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Medullary Thyroid Cancer Misunderstanding as
Recurrent Rectal Cancer due to High Serum
CEA Levels

Jeong Hoon Kim, M.D.

The medullary carcinoma of the thyroid gland is relatively
rare tumor, accounting about 1.2~10% of the all thyroid
malignancies, which arises from the parafollicular C-cells in
thyroid gland. Operation is the only means to cure the
patients. Serial concentrations of serum CEA and calcitonin
seem to play an important role in the diagnosis and clinical
management and also in the therapeutic monitoring of pa-
tients with medullary thyroid cancer. In this case, patient with
high serum CEA levels after the resection of rectal cancer
underwent abdomen CT scan, colonofibroscopy, FDG-PET
scan and chest X-ray, but this imaging methods couldn't
detect recurrent evidence of rectal cancer. Neck ultrasonog-
raphy was performed after 8 years from operation, and fine
needle aspiration biopsy was performed for thyroid nodule.
As diagnosed to suspicious medullary carcinoma, patient
underwent total thyroidectomy and central compartment neck
dissection. Patient diagnosed as medullary thyroid cancer
without lymph node metastasis and capsular invasion patho-
logically. As well as this case, in patients with high serum
CEA levels after definitive surgical resection of gas-
trointestinal cancer, if imaging study or FDG-PET scan detect
no evidence of recurrence, evaluation of thyroid such as
neck ultrasonography and serum calcitonin should be per-
formed. (Korean J Endocrine Surg 2005;5:29-31)
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CEA (carcinoembryonic antigen)
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Fig. 1. The curve of serum CEA level shows within normal limit
after total thyroidectomy (arrow).
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Fig. 2. Preoperative neck ultrasonography shows 1x0.8 cm sized
well defined, heterogenous nodule at right thyroid.

Fig. 3. Histologic finding. (A) Round to spinded cells are arranged in clusters, trabecular and acinar pattern with intersecting amyloid
deposits (x200). (B) Tumor cells contains uniform, round to oval nuclei with finely granular chromatin, and small and visible
nucleoli. cytoplasm is eosinophilic and granular (*400).



LHS D CEAZZ o2 Q5 MuM zzgoz 201 2ad £z 1o 31

< HEHA Fodth T AAEE H CEAV} B $rstve Bk dvhdo, 10)

A2 A Zoet Helsd A s d osedd 2 Sl et 2ol A 5 &3 TS 4
20059 29 160 A EAEY TLAFEZELH AM & Fol FHHA NN A&EH 2 EH CEAT} S71
&S Agsdaen, A% 09%09 cme AA7F B3 F Hol AU, o2 HATF F7HE A5l vl 55
Y7t 9 sl AT HEYPrAcERE HFIAEE AFHEG oY ER259 WARAAE, T8 XA E9F
eIl RO R Hojglon, opd2ol=rt A A TO& A tigk AALE shaL, 71 AAR A EE E A
A3, AL Yol& v s azre BEL 71 798t g A APEe FHA BE S FAA A Aol
T o] oy, MEFL 349 BHYP S EFeta AT 7% goh(7) 28U o2 g BE AN AL
AAA A AL o2 e A th(Fg. 3). JHHHFS FAE FA X Afde 3444, 53] W 4
AN HAE FxA 107] ZFAA dol= gt & oto = 9% ¥ CEAY Z71E nEs)of o1, AR xS
g ddHAE BAFARer, 58S S jlof g So7 MM it Hrlr) o] Foj Ao & Aot
% % 644 HYs) 200513 3Y 309 el A Aldyet
HA G| A A CEAE 3.48 ng/ml©] 1.2 M, calcitonin REFERENCES

