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Summary
Secondary malignancies following renal transplantation 
are not an uncommon event. In this report we consid-
ered one of the causes of posttransplant mortality. We 
report a renal transplant case and immune suppression 
treatment followed 11 years later by synchronous skin 
squamous cell carcinoma and papillary thyroid carcino-
ma that was diagnosed, presented and managed at the 
Oncology Center at Mansoura University.
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Introduction
Renal transplantation is considered the best treatment mo-
dality for end-stage renal disease (ESRD), off ering better 
survival than chronic hemodialysis. Yet, posttransplant ma-
lignancy is considered the second cause of death in renal 
transplant patients aft er cardiovascular diseases. Acquired 
immune defi ciency caused by immunosuppressive drugs 
is supposed of being the cause of such high incidence. Th e 
most common malignancy in those patients is non-melano-
cytic skin cancer, while thyroid cancer is not very common 
and does not show a higher incidence than in general pop-
ulation [1-4].

Case presentation
Th e patient was a fi ft y-three year-old male, diabetic and hy-
pertensive, married with two off springs. He had a history of 
renal transplantation in April, 2004 from a living donor aft er 
suff ering from end-stage renal disease (ESRD) secondary to 
hypertension. He was kept on immunosuppressant therapy, 
received cyclosporine (100 mg daily dose) for 11 years (2004-

2015), followed by sirolimus (1 mg daily) for 3 years (2015 till 
now). He has been receiving daily doses of prednisone (10 mg) 
and azathioprine (100 mg) from 2004 till now.

Th e patient had history of prior excision of right pre-auricu-
lar lesion in 2015, with histologically proven keratoacantho-
ma, followed aft er 6 months by wide local excision of a re-
current tumor at the same site with postoperative pathology 
revealing grade I squamous cell carcinoma (SCC, a primary 
malignancy), with free all safety margins from tumor tissue. 

He was presented to our center in February 2017 complain-
ing from right pre-auricular ulcer. Physical examination 
revealed good general condition with right pre-auricular 
ulcer, with raised everted edges, necrotic base and purulent 
discharge. Sonography of the neck region revealed enlarged 
distorted intraparotid lymph nodes, as well as an incidentally 
discovered left  solitary thyroid nodule 1.5x1.1 cm in size, the 
nodule was solid, iso-echoic with calcifi cation foci, and with 
poorly defi ned outline, thus being classifi ed as TIRADS 5 
nodule. Computed tomography (CT) examination revealed 
a soft  tissue swelling invading the skin and involving super-
fi cial lobe of the right parotid gland measuring 3x2x1 cm.
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CT showed also two suspicious left  cervical lymph nodes 
(LNs), the largest was 10x9x8 mm.

Th e patient underwent wide local excision of the tumor en 
bloc with superfi cial lobe of the right parotid gland, ipsilat-
eral modifi ed radical block neck dissection, as well as left  
hemithyroidectomy from which frozen sections were exam-
ined, showing no evidence for malignancy. Paraffi  n sections 
prepared from the surgical specimens revealed malignant 
tumor proliferation formed of malignant squamoid epithe-
lial cell foci with frequent central keratin pearls separated by 
desmoplastic infl ammatory stroma. Th e cells showed mod-
erate pleomorphism, abundant eosinophilic cytoplasm, ve-
sicular nuclei and prominent nucleoli. Th e tumor was seen 
to infi ltrate adjacent parotid gland, and one of three intrap-
arotid lymph nodes, with all twenty-seven lateral LNs being 
unaff ected, leading to the diagnosis of pre-auricular grade I 
SCC infi ltrating parotid gland, with tumor-negative lateral 
lymph nodes. (Fig. 1). Histological sections prepared from 
left  thyroid lobe revealed multiple nodules showing malig-
nant tumoral proliferation consisting of papillary structures 
lined by cuboidal epithelial cells showing nuclear overlap-
ping, washing out and grooving with coff ee bean appear-
ance, thus leading to the fi nal diagnosis of papillary thyroid 
carcinoma (Second malignancy, Fig. 2). Two weeks later, the 
patient underwent completion thyroidectomy and contralat-
eral selective block neck dissection (levels II-V) which re-
vealed a hyperplastic thyroid nodule and a single positive lat-
eral lymph node infi ltrated by papillary thyroid carcinoma.

