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Coexistence of Medullary and Papillary Thyroid
Carcinoma

Hak-Min Lee, M.D.1, Yong-Sang Lee, M.D.1'2, Hae
Kyoung Lee, M.D.%, Ji-Sup Yun, M.D."*, Jong Ju Jeong,
M.D."? Kee-Hyun Nam, M.D."?, Hang-Seok Chang,
M.D."?, Woong Youn Chung, M.D."* and Cheong Soo
Park, M.D."?

Purpose: The simultaneous occurrence of two distinct neo-
plasms derived from different cells of origin is a recognized
entity. It presents uncommonly in all organs,and very rarely
in the thyroid gland.

Methods: Six patients with concurrent medullary thyroid car-
cinoma (MTC) and papillary thyroid carcinoma (PTC) were
seen between January 2000 and June 2007. Clinicopatho-
logical features were evaluated, and follow-up for the pa-
tients was obtained.

Results: All patients were female, with ages ranging from
39 to 63 years (mean age, 55.4 years). Five of six patients
were incidentally detected during a medical check-up. The
medullary carcinomas measured from 0.5 to 4.0 cm in di-
ameter (mean diameter, 1.72 cm), while the papillary carci-
nomas ranged from 0.2 to 1.4 c¢m in diameter (mean diame-
ter, 0.72 cm). Treatment consisted of a total thyroidectomy
(n=5) and hemithyroidectomy (n=1) with central compart-
ment node dissection. In twopatients, prophylactic bilateral
neck dissection was also added. Supplemental radioactive
iodine treatment was administered in five patients. During
a mean follow-up period of 41.8 months, two patients
showed recurrence in the lateral neck nodes, one recur-
rence from a papillary carcinoma and the other recurrence
from a medullary carcinoma. After re-operation for the re-
current lesions, allof the patients were alive andfree of
disease.

Conclusion: Attention should be given to the possibility of
the simultaneous occurrence of MTC and PTC. Treatment
for concurrent MTC and PTC should be based on the treat-
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ment for MTC, considering the more aggressive behavior
of the tumor than PTC. (Korean J Endocrine Surg
2007;7:246-251)
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Table 1. Clinicopathologic characteristics of patients (n=6)

Age

Symptoms and signs
Incidentaloma
Clinical cancer
Find needle aspiration cytology
Medullary carcinoma
Papillary carcinoma
Benign neoplasm
Operation method (initial)
Less than total thyroidectomy
Total thyroidectomy
Total thyroidectomy with
lateral neck dissection
Location of masses
Same lobe
Different lobe
Size of mass

Medullary carcinoma

Papillary carcinoma

Extracapsular invasion (PTC)
Serum CEA concentration

Preoperative

Postoperative
Serum calcitonin concentration

Preoprative

Postoperative

Recurrences in lateral neck node
Papillary carcinoma
Medullary carcinoma

55.5 years
(range, 39~63 years)

5 (83.3%)
1 (16.7%)

2 (33.3%)
3 (50.0%)
1 (16.7%)

1 (16.7%)
3 (50.0%)

2 (33.3%)

3 (50.0%)
3 (50.0%)

1.72 cm
(range, 0.5~4.0 cm)
0.72 cm
(range, 0.2~1.4 cm)
2 (33.3%)

15.4 pg/ml

(range, 1.7~39.9 pg/ml)
6.5 pg/ml

(range, 0.9~20.1 pg/ml)

277.0 pg/ml
(range, 29.0~653.6 pg/ml)
25.9 pg/ml
(range, 5.1~102.8 pg/ml)
2 cases (33.3 %)
1
1
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Table 2. Summary of clinical course of patients with concurrent MTC and PTC (n=6)

TNM staging

Case Sex/Age RAI Recurrence Re-operation RAI
PTC MTC

1 F/56 TINOMO (I) TINOMO (I) Low dose No

2 F/60 TINOMO (I) TIN1aMO (III) Low dose Yes (MTC) MRND (ip) No

3 F/39 TINOMO (I) TINOMO (I) No Yes (PTC) MRND (ip) High dose
4 F/58 TINOMO (I) TIN1aMO (III) No No

5 F/57 TINOMO (I) TINOMO (I) Low dose No

6 F/63 TINOMO (I) TINOMO (I) Low dose No

PTC = papillary thyroid carcinoma; MTC = medullary thyroid carcinoma; RAI