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Case Report
Pancreatic metastasis of papillary thyroid carcinoma: a 
case report with review of the literature
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Abstract: In this article we give a case report on a PTC patient with pancreatic metastasis. In this case, the pa-
tient was admitted to our hospital for recurrence of PTC and occupying pancreatic lesions. We considered that the 
pancreatic neoplasm may be pancreatic metastasis of PTC but there is no previous experience about therapeutic 
approaches to this type of metastases. After some discussion the distant metastasis within the pancreas was 
successfully removed by a laparotomy and postoperative histology confirmed the diagnosis. After that surgery, the 
patient recovered well and then received total thyroidectomy and cervical lymph node dissection for recurrent thy-
roid cancer. After recovery he was discharged from hospital without further treatment. Eventually, he died of acute 
myocardial infarction in January 2010. To conclude, it is widely believed that the surgical operation should be cho-
sen more positively in the management of those patients without multiple organ metastases. Thus on one hand it 
can serve to make a definite diagnosis, and on the other hand it can help the body get rid of the bulk of the tumor 
burden to prolong survival time of the patients.
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Introduction

Papillary thyroid carcinomas (PTC) are the most 
common endocrine cancer. Around the world, 
they account for 60% of all thyroid cancer cases 
in adults and nearly 100% in children. In addi-
tion, they are more common in women between 
30 to 45 years old [1]. The first manifestation of 
PTC is usually a thyroid nodule or a neck mass 
and the main route of metastasis is locoregion-
al spread to the lymph nodes of the neck while 
distant metastases are rare. Age, tumor size, 
and certain histopathological types are associ-
ated with a high risk for recurrence and mortal-
ity, but distant metastases are probably the 
most important prognostic factor and usually 
occur in advanced stage of the disease, espe-
cially in lungs, bones, and thoracic lymph nodes 
[2]. Metastases of PTC to pancreas are 
extremely rare. Up to now, only 8 cases of met-
astatic PTC to the pancreas have been previ-
ously published [3]. The presence of pancreatic 
metastases is usually accompanied by wide-
spread metastases to other organs, but in this 
report, we describe a patient with PTC and iso-
lated pancreatic metastasis.

Patient

A 66-year-old male patient was admitted to our 
hospital in August 2009 because of multiple 
masses in his neck for 4 months. He had a PTC 
history and had received the operation of total 
removal of the left-sided thyroid with neoplasm 
in 1998 at the local hospital. From then on, 
three subsequent operations had been per-
formed consecutively for the recurrence of PTC 
in the next 10 years. Physical examination on 
admission revealed several palpable masses 
on the right side of the neck that were smooth, 
not fixed, without tenderness, and the diame-
ters varied from 0.5 cm to 4.0 cm in size. 
Furthermore, we found a neoplasm in the mid-
dle left abdomen which is smooth and fixed. 
The ultrasonography (US) and computed tomo-
graphic scan (CT) of the neck revealed a low 
hypoechoic nodule sized 2.1 cm × 0.9 cm in 
right thyroid and multiple lymph nodes, both of 
which are with rich blood flow signal near the 
right common carotid artery (Figure 1). 
Surprisingly, an enhanced CT scan showed a 
mass (6.2 cm × 5.8 cm) affecting the body and 
tail of the pancreas with clear border (Figure 2). 

brought to you by COREView metadata, citation and similar papers at core.ac.uk

provided by CiteSeerX

https://core.ac.uk/display/357471336?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1
http://www.ijcep.com


Pancreatic metastasis of papillary thyroid carcinoma

820 Int J Clin Exp Pathol 2014;7(2):819-822

Following that, a systemic 
PET-CT was performed and 
did not show other abnor-
malities. In August 2009, a 
distal pancreatectomy, spl- 
enectomy, and resection of 
part of the posterior gastric 
wall were performed. After 
the operation, the patholo-
gy revealed that the tumor 
resected from pancreas 
was a metastasis of papil-
lary thyroid carcinoma. The 
patient had an uneventful 
recovery, and then received 
total thyroidectomy and 
cervical lymph node dissec-
tion for recurrent thyroid 
cancer. The specimen from 
pancreatic metastasis (Fig- 
ure 3A) were histologically 
similar to the primary thy-
roid tumor (Figure 3B, the 
dashed arrow indicates the 
papillary thyroid carcinoma 
and the arrow indicates the 
normal pancreas tissue). 
Immunohistochemical stu- 
dies showed positive Ki67 
(Figure 3C, +12%), TG 
(Figure 3D), TTF-1 (Figure 
3E), and CK19 (Figure 3F) 
staining in metastatic tu- 
mor cells, with negative 
staining of CgA(-), Syn(-), 
CEA(-) and CD56(-). Of 
them, the positive results 
of Ki67, TG and TTF-1 had 
special significance to the 
diagnosis of pancreatic me- 
tastasis of PTC. After sur-
gery, the patient recovered 
well and was discharged 
from hospital without fur-
ther treatment. Eventually, 
he died of acute myocardial 
infarction in January 2010.