Figure 1. Microscopic picture of the preauricular ulcer
(a) Pre-auricular mass: Grade I squamous cell carcinoma. 
Nests of malignant squamoid epithelial cells with central kera-
tin pearls and desmoplastic infl ammatory stroma. H & E x100
(b): Pre-auricular mass: Grade I squamous cell carcinoma.  
Th e tumor infi ltrates the adjacent parotid gland. H & E x40
(c): Pre-auricular mass: Grade I squamous cell carcinoma.  
Th e tumor infi ltrates intratumoral lymph node. H & E x40
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He was referred to Clinical Oncology Department for fur-
ther management. In view of renal transplantation history, 
only one positive LN and that the patient was obsessive about 
nephrotoxic drugs, radioactive iodine was omitted, and the 
decision was to receive suppressive dose of L-thyroxine and 
radiotherapy on the SCC tumor bed. 

Eight months later, the patient was presented with right 
thumb lesion. Histopatholigical examination of the biopsy 
showed pseudoepitheliomatous hyperplasia. Yet, wide local 
excision of the lesion with microscopic examination of the 
specimen described malignant tumoral proliferation formed 
of sheets and nests of malignant squamous epithelium show-
ing moderate atypia and pleomorphism with focal central 
keratin pearls and dyskeratosis, thus leading to the diagno-
sis of grade II squamous cell carcinoma with free all safety 
margins from tumor tissue (Th ird malignancy, Fig. 3). Nine 
months later, he suff ered from local recurrence in his right 
thumb for which he underwent thumb amputation with free 
surgical margin.

Discussion
Renal transplantation is considered the best treatment mo-
dality for patients with end-stage renal disease (ESRD) who 
are candidates for transplantation, with routine use of im-
munosuppressive therapy to prevent graft  rejection. Th is 
makes transplantation not only a life-saving procedure, but 
also a life-changing one. Th e use of immunosuppressants led 
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Figure 2. Microscopic picture of malignant thyroid lobe 
& cervical lymph node
(a) Left  thyroid lobe: Papillary thyroid carcinoma. Infi ltration 
of thyroid tissue by malignant tumoral proliferation formed 
of papillary structures lined by cuboidal epithelial cells with 
fi brovascular core. H & E x100
(b) Left  thyroid lobe: Papillary thyroid carcinoma. Papillary 
structures lined by cuboidal epithelial cells showing nuclear 
overlapping, washing out and grooving, with detected mitotic 
fi gures. H & E x400
(c) Lateral block neck dissection: Infi ltration of one lymph 
node by papillary thyroid carcinoma. H & E x100

Figure 3. Microscopic picture of the thumb lesion
(a) Th umb lesion: Grade II squamous cell carcinoma. Sheets and nests of malignant squamoid epithelial cells with desmoplastic 
stroma. H & E x100  
(b) Th umb lesion: Grade II squamous cell carcinoma. Sheets and nests of malignant squamoid epithelial cells with moderate atypia 
and pleomorphism, central keratin pearls and dyskeratosis. H & E x100
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Conclusion
Incidence of posttransplant malignancy secondary to immu-
nosuppression is a common event, being the second leading 
cause of death for such patients. Non-melanocytic skin can-
cer is the most common malignancy aft er renal transplanta-
tion. Malignancy risk reduction among transplant patients is 
a must even if malignancy is not associated with worse graft  
outcome. Specifi c cancer prevention, screening and treat-
ment programs for those people are highly recommended. 
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Синхронное развитие плоскоклеточного рака кожи и 
папиллярного рака щитовидной железы после транс-
плантации почки: описание клинического случая

Резюме
Вторичные злокачественные новообразования по-
сле трансплантации почек являются нередкими 
событиями. В этом сообщении мы рассматриваем 
одну из причин посттрансплантационной смертно-
сти. Сообщается о клиническом случае трансплан-
тации почек с последующей иммуносупрессивной 
терапией и развитием через 11 лет синхронного 
плоскоклеточного рака кожи и папиллярной карци-
номы щитовидной железы, которые диагностирова-
ли и лечили в онкологическом центре университета 
Мансура.   
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Омар Хамди 1, Сара Раафат 2, Амр Абузид 1, Махмуд М. Салех 1, Абдальхади М. Шебль 2    
1 Отделение хирургической онкологии, онкологический центр университета Мансура
2 Отделение патологической анатомии, Факультет медицины, университет Мансура, Египет 


