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Abstract Skip metastasis from prostate cancer to cervical

lymph nodes is very uncommon. We report the case of a

74-year-old man who was admitted to our hospital because

of a thyroid cancer. Preoperative computed tomography

(CT) imaging of the head and neck verified the previously

detected mass at the left lobe of the thyroid gland. Cervical

lymph nodes or signs of lung metastasis could not be

found. The patient subsequently underwent total thyroid-

ectomy with dissection of the central (I, II, III) and lateral

zone lymph nodes (IV, Va, VI, VII). The diagnosis became

T2Ex0N0M0. Histology verified a differentiated papil-

lary thyroid carcinoma. Immunohistological examination

showed that the origin of the metastases in the left cervical

lymph nodes was the prostate and not the papillary thyroid

carcinoma (PSA, PAP, p501S, p504S positive, CK7, CK20,

p63, thyroglobulin-negative). The patient was referred to a

urologist and prostate carcinoma was diagnosed by biopsy.

The PSA level was 56.87 ng/ml and transrectal ultraso-

nography showed a prostate mass of 46 9 40 9 55 mm in

size. Hormonal therapy decreased the PSA level to

3.74 ng/ml at 6 months after the operation. His general

health condition is now good. This is the first report, as far

as we know, describing a man whose prostate cancer was

detected in the cervical lymph nodes after undergoing

surgery for thyroid cancer.
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Introduction

Sometimes a cancer will be detected by the presence of

lymph node metastasis. The diagnosis of the original lesion

is often difficult using routine histology, but immunohis-

tological staining can demonstrate a cell function and dif-

ferentiation that leads to a precision of the pathological

diagnosis [1].

Cervical lymph nodes are common sites of metastases

for head and neck cancers. However, cancers that originate

from other sites can metastasize to the cervical lymph

nodes, but metastasis from prostate cancer is an extremely

rare origin. We report a case of prostate carcinoma

metastasizing to the cervical lymph nodes and detected

in connection with an operation for papillary thyroid

carcinoma.

Case report

A 74-year-old man presented with complaints of left

cervical and clavicular pain of 6 months’ duration. He

underwent neck computed tomography (CT) at a nearby

clinic. A mass the size of a quail egg was detected at the

left lobe of the thyroid gland. Fine needle aspiration

cytology (FNAC) showed papillary carcinoma. The patient

was referred to our hospital. Clinical examination revealed

an elastic, hard, mobile, palpable, and painful mass the size
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of a chicken egg in the left lobe of the thyroid gland. Chest

X-ray, blood count, and serum biochemistry were normal.

Thyroid-stimulating hormone (TSH), free triiodothyronine

(FT3), and free thyroxine (FT4) were 1.07 IU/ml, 2.55 ng/

dl, and 1.01 ng/dl, respectively, all within normal range.

Thyroglobulin, calcitonin, carcinoembryonic antigen (CEA),

and antithyroglobulin antibody were normal. Preoperative

CT imaging of the head and neck verified the previously

detected mass at the left lobe of the thyroid gland mea-

suring 31 9 28 mm. The surface was slightly irregular, but

the border recognized. Cervical lymph nodes or signs of

lung metastasis could not be found.

The patient subsequently underwent total thyroidectomy

with dissection of the central (I, II, III) and lateral zone

lymph nodes (IV, Va, VI, VII). The diagnosis became

T2Ex0N0M0. The vagus and recurrent laryngeal nerves,

the left phrenic and accessory nerves were preserved with a

nerve stimulator monitoring (NIM) during the operation.

The lower left parathyroid gland was removed together

with the thyroid gland, but the parathyroid was autografted

in the right sternocleidomastoid muscle. The other three

parathyroid glands were preserved in situ. The postopera-

tive course was uneventful.

The thyroid tumor was 34 9 26 9 28 mm in size and

histopathologically a well-differentiated papillary carci-

noma was diagnosed. Specimens representing the right

central zone lymph nodes (I, II, III) showed no malignancy.

Of the lymph nodes from the lateral zone (IV, Va, VI, VII)

4 of 17 showed growth of adenocarcinoma (Fig. 1). The

case was considered to be pT3pEx1pN0pstageIII by path-

ological examination. Immunohistochemically, the neo-

plastic cells in the lymph nodes were positive for PSA,

PSAP, p501S, p504S, and androgen receptor but were

uniformly negative for CK7, CK20, p63, and thyroglobu-

lin. The morphological and immunohistochemical findings

were consistent with an adenocarcinoma of prostate origin.

