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Case Report

PRIMARY SQUAMOUS CELL CARCINOMA OF
THYROID: A CASE REPORT

Background:

The thyroid gland lacks the squamous cell and the primary squamous cell carcinoma (SCC) of the
thyroid gland is an uncommon malignancy with less than 1 % of all thyroid malignancy with a very
poor prognosis. So far few cases are reported in the literature with very low survival rates.

Case report:

A 60 years female presented with a rapidly enlarging right lobe of the thyroid with pain, dysphagia
and hoarseness of two months duration. She had hard fixed 4cm x 4cm right lobe of thyroid with right
vocal cord paralysis. Ultrasound demonstrates 36mm x 36mm right lobe with mixed echogenicity
with calcifications. Fine needle aspiration cytology suggested anaplastic carcinoma. Computed
tomography showed heterogeneously enhancing soft tissue density in the right lobe of the thyroid
gland measuring 5Tmm x 37mm x 53mm with shifting of the trachea towards the left side with no
significant cervical lymph nodes. CT chest, ultrasonography abdomen and pelvis did not reveal any
primary lesion or other metastatic disease and stage was made as TANOMO. Patient underwent total
thyroidectomy with center neck clearance with temporary tracheostomy. Histopathology came out
to be squamous cell carcinoma and patient was send for chemo-radiotherapy.

Conclusion:

Primary squamous cell carcinoma of thyroid is a rare and aggressive entity with poor prognosis. Fine
needle aspiration cytology is effective confirmatory tool but efforts shall be made to rule out metastatic
SCC originating from other sites. Surgery, radiotherapy and chemotherapy alone are ineffective.
Aggressive treatment with surgery followed by adjuvant radiotherapy with or without chemotherapy
is recommended to achieve better outcome.
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INTRODUCTION:

Thyroid gland lacks squamous epithelium; for the same
reason the primary squamous cell carcinoma (SCC) of
thyroid is extremely rare entity, seen only in less than 1%
of all thyroid malignancies and it has a very high fatal
course.l Patient usually die due to the respiratory
obstruction either due to the direct invasion or due to
the compression of the trachea.2 Overall survival usually
does not exceed 6 months after the time of diagnosis. It
was first reported by von Karst in 1958.3 Since the primary
squamous cell carcinoma of the thyroid gland is rare, the
diagnosis should be made only after excluding the
possibilities of invasion from the neighbouring organs
(larynx, pharynx and oesophagus) or the metastasis from
the distant organ likes lungs. There are several theories
regarding the histogenesis of the squamous cell in the
thyroid. Some authors believe the embryonic nest theory
which suggests that squamous cells are derived from the
embryonic remnants such thyroglossal duct, thymic
epithelium and ultimobronchial body.4 Some authors
put forward the metaplasia theory which suggests that
the environmental stimuli (inflammation and Hashimoto's
thyroiditis) result in squamous metaplasia.5 The de-
differentiation theory suggests that existing papillary,
follicular, medullary and anaplastic thyroid carcinoma
de-differentiate into SCC.6,7 It has been reported that the
primary SCC has an aggressive course and a poor
prognosis. It has no significant response to the
chemotherapy and radiotherapy.

CASE REPORT:

A 60 years old female patient visited our clinic due to
rapidly increasing neck swelling for the past two months.
She had hoarseness of voice and dysphagia for same

duration. She had no significant medical and surgical
history in past. Her weight was stable, she was
non-smoker and did not consume alcohol. On physical
examination, her vital signs were stable. A fixed hard neck
mass of about 4cm x 4cm was palpable in the right thyroid
lobe. There was no palpable cervical lymphadenopathy,
and examination of chest, heart, nervous system and
abdomen was normal. The right vocal cord was fixed
on both indirect laryngoscopy and flexible
nasopharyngolaryngospy. The biochemical parameters
were within normal range and patient was in euthyroid
state. The ultrasonography showed enlarged right lobe
of 36 mm x 36 mm size with distorted outline. There
were multiple mixed echogenic nodules with largest
measuring 27mm x 24mm with no increased vascularity
with small calcified areas. The other lobe and isthmus
were normal with no detectable cervical lymph nodes.

