no metastasis nor recurrence was 
found. Lymph node dissection was performed to ascertain 
the diagnosis. In the thyroid ultrasonography of this patient, 
a 4 mm × 3.5 mm and another 3.5 mm × 3 mm sized two 
round, hypoechoic lymph nodes with central vascularization 
were seen on the left side of her neck. FNAB of these 
subcutaneous nodules was carcinoma cells consisting 
of partial follicular cells and then excisional biopsy was 
performed for definite diagnosis of recurrence.

Figure 1 Metastatic nodules of papillary thyroid carcinoma on the 
neck of the patient one.

Figure 2 Excisional biopsy materials of subcutaneous tumor from 
patient one, that is composed of malignant epithelial cells with 
mitoses. 

Figure 3 Ultrasound images of the skin nodules.
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For both patients, the histological examination of the 
excisional biopsy specimens on the neck region showed 
cystic lesions filled with papillary structures, which are 
evidence of PTC with solid trabecular pattern. Tissue 
immunohistochemistry was positive for thyroglobulin, 
PAX-8 antibody and TTF-1 in both patients. Both of the 
patients had heavily stained for thyroglobulin due to the 
recurrence of the disease indicating tumor burden.

Discussion

PTC tends to metastasize to regional lymph nodes 
but distant metastasis is rare (2). In these two patients, 
distant metastasis to the skin is occurred in the neck. In 
the literature, the most common site of skin metastasis 
is the scalp and usually skin metastasis is encountered in 
previous PTC cases (3). There is no gender predominance 
in skin metastasis of papillary thyroid cancer. So it is only 
coincidence that both of our patients were females (4).

When distant metastasis develops, prognosis of the 
disease is poor (5). Therefore, skin metastasis of papillary 
thyroid cancer is a poor prognostic factor. In both cases, 
there was no evidence of persisting tumor in the neck. This 
shows that a case of recurrent PTC may represent with a 
distant metastasis. If the patient does not have a previous 
thyroid malignancy history, diagnosis of PTC metastatic 
to the skin may be difficult since primary skin tumors 
such as apocrine tumors have similar histopathological 
features (6). Nevertheless, in the presented two cases 
since there was a history of PTC, the diagnosis was easier 
with the help of histopathological examination. However, 
FNAB was inconclusive for the diagnosis of carcinoma and 
excisional biopsy was performed.

Since skin lesions of these two patients were not the 
first manifestation of cancer, the diagnosis of recurrence 
of cancer through these lesions represent systemic spread 
of known papillary thyroid cancer. Although clinically 
recurrence is not suspected in patients with the history of 
thyroid cancer, in conditions of admission with atypical skin 
lesions, biopsy should be taken for the differential diagnosis.

In literature, skin metastasis is also seen after FNAB 
of thyroid with PTC (7). However, possible mechanisms 
cannot be explained in previous literature reviews regarding 
skin metastasis of thyroid cancer after surgery, we can 
propose that during surgery, thyroid nodules can erupt and 
contamination with skin may cause metastasis (3,8). In here, 
these patients were operated previously in different centers, 
contamination with skin may be the cause of skin metastasis. 

Skin metastases of thyroid cancer is localized to the 
upper body as scalp and face due to these locations’ rich 
dermal capillary network and therefore providing an ideal 
metastatic focus. However, the exact mechanism of skin 
metastasis is not fully known yet (9).

Conclusions

Skin metastasis of PTC should be kept in mind when 
differential diagnosis of atypical skin lesions are made, 
especially in the patients with thyroid malignancy history. 
Excisional biopsy is advised for definite diagnosis rather 
than FNAB due to inconclusive results and possible 
discordance with physical examination.
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