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Papillary Thyroid Carcinoma Presented as a Hot Nodule with

Hyperthyroidism

Sung Hye Kong, Seo Young Lee, Ye Seul Yang and Jae Hoon Moon

Division of Endocrinology and Metabolism, Department of Internal Medicine, Seoul National University Bundang Hospital,
Seongnam, Department of Internal Medicine, Seoul National University College of Medicine, Seoul, Korea

We report a case of a 74-year-old woman who was incidentally found to have a single thyroid nodule.
Laboratory evaluation showed undetectable serum thyroid stimulating hormone and elevated free thyroxine
levels. “™c thyroid scan showed a hyperfunctioning autonomous nodule in a right lobe of the thyroid. Thyroid
ultrasonography showed a 2.2 cm sized honhomogeneous spiculated nodule with microcalcification, and which
was identical with the hyperfunctioning nodule confirmed in thyroid scan by e single photon emission
computed tomography/computed tomography. Fine needle aspiration was done, and cytology reported as
suspicious of malignancy. The patient underwent total thyroidectomy with cenfral neck dissection, and
pathology was consistent with papillary thyroid carcinoma. This case report demonstrates that diagnosis of a
hyperfunctioning autonomous thyroid nodule does not preclude the possibility of thyroid cancer. Clinicians
should consider further evaluation such as ultrasonography and fine needle aspiration in patients with

hyperfunctioning autonomous nodules.
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U RS2 A (thyroglobulin  antibody,
TgAb) ¥ M aHASEE 4 of gt A (anti-thyroid
peroxidase antibody, anti-TPOAb)+= 2/do|¢ith U
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A (hot nodule)o] T2 Q] 0 T (Fig. 1A), 13231}
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Fig. 1. Thyroid scan (A),
%"Te SPECT/CT (B), and CT
scan (C) showed about 2 cm
sized hot nodule in upper
pole of right lobe (*"TcOy4
uptake: 3.3%). SPECT/CT:
single photon emission com—
puted tomography/computed
tomography.

Fig. 2. Transverse (A) and axial (B) view of ultrasonogram of thyroid. The nodule with a spiculated margin in the right upper
pole was suspicious for malignancy. It was markedly hypoechoic and had microcalcification.
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Fig. 3. Histological analyses
with  hematoxylin and eosin
staining. (A) Papillary and
follicular features in right lobe
tumor (X 40). (B) Classic
nuclear features of papillary
thyroid cancer were ob—
served including pale chro—
matin, pseudoinclusions, and
nuclear grooves (X 400).



| A=A 37 4
77k o] W] TAHASEL, WO EY, Dlay
34 @ (anaplastic thyroid carcinoma) &2 X THE] 9,11:]-.4>
ojof AM7HA] Z} Hi159| kx| E/do] 4Jolsto], &

Aol A Tush LAl Bqol tal Al 27t

A9l ZERT Y A7t BaF Hoz Argck
3, o] BaEo] ulste] A AA AAHo| 7
AU S olurhe thh ke o IR
Y, o5 B0 AL i 2outgEst AW
AAIA ol olUEH H9E S Fol7]
2o WEsH AN £ 7 hRElo] Hisgle
7Rl 9l7] wRolck Tk oA g Tl 1
o] 281} &

Ao] B ‘B8AIGE 474 9] Z X (indeterminate nodule)’

A} A} ek
(nondiagnostic)’ = ‘H]Z ¥ (atypia of undetermined
significance, AUS)’ 0| Q& dHtH, 2| 2] AuofA 1]
BoRtpdete 2 SHUE olg Zeeh glold T

<]

off

2% ge] Arg 89l Ado] g GAo| wiA
of thet =gke] A7k Qlek? 2 S dEE e 2
SUAAL B AIEE R Al ek o) s7do] Bl
Hol »7hA] AYHEL, HF P2l AW 3l BRAF
A2 47142 DAOIA BRAF 9714 E dolg &
diek APAel PPApFgoR AdEct Eah

29 HEeREIL BT

“"Tc SPECT/CTE E9stozH
il

2

e ST g g= =AW

dade dHE AT B 1 71" orAt

A BEs] ee 7l s A A5 250 SOl
| -

71dof et A 5 2

o] Lo, FE{uteto A=
2 Zlojth

2 oM Fdol FzEMolE ket ¥7]
pT3NlaZ AoteQith= Fo 1w o, EZHolA
WAL 78S A = 2t ofuzt X3
ALY 77 aRistofor & or Atm
"o mebA b Agdt ol eelel i
o] ekl Higt 7hoj=ztelits o], A 24
dolet st IS 2eubd o oY el B
o A AMEAA T F7HH QA A9 Hde A

Sung Hye Kong, et al

zwe vslerts We eshy, 2719 37
B3 9 A7} o o] Rojxof & Zolct

B 2o 87154 Y Aol eos
ojidslo] AAHEAES AW HHGESL
2 %% A9 oolth. slo|=etelolA] Hmsta ¢l
L e £ et 92 dYols 275t
2guAA 0] oty o4l Aol Tigt e 95t
of 2AZNE AYstel Groz WaE Ut of F
oA & 4 g0l WAL W AT ISAANA
4871548 Hol ddMolete o

References

1) Hegedus L. Clinical practice. The thyroid nodule. N Engl |
Med 2004;351(17):1764-71.
2) Haugen BR, Alexander EK, Bible KC, Doherty GM, Mandel
SJ, Nikiforov YE, ez al. 2015 American Thyroid Association
Management Guidelines for adult patients with thyroid nodules
and differentiated thyroid cancer: The American Thyroid
Association  Guidelines Task Force on  thyroid nodules and
differentiated thyroid cancer. Thyroid 2016;26(1):1-135.
Mirfakhraee S, Mathews D, Peng L, Woodruft S, Zigman JM.
A solitary hyperfunctioning thyroid nodule harboring thyroid
carcinoma: review of the literature. Thyroid Res 2013;6(1):7.
4) Lee ES, Kim JH, Na DG, Paeng JC, Min HS, Choi SH,
et al. Hyperfunction thyroid nodules: their risk for becoming or

3

=

being  associated with  thyroid cancers. Korean ] Radiol
2015;14(4):643-52.
5) Mircescu H, Parma ], Huot C, Deal C, Oligny LL, Vassart
G, et al. Hyperfunctioning malignant thyroid nodule in an
11-year-old girl: pathologic and molecular studies. | Pediatr
2000;137(4):585-7.
Ttayli HM, Teot LA, Indyk JA, Witchel SF. Papillary thyroid
carcinoma in an autonomous hyperfunctioning thyroid nodule:
case report and review of the literature. Thyroid 2010;20(9):
1029-32.
7) Kim WB, Han SM, Kim TY, Nam-Goong IS, Gong G, Lee
HK, et al. Ultrasonographic screening for detection of thyroid

6

=

cancer in patients with Graves' disease. Clin Endocrinol (Oxf)

2004:60(6):719-25.
8) Kim JH, Na GJ, Kim KW, Ko HJ, Jeon SW, Kim Y], et
al. Papillary thyroid carcinoma manifesting as an autonomously
Sfunctioning thyroid nodule. Endocrinol Metab 2012;27(1):59-62.
Hundahl SA, Fleming ID, Fremgen AM, Menck HR. 4
National Cancer Data Base report on 53,856 cases of thyroid
carcinoma treated in the U.S., 1985-1995 [see commetns].
Cancer 1998;83(12):2638-45.

O
~

Vol. 9 No. 1, 2016 50