Discussion

Pancreatic metastatic tu- 
mors (PM) usually occur at 
multiple sites and isolated 
pancreatic metastases are 
very rare. Only 3% of the 
patients with multiple met- 
astases would have pan-

Figure 1. CT manifestation of PTC (white arrow). 

Figure 2. CT manifestation of solitary mass affecting the body and tail of the 
pancreas (white arrow).
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creatic metastases and metastatic carcinomas 
accounted for just 2% of the pancreatic tumors 
[4]. Most PM patients have similar clinical mani-
festations and radiographic signs to pancreas 
primary tumors, thus the preoperative misdiag-
nosis rate could reach 30%. The primary tumors 
are commonly from renal cancer, bronchiolar 
carcinoma, colorectal cancer, breast cancer, 
gastric cancer, and endometrial cancer [5]. It 
takes a long time generally for 36 to 90 months 
when primary tumors spread to the pancreas. 
PM can be limited or diffuse lesions and Minni 
concludes that 64.7% of PM were single lumps 
and 19.1% were multiple nodules, while 16.2% 
were diffuse lesions [6, 7].

PTC is considered as a low-grade malignant 
tumor whose clinical symptoms are due to the 
presence of a thyroid nodule or the metastases 
in the cervical lymph nodes. Distant metasta-

atic metastases. Neither are the bile duct and 
pancreatic duct dilation; 4) the pancreatic 
metastasis is usually accompanied by liver or 
splenic metastases [9]. PTC with pancreatic 
metastasis hints the advanced stage of dis-
ease and the prognosis is always very poor. 
According to a report by Hirota et al, the moder-
ate living time is no more than 8.7 months for 
the patients with pancreatic metastases [10]. 
However, when the metastatic pancreatic nod-
ule is the unique metastatic carcinoma, the 
resection of the nodule is able to increase the 
five-year survival rate to 31% [11]. So the surgi-
cal operation should be chosen more positively 
in the management of this kind of patients with-
out multiple organs metastases. Thus on one 
hand it can make a definite diagnosis, and on 
the other hand it can help the body get rid of 
the bulk of the tumor burden for prolonging sur-
vival time of the patient [12]. 

Figure 3. HE staining of PTC (A); pancreatic metastasis (B) (the dashed arrow 
indicates the papillary thyroid carcinoma and the arrow indicates the normal 
pancreas tissue); Immunohistochemical staining of pancreatic metastasis (C-
Ki67, D-TG, E-TTF-1 and F-ck19).

ses are infrequent and usu-
ally occur in lungs, bones, 
and thoracic lymph nodes 
[2]. According to the previ-
ous reports, pancreatic 
metastatic tumor due to 
PTC is quite rare and it has 
been rarely reported that a 
single pancreatic metastat-
ic lump was from PTC with-
out any other organ metas-
tasis [8]. It is very difficult 
to make differences bet- 
ween the primary and the 
secondary pancreatic tu- 
mor. In the case of this 
patient, we once consid-
ered for the patient with pri-
mary thyroid cancer and 
primary pancreatic tumor 
at the same time before the 
operation. According to the 
literature, CT examinations 
have many advantages in 
favor of the diagnosis of 
PTC such as 1) the pancre-
atic metastasis is often 
multiple; 2) the metastatic 
tumor is always a nodule 
with low density, especially 
by enhanced scan; 3) the 
invasive pancreatic vessels 
are quite rare in the pancre-
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Because the incidence of complications and 
mortality is higher after pancreatic resection, 
whether the PM surgery is beneficial to the 
prognosis of patients is still disputed, there-
fore, the proposed PM resection patients 
should receive careful evaluation. Preoperative 
consultation for multidisciplinary cooperation 
includes oncology, pancreas surgery, imaging 
and intervention, etc. Evidence-based medical 
research according to the results of resection 
of the PM reveals that the surgeries should be 
performed in the hospital which has perfected 
devices and implementation of mature technol-
ogy [13]. Patient selection criteria are as fol-
lows: 1) the type of primary tumor has good 
prognosis; 2) the primary tumor is controllable 
in operation; 3) isolation of metastases; and 4) 
patients can tolerate pancreatectomy. Only 
when the primary tumor is under control was 
pancreatic metastases resection meaningful 
[4]. Whether pancreatic metastases resection 
and primary tumor resection can be taken in 
the same period remains questionable. 
Although in some cases it can be considered 
simultaneously, but to remove the primary 
tumor and metastatic tumor of pancreas sur-
gery will at the same time double the risk. 
Staging surgery and perioperative with system-
ic comprehensive treatment in PM treatment is 
a better choice. Several studies have shown 
that pancreatic metastases resection shall 
adopt regular pancreatectomy while partial 
resection is meaningless.
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