Urologic consultation was obtained. The PSA level was

56.87 ng/ml and transrectal ultrasonography showed a

prostate mass of 46 9 40 9 55 mm in size. Biopsy

showed poorly differentiated prostate cancer with Gleason

scores 4 ? 5 = 9 (Fig. 2). Bone metastasis was not found

using whole body bone scintigraphy. The patient was given

hormonal therapy after undergoing an otherwise negative

metastatic work-up. Hormonal therapy decreased the PSA

level to 3.74 ng/ml at 6 months after the operation. His

general health condition is now good.

Discussion

Prostate cancer frequently metastasizes to regional lymph

nodes. In a series consisting of 753 postmortem examina-

tions, regional lymph node metastases were shown in 63%

of the cases. The metastases were found both in pelvic and

para-aortic lymph nodes; sometimes only the para-aortic

region was involved [2]. Distant metastases to supradia-

phragmatic lymph nodes were rare, and occurred usually in

the left supraclavicular region. However, this was seen

only in patients with widespread metastases [3–6]. In our

case, undergoing total thyroidectomy and regional lymph

node dissection for thyroid papillary cancer, the lymph

node metastases did not contain growth of thyroid carci-

noma but represented adenocarcinoma originating from the

prostate. That was a surprising finding and it must be

extremely rare that cervical lymph node metastasis origi-

nating from prostate cancer can be accidentally detected by

pathological examination after thyroid surgery.

Fig. 1 Prostate cancer metastasizing to cervical lymph nodes. The

cells have macronucleoli and clear or vacuolated cytoplasm. There

were no cytologic findings that support the diagnosis of papillary

thyroid carcinoma such as grooves, inclusions, and cytoplasmic

details

Fig. 2 Primary prostate cancer (adenocarcinoma)
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The most common clinical symptoms of primary pros-

tate cancer are dysuria, urinary retention, hematuria, and

incontinence. Occasionally, symptoms secondary to a

metastatic disease are the presenting complaint. The pres-

ence of prostate cancer metastases indicates a poor prog-

nosis, because the detection of one lesion suggests multiple

undetected lesions. Metastatic prostate cancer remains an

incurable disease, and that a detection of prostate cancer

can occur by neck dissection for head and neck cancer must

be an oncologically rare finding [4].

Spread of prostatic adenocarcinoma occurs most com-

monly through direct or perineural growth into the pelvic

viscera or vertebral bodies. Lymphatic spread is often seen

in the obturator-hypogastric lymph nodes. Metastases to

the head and neck region are postulated to be spread via the

vertebral venous system or Batson’s plexus, accessible via

direct growth from the primary cancer site [7–10]. Cancer

metastases in the cervical chain from distant, non-head and

neck primary sites are rare. Of these non-head and neck

primary cancers, lung, kidney, and breast cancers are most

frequently encountered as metastasizing to the cervical

chain. Despite the high prevalence of prostate cancer,

metastases to the cervical lymphatic chains are uncommon.

In an extensive review of urogenital cancer metastases,

Flocks and Boatman [10] found only 0.4% of prostate

cancer (6 of 1,500 cases) metastasizing to cervical nodes.

In a retrospective review of urogenital metastases to the

head and neck, Hessan et al. [11] found no cases (0 of 415

cases) of prostate cancer showing spread to the cervical

nodes. There were few reports concerning hypogastric

cancer with cervical lymph nodes except for prostate car-

cinoma. Keepanasseril et al. [12] reported a case that pre-

sented with metastatic cervical lymph nodes which is an

extremely rare presentation of an ovarian carcinoma.

Positive immunohistological staining for thyroglobulin

suggests a primary thyroid malignancy. However, as

20–30% of anaplastic carcinomas also stain positively for

thyroglobulin, a negative result is not diagnostic [13].

Staining for immunoreactive thyroglobulin, if positive, is

very helpful, but metastatic tumors may have an uptake of

thyroglobulin from the surrounding gland [14]. In our case,

thyroglobulin staining of the cervical lymph nodes was

negative, whereas PSA staining was positive. PSA used as

an immunohistochemical marker for prostate gland epi-

thelium, offers a highly sensitive and specific examination

for diagnosing metastatic prostate cancer [15].

Although cervical lymph node metastasis from a pros-

tate cancer accompanying thyroid papillary carcinoma is

extremely rare, surgeons should keep in mind the possi-

bility of adenocarcinoma metastases, especially in patients

with left cervical lymph nodes.
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