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47세 남자가 내원 3주 전부터 발생한 호흡곤란 및 흉막성 흉통으로 입원하였다. 단순흉부촬영 및 흉부 CT 상 흉수 소견을 

보여 시행한 흉강천자 결과, 림프구 우세 삼출액 소견을 보였으나, adenosine deaminase (ADA) 16.4 U/L로 감소하였고 

세포진 검사 음성 소견을 보였다. 흉강경 검사 관찰되는 흉막의 다발성 결절에서 조직 생검 결과 전이성 유두모양

(papillary) 암으로 진단하였고, 원발 병소로 갑상샘 우엽의 미세결절 발견하여 갑상샘절제술을 시행했다. 갑상샘암은 내분

비계의 악성 종양 중 가장 흔하며, 유두모양 갑상샘암이 가장 흔하다. 특징적으로 진행이 더디며 예후도 좋은 편으로, 

원격 전이는 흔하지 않다. 전이성 악성 흉수는 드물게 보고되며, 대부분 원발 갑상샘암의 수술적 절제 등의 치료 후 경과 

중에 재발하는 것으로 알려져 있다. 저자들은 특히 기존에 진단되지 않은 갑상샘암이, 흉수 형태로 처음 발현되는 경우를 

경험하여 진단 및 치료하였기에 보고하는 바이다. (Tuberc Respir Dis 2008;64:314-317)
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Introduction

  Papillary thyroid cancer (PTC) is the most common 

kind of thyroid cancer and the clinical outcomes for pa-

tients with PTC are excellent because of an indolent 

clinical course and a favorable prognosis1,2. It has been 

diagnosed increasingly in the subclincal phase as a re-

sult of frequent use of ultrasound imaging and surveil-

lance2. Since PTC is diagnosed in relatively early stage 

and usually tends to advance locally to regional lymph 

nodes, distant metastases are rare. The lungs and bone 

are common sites of metastases, but most of these meta-

stases occur after initial treatment of thyroid cancer.  

Only approximately 4% of patients presented initially 

with distant metastasis in well-differentiated thyroid can-

cer
3
. Moreover, metastatic pleural effusion by itself, as 

the initial manifestation of papillary thyroid cancer, is 

infrequent4.

  We report here a 47-year-old male who presented 

with shortness of breath and pleuritic chest pain in-

duced by left-sided pleural effusion, and diagnosed as 

metastatic papillary thyroid cancer to the pleura.

Case Report

  A 47-year-old man presented with 3-week history of 

worsening shortness of breath and left-sided pleuritic 

chest pain. His medical history was unremarkable. He 

was a current smoker of total 15 pack-years. On review 

of symptoms, he denied fever, night sweating, or weight 

loss. On physical examination, he was afebrile and 

complained of shortness of breath. Examination of the 

neck demonstrated no palpable nodules and chest aus-

cultation revealed diminished breathing sound over the 

left lower lung field. The others were unremarkable. 

Simple chest radiography showed a pleural effusion in 
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Figure 1. Chest radiograph on the day of admission showed a left pleural effusion (A). Contrast-enhanced chest com-
puted tomography showed a left-sided, unilateral pleural effusion, and collapse of the left lung with no pathologic endo-
bronchial mass or lymphadenopathy (B).

Figure 2. Thoracoscopic examination revealed small multiple patchy lesions on the diaphragmatic pleura (A). Histology 
of the pleural metastasis showed papillary proliferation of atypical cells and complex and branching papillae with a central
fibrovascular core (B, hematoxylin and eosin stain, ×200).

the left hemithorax (Figure 1A).

  Diagnostic thoracentesis revealed clear, amber-colored 

pleural fluid with protein concentration of 5.4 mg/dl 

and lactate dehydrogenase concentration of 69 IU/L. 

The serum total protein and lactate dehydrogenase 

measured on the same day were 7.8 mg/dl and 510 

IU/L, respectively. The total leukocyte count of pleural 

fluid was 1,760/mm3, and this consisted of 80% lympho-

cytes and 20% polymorphonuclear leukocytes. The 

overall nature of the pleural effusion was lympho-

cyte-dominant exudate. The adenosine deaminase 

(ADA) level was 16.4 U/L and the polymerase chain re-

action (PCR) was negative for Mycobacterium tuber-

culosis. The staining for acid-fast bacilli was also 

negative. The glucose concentration was 89 mg/dl and 

gram staining showed no bacteria. Repeated cytologic 

analyses of the pleural effusion revealed no evidence 

of malignancy. To evaluate the underlying cause such 

as malignancy, computed tomography (CT) of the chest 

(Figure 1B) and flexible fiberoptic bronchoscopy were 
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performed. Low attenuated, round-shaped small nodule 

on the right lobe of the thyroid was suspected and a 

large amount of effusion was noted on chest CT.

  Thoracoscopic examination showed multiple small 

nodular patchy lesions on the diaphragmatic, para-aort-

ic, visceral, and parietal pleura (Figure 2A). The histo-

pathology of these nodular lesions revealed metastatic 

carcinoma with psammoma bodies (Figure 2B). 

Immunohistochemical stains were positive for thyroid 

transcription-factor 1 (TTF-1) and cytokeratin 7, which 

strongly suggested thyroid cancer as the primary tumor1. 

Then ultrasonography of the thyroid was performed, re-

vealing a hyperechoic, 12-mm oval cystic nodule with 

peripheral solid components on the right side of the 

isthmus. Thyroid function test revealed TSH 1.88 mU/L 

(0.17∼4.05 mU/L), free T4 1.51 ng/dl (0.79∼1.86 

ng/dl), thyroglobulin 157 ng/ml (0∼30 ng/ml). Fine 

needle aspiration on cystic nodule of thyroid was per-

formed with the result of possible papillary carcinoma. 

Consequently, he was diagnosed as PTC with metastatic 

pleural effusion. Total thyroidectomy and cervical 

lymph node dissection were performed and final pathology 

confirmed a papillary carcinoma measuring 0.7×0.6×0.8 

cm. The tumor involved only the right lobe and did not 

extend to the surgical margins grossly and microsco-

pically. 9 of 55 perithyroidal lymph nodes were positive 

for metastatic papillary thyroid cancer. Two months lat-

er, 
131

I radioablation therapy was followed.

Discussion

  Pleural effusion is commonly encountered medical 

problem and manifestation of a wide range of diseases
5
. 

A structured approach to the investigation of the patient 

with a pleural effusion could allow an accurate diagnosis. 

Pleural fluid analysis is the most useful test in differ-

entiating possible causes and directing further inves-

tigations6.

  Tuberculous pleurisy was initially suspected in this 

patient as the cause of the unilateral pleural effusion 

showing the nature of lymphocyte-dominant exudates, 

considering the high incidence of tuberculous pleurisy 

in Korea
7
. However, the likelihood of tuberculous 

pleurisy as the cause of the pleural effusion decreased, 

because of the negative acid-fast bacilli smear, the lower 

level of ADA, and the negative PCR for M. tuberculosis 

of pleural fluid8. 

  Subsequently, a presumed diagnosis of malignant 

pleural effusion was made. Malignancy is one of the 

most common causes of an exudative pleural effusion 

in elderly patients. The common causes of malignant 

pleural effusion are metastases from a primary cancer 

of the lung, breast, or lymphoma6. However, there were 

no evidences of other pulmonary or systemic disease, 

even after chest CT and bronchoscopic examination.

  Though low attenuated, round-shaped nodule on the 

right lobe of the thyroid was suspected on chest CT, 

it was considered as benign nodule. The possibility of 

thyroid cancer as a cause of malignant effusion was not 

initially suspected. After histopathology of nodular le-

sions on pleura verified the metastatic papillary carcino-

ma, thyroid gland was reexamined carefully by 

ultrasonography.

  Papillary thyroid cancer is the most common type of 

thyroid cancer. Most papillary thyroid cancers present 

as an asymptomatic thyroid nodule, and are diagnosed 

in the early stages, with an excellent prognosis and ex-

pected survival. Distant metastases from papillary thy-

roid cancer are rare and are associated with a poor 

prognosis
1
. 19 patients (2.3%) presented with distant 

metastases in 810 patients presenting with papillary thy-

roid cancer
3
. It is difficult to suspect papillary thyroid 

cancer as the primary tumor in the differential diagnosis 

of malignant pleural effusion. Malignant pleural effusion 

as a manifestation of distant metastasis is rare and diag-

nosis of papillary thyroid cancer often precedes the oc-

currence of malignant pleural effusion4. In retrospective 

report from the MD Anderson Cancer Center, 10 pa-

tients (0.6%) had malignant pleural effusion that devel-

oped during the course of papillary thyroid cancer 

among 1,772 patients. Moreover, all patients had radio-

logically apparent lung metastases at the time pleural 

effusion was found9. 

  Furthermore, papillary thyroid cancer, initially pre-
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senting as a pleural effusion before diagnosis is made 

is very infrequent. In a reported case of pleural effusion 

resulting from metastatic thyroid cancer, the patient had 

already been diagnosed with papillary thyroid cancer a 

few years earlier4. The pleural effusion developed dur-

ing the course of the disease and was merely a recurrent 

complication. By contrast, our patient presented with a 

pleural effusion before being diagnosed with papillary 

thyroid cancer.

  In conclusion, malignant metastatic pleural effusion 

from papillary thyroid cancer is very rare. Nevertheless, 

the possibility of malignant metastatic pleural effusion 

from papillary thyroid cancer deserves consideration in 

the differential diagnosis of an exudative, lympho-

cyte-dominant pleural effusion.

Summary

  We report the patient presented with a left-sided 

pleural effusion. Pleural fluid analysis revealed lympho-

cyte-dominant exudates with lower level of adenosine 

deaminase and negative cytologic malignancy. Thoraco-

scopic examination and histologic examination revealed 

metastatic nodules on pleurae, proven to be from the 

papillary thyroid cancer. There were no other sites of 

distant metastases. Though papillary thyroid cancer is 

characterized with slow progression and relatively good 

prognosis, metastatic pleural effusion as an initial mani-

festation of undiagnosed papillary thyroid cancer can be 

considered.
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