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A Case of Primary Squamous Cell Carcinoma of The Thyroid Gland

Sihyung Kang, MD, Gi Cheol Park, MD, PhD

Department of otorhinolaryngology-Head and neck surgery, Samsung Changwon Hospital,
Sungkyunkwan University School of Medicine, Changwon, Korea

Primary squamous cell carcinoma of thyroid is a very rare malignant tumor with poor prognosis. It is usually
diagnosed as an advanced disease infiltrating adjacent organs, and characterized by aggressive clinical course with
an average postoperative survival time of less than 1 year. Recently, we had a 79- year-old woman with a painful
neck mass who was diagnosed as primary squamous cell carcinoma of thyroid gland. She underwent total thyroi-
dectomy and selective neck dissection(level I, VI) with no further postoperative managements such as radiation
therapy or chemotherapy; she died of poor general condition and pneumonia resulting from rapid progression of
the lesion on the 38" day after surgery. We report this case with a review of relevant literatures.
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Fig. 1. Axial CT scan of the neck shows 4 x 4cm sized low density ill defined nodular lesion with calcification in the right thyroid
lobe. The mass invades to strap muscle and trachea(A). Axial CT scan of the neck shows enhancing lymph nodes with central

necrosis at right Level lll(arrow)(B).

Fig. 2. Chest CT axial view shows multiple lymph nodes enlargement in the mediastinum(white arrow: lower paratracheal node,
black arrow: subaortic node)(A). PET-CT axial view shows hyperdense and symmetrical uptake lesions in the mediastinum(B).
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Fig. 3. Pathological appearance of the tumor. Squamoid cells with cellular pleomorphic and atypical mitosis(H&E, x200, amrow)(A).
Squamous carcinoma with necrosis(H&E, x200, arrow)(B).

Fig. 4. Immunohistochemical staining results. No immunoreactivity for TTF-1(x100)(A). Focal weak expression for thyroglobulin
(x100)(B). Positive staining for CK5/6(x40)(C). Strong immunoreactivity for CK(HMW)(x40) (D).
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Fig. 5. Axial neck CT scan of POD #14 shows loculated dead
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space.
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