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Clinical studies showed that the incidence of thy‑
roid nodules diagnosed by an ultrasound exam‑
ination ranges from 19% to 67% of the popula‑
tion.1,2 Most of the malignant lesions found in 
the thyroid are primary thyroid cancers and thy‑
roid metastases are most often overlooked.3 Me‑
tastases of malignant melanoma (MM) to the thy‑
roid gland are extremely rare.

A 54‑year‑old Caucasian woman underwent 
a routine subtotal thyroidectomy in May 2010 ow‑
ing to a follicular lesion, which turned out to be 
a follicular adenoma based on histopathologi‑
cal findings. In March 2011, the patient noticed 
a lump on the right side of the neck. A fine‑needle 
aspiration biopsy (FNAB) of the nodule found in 
the right thyroid bed was consistent with the sus‑
picion of an anaplastic thyroid cancer. In May 
2011, the patient was admitted to our clinic. Ow‑
ing to a short period of time between the subto‑
tal thyroidectomy and the reoccurrence of goi‑
ter, we suspected that the first lesion was in fact 
a follicular cancer. Therefore, repeated exami‑
nation of the surgical specimen was performed, 
which confirmed the previous diagnosis of a fol‑
licular adenoma.

On admission, the patient’s condition was good. 
The examination revealed a nodule on the right 
side of the neck. It was stiff on palpation and had 
1.5 cm in diameter. Cervical ultrasonography vi‑
sualized a hypoechogenic nodule in the right thy‑
roid bed and enlarged occipital lymph node. Both 
lesions showed increased stiffness on sonoelas‑
tography (FIGURE 1A). The FNAB of both lesions was 
performed. Thyroid scintiscan revealed the rem‑
nants of the left thyroid lobe and no radioiso‑
tope uptake on the right side. We then accident‑
ly noticed a skin mark on the woman’s left tem‑
ple (FIGURE 1B). A consulting dermatologist raised 

the suspicion of an MM, and biopsy of the skin 
nevus was performed. Cytological diagnosis of 
the neck lesion and suspected lymph node con‑
firmed the presence of MM metastases (FIGURE 1C), 
while the skin biopsy was nondiagnostic. In June 
2011, the patient was referred to the Greater Po‑
land Cancer Centre for further diagnostic work‑up 
and treatment. Positron emission tomography 
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Figure  Malignant melanoma shown on:  
A – a conventional ultrasound image and sonoelasto-
graphy of a recurrent lesion in the right thyroid bed;  
B – a picture of the skin mark on the left temple
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revealed disseminated neoplastic disease, with 
multiple metastases, including those formerly 
diagnosed, to the right thyroid bed (Figure 1D) 
and occipital lymph nodes. The patient died of 
massive metastases to the central nervous sys‑
tem 2 months later.

In any patient with a history or suspicion of 
nonthyroid malignancy, a new thyroid mass 
might suggest metastasis. FNAB may help dis‑
criminate between primary and metastatic thy‑
roid neoplasms. Information about patients past 
medical history helps the pathologist make prop‑
er diagnosis. Preoperative diagnosis of the metas‑
tasis and staging of the neoplastic disease might 
help avoid unnecessary thyroidectomy. MM me‑
tastasis to the thyroid is rarely isolated and of‑
ten constitutes an evidence of disseminated dis‑
ease. It might be the first symptom and lead to 
the diagnosis of MM. Although its metastasis to 
the thyroid gland is indicative of poor long‑term 
survival, aggressive surgical treatment might be 
beneficial in some cases.4,5
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C DFigure  Malignant 
melanoma shown on: 
C – a microscopic image 
of the specimen obtained 
by fine‑needle aspiration 
biopsy of the thyroid 
lesion (H&E staining, 
original 
magnification, ×100); 
arrows indicate multiple 
melanocytes among 
thyroid follicular cells 
confirming the diagnosis 
of malignant melanoma 
metastasis to the thyroid 
gland; D – positron 
emission tomography 
scan of the neck, 
indicating malignant 
melanoma metastasis to 
the right thyroid bed