2.04 pg/mlol Atk HU F 671 Lol A £ oA 2
A Folv A deoltt
! =

£ 180 kDa #A}#F9] ¢l
A TREHUT o] F 4 CEAE B2 I
Foll A 57]&‘” o 53] o AN &
APHAEE ddstH, & & A Ao B2
= Fi Wangc(é)-J S3A AFolM e udd
OFA £k SR E9 & & DukesH 7|0 WE & A €4
= APF =7} Z745He) what 25~82%<) o] x
Aotk =3 gt & Mol @3 CEAV} 3
52 2AF FEs B A5 g Z4 —’Fﬂ%
A =™, FA AN A F71E A 7
Al & 4tk £ FEle & dol €% CEAVF %— 3
ARoY & Fo|x ZAHA Fa AEHo =7 oA
%21, Dehdachtis(7)# Ledermanns(8)e] A9} 2o
A7 E SIS AdstA oy ol o] g
Madeddus (3) 2585 9] I ZAAE & w2 34

BdoR & A ¥4 CEAR F3H02 2As9 0w,
=
=

A=Z 19659 Gold®} Free-
El
o

ofN
o2
lo,

N
ﬂﬂ
2 Lo

o
lm

ygﬁm

[e)

e}

o

%

QAR AN 247} 493 1o o4 FAE B
A}, o4 $AE 1) PIAPAA 36l 5, 20
X, 3 +AL, 20 BRI, 16 4]
FEGoIt. o] ATlN ICEARZFO] Y& Y AA
B4 3 Aol Ve 26 ol 5% F A CEAE
Hgoz © 2 Pol, B FANAE G4 BFRAEAE
Al Fo) 8% CEAZ 9J7) QA Bashel A2 A
HYTHFig . LEOE B A FAY 54
Fol 8% CEAY 229} AL 49 B2l $718¢
B u ek olsh o] A $AY ko] ohje
oE 4 ARAAE 8% CBAYL 27189 1€ & 3
or, g A 7] Aol WY ZARUA Y =
o] CEART $4314%, +4 ¥ 97 o] Baol}

1) Saad MF, Ordonez NA, Rashid RK. Medullary carcinoma of
the thyroid: a study of the clinical features and prognostic
features in 161 patients. Medicine 1984;63:319-25.

2) Robert F. GAGEL, ANA O. Hoff, Gilbert J. COTE. Medullary
carcinoma of the thyroid. In: Lewis E. Braverman, Robert D.
Utiger, editors. The thyroid. 9th ed. Philadelphia: Lippincott
Co; 2005. p.967-88.

3) Madeddu G, Langer M, Dettori G, Costanza C. Role of serum
carcinoembryonic antigen in preoperative diagnosis of cancer
in patients with thyroid nodules. Cancer 1980;45:2607-10.

4) Pacini F, Fontanelli M, Fugazzola L, Elisei R, Romei C, Di
Cooscio G, et al. Routine measurement of serum calcitonin in
nodular thyroid diseases allows the preoperative diagnosis of
unsuspected sporadic medullary thyroid carcinoma. J Clin
Endocrinol Metab 1994;78:826-9.

5) Rieu M, Lame M-C, Richard A, Lissak B, Sambort B, Vuong-
Ngoc P, et al. Prevalence of sporadic medullary thyroid carci-
noma: the importance of routine measurement of serum calci-
tonin in the diagnostic evaluation of thyroid nodules. Clin
Endocrinol 1995;42:453-60.

6) Wang WS, Lin JK, Chiou TJ, Liu JH, Frank S-Fan, Chueh
CY, et al. Preoperative CEA level as an independent prognostic
factor in colorectal cancer. Jpn J Clin Oncol 2000;30:12-6.

7) Flanagan FL, Dehdashti F, Ogunbiyi OA, Kodner 1J, Siegel
BA. Utility of FDG-PET for investigating unexplained plasma
CEA elevation in patients with colorectal cancer. Ann Surg
1998;227:319-23.

8) Ledermann J, Arulampalam. Asymptomatic patient with an
increasing concerntrationof CEA. Lancet Oncol 2001;2:172.

9) 25T, AAF. AFAFEAYL. W] #eH3| A 1999;56:49-
58.

10) ol A g‘]
10.
11) Saad MF, Fritsche HA, Samaan NA. Diagnosticand prognostic

R

A A o

Sy & 1] 8}3]) 2] 1996;11:7-

values of carcinoembryonic antigen in medullary carcinoma of
the thyroid. J Clin Endocrinol Metab 1984;58:889-94.