Fine needle aspiration cytology (FNAC) showed
multinucleated atypical cells with squamoid appearing
cells on the inflammatory background and a diagnosis
of anaplastic carcinoma with Bethesda category VI was
made. Contrast Enhanced Computed Tomography
(CECT)(fig.1) of the neck and chest showed
heterogeneously enhancing soft tissue density in the
right lobe of the thyroid gland measuring 51mm x 37mm
x 53mm. Multiple popcorn calcifications were noted with
shifting of the trachea towards the left side with no
significant cervical lymph nodes. CT chest,
ultrasonography abdomen and pelvis did not reveal any
primary lesion or other metastatic disease. Radiological
stage was made as T4ANOMO. The patient was scheduled
for operation and underwent total thyroidectomy with
central compartment neck clearance. The recurrent nerve
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on the right side was involved by the tumor where as on
the left was identified and preserved. There was extensive
local invasion of tumor into strap muscle, carotid artery
was abbuted and trachea was shifted towards left with
tracheomalacia on the 3rd and 4th tracheal ring. Temporary
tracheostomy was done. The patient's hospitalization
was uneventful and was discharged on the 10th
postoperative day with removable of the tracheostomy
tube. The histopathology reports ( fig.2) demonstrated
atypical cells arranged in the lobules and the nests
separated by the fibrous septa infiltrating into the stoma.
The individual cells were moderately pleomorphic with
moderate amount of the eosinophilic cytoplasm,
increased cytoplasmic ratio and atypical mitotic figures.
Extensive areas of necrosis was noted, however, keratin
pearls were not seen. There was no lymphovascular
invasion but perineural invasion was present and margin
was positive for the tumor cells. The lymph nodes were
negative for the tumor cells. Moderately differentiated
squamous cell carcinoma was made, however, cytokeratin
analysis could not be made. On the basis of the above
results, the patient was referred for further treatment to
an oncology clinic. Patient was submitted to
chemoradiotherapy. Patient was followed for 3 months
with no recurrence but after that patient was lost to follow

up.

Figure1: CECT Neck showing Figure 2: Showing HPE of SCC
enlarged right lobe with deviation

of the trachea towards the left

DISCUSSION:

Primary SCC of the thyroid gland is an extremely rare and
aggressive entity. It usually presents with a rapidly
enlarging mass in the elderly individual mimicking the
anaplastic carcinoma associated with the other thyroid
swelling and histologically characterized by the
intercellular bridges and keratin.8,10 It occurs with a
advancing age and more common in females as in our
case.11 The tumor has a high rate of local infiltration and
has a high incidence of the pressure symptoms like
dysphagia and dyspnea. So surgical resection is less likely
but can be carried out for debulking and obtaining tissue
for the histological examination. In our case also, there
was extensive local infiltration into the strap muscle and
trachea. The primary SCC of thyroid presents as rapidly
progressive mass as seen in our case but often it can be
seen in long standing goiter as mentioned by Warren
and Meissner.12

Carcinoma showing thymus-like elements (CASTLE)
disease of the thyroid gland, anaplastic thyroid carcinoma
and metastasis from adjacent organs should be
considered in the differential diagnosis. Fine needle
aspiration cytology (FNAC) is very useful tool for the
diagnosis but the metastaic carcinoma should be ruled
out before attributing the primary SCC of the thyroid
gland. The differentiation can be further aided with the
help of the cytokeratin (CK). The expression of the CK19
is high in the Primary SCC of the thyroid gland.13

Treatment of the SCC of thyroid is very challenging and
single modality of treatment is not so efficacious.
Multimodality treatment should be carried. Surgery alone
with chemo-radiotherapy is usually carried out but often
the tumor is surgically unresectable due to the local
invasion. SCC of thyroid are radio-resistant and sole
radiotherapy gives a poor prognosis.14 Chemotherapy
with the anticancer drug has been explored but has a
limited role. Harada et al found no impressive benefit
from bleomycin nor with Adriamycin.15 Other
chemotherapeutic agents like nitrogen mustard and
vincristine were tried but shows no encouraging results.16
Post operative radiotherapy is usually given to prevent
the recurrence but the results are still ambigious. Since
the primary SCC cases are less, the trials are not conclusive.

Recently Cho et al, performed a systematic review and
individual participant data meta-analysis regarding
primary SCC of the thyroid gland of 89 patients. The mean
age of diagnosis was 63 years, a female preponderance
(M:F=1:2) was noted and the anterior neck mass was the
commonest complain. FNAC was accurate in less than
one-third of the patients and more than half of cases had
been diagnosed as papillary thyroid carcinoma. Complete
surgical resection of the tumor was the only significant
prognostic factor in multivariable analysis. The benefit of
adjuvant treatment was not proved and the prognosis
of these patients was very poor (only 20%, 3 year survival
rate).17

CONCLUSION:

Primary squamous cell carcinoma of thyroid is a rare and
aggressive entity with poor prognosis. FNAC is effective
confirmatory tool, but efforts shall be made to rule out
metastatic SCC originating from other sites. Aggressive
treatment with surgery followed by adjuvant radiotherapy
with or without chemotherapy is recommended to
achieve better outcome.
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