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CARCINOMA: A CASE REPORT

ABSTRACT

Dhu“ga"a Anup Thyroid disorder is a common clinical presentation in our day to day Otolaryngology and Head and
Regmi S Neck Surgery (ENT and HNS) practice. Papillary thyroid carcinoma (PTC) and medullary thyroid
Amatya A carcinoma (MTC) have always been considered different from each other; in their incidence, their cell

origin and their histopathological features. The simultaneous occurrence of PTC and MTC in the
same thyroid gland is rather rare. We are presenting a case of a 75 year old gentleman from
Sinhupalchowk who came with history of swelling in front of neck for 20 years. Computer Tomography
(CT) scan of the neck showed features consistent with huge colloid goiter without local invasion.
Fine needle aspiration cytology (FNAC) showed features of mixed papillary and medullary carcinoma.
Near total thyroidectomy was performed. Post operative histopathological examination (HPE) showed
poorly differentiated carcinoma with features of papillary and medullary carcinoma.
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INTRODUCTION:

Thyroid cancer is the most common endocrine tumor with an incidence
ranging from 1.2-3.8/100,000 cases per year in the UK. It has a
favourable outlook in comparison to most other solid tumors, and
accounts for less than 0.5% of the cancer deaths!. PTC accounts for
around 81 percent of all thyroid cancers whereas medullary cancer
accounts for around 5 percent. Concurrent occurrence of both PTC
and MTC is rare. We present a case of such unusual presentation of
thyroid cancer that came to ENT and HNS outpatient department
(OPD) of Nepal Medical College Teaching Hospital (NMCTH).

CASE REPORT:

A 75 year old gentleman from Sindhupalchowk came to ENT OPD of
NMCTH with swelling in front of the neck for 20 years. It was insidious
in onset and
gradually
progressive. It was
associated with
pain in the neck
while walking and
difficulty in
breathing in
supine position for
past 2 months.
There was no
history suggestive
of hyper orf .
hypothyroidism. |-

On examination of

neck, there was a
single, smooth,
globular mass
around 20x15cm,
firm to hard in |
consistency, = ¥
NI IWCMEIEIEIAFig. 1: Clinical presentation of the patient in OPD
to the anterior

border of sternocleidomastoid on both sides, superiorly to body of
the mandible and inferiorly to the clavicle on both sides (Fig 1) which
moved with deglutition. There were two cervical lymph nodes on
right side, corresponding to level lll (between the carotid bifurcation
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Fig. 2: CT scan of the patient Fig. 3: CT scan of the patient
(Saggital view) (Axial view)

above and omohyoid muscle below), each measuring 3x2 cm, firm
in consistency and mobile laterally.

The patient was worked up in NMCTH. Thyroid function tests were
normal. Ultrasound neck showed a large hypoechoic lesion. CT scan
of the neck was done which showed a large swelling in the anterior
neck without evidence of local invasion and right cervical
lymphadenopathy (Fig. 2 and 3). FNAC was consistent with malignant
tumor with mixed features of medullary and papillary carcinoma of
thyroid.

Total thyroidectomy with excision of level Ill & VI lymph nodes was
done (Fig. 4 and 5). Post operative period was uneventful. Biopsy
report suggested poorly differentiated carcinoma with features of
papillary and medullary carcinoma. In view of the HPE report, patient
was advised for further neck dissection but refused. The patient was
then advised for chemoradiotherapy and discharged on day 10.

DISCUSSION:

Papillary thyroid carcinoma (PTC) and medullary thyroid carcinoma
(MTC) are two different thyroid neoplasia. The former originates from
thyroglobulin-producing follicular cells, whereas the latter arises from
calcitonin-producing cells. MTC is a rare tumor that arises from neural
crest-derived parafollicular C cells. The coexistence of PTC and MTC
has been reported in the literature. Tumors showing both features
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Fig. 4: Patient undergoing total Fig. 5: Post surgery
thyroidectomy with excision of specimen
level lll and VI nodes

are rare and represent less than 1% of all thyroid malignancies.2 They
have different patterns of clinical presentation and biological behavior.
The simultaneous occurrence of MTC and PTC in the same thyroid is
a rare phenomenon that can be observed in two main settings: a
mixed tumor showing dual differentiation or a collision tumor (that
is, a tumor with two separate and different components).23 These
tumors occurred together more frequently in women, presented with
a palpable neck mass, and were treated with surgery. In our case,
however, the patient was an elderly male. Kim et al4 have compared
the concurrent occurrence rate of PTC in MTC patients with thatin
Grave's disease (GD) and follicular thyroid carcinoma (FTC) patients
and have concluded that the simultaneous occurrence of MTC/PTC
is generally a simple reflection of incidental papillary microcarcinoma.
Older patients tend to have more aggressive thyroid cancers so surgical
thyroidectomy should not be delayed. Age itself should not be a
contraindication to surgery when indicated on clinical backgrounds.5
Lin et alé conducted a retrospective analysis of 204 thyroid cancer
patients aged 60 years and older, however, they have not commented
upon the simultaneous occurrence of papillary and medullary thyroid
carcinoma in their study.
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CONCLUSION:

The concomitant occurrence of papillary thyroid carcinoma and
medullary thyroid carcinoma and the exact diagnosis of this
uncommon event are important. Whenever encountered, even in
older age group, surgical thyroidectomy should be considered. Age
itself should not be a contraindication to surgery when indicated on
clinical backgrounds.
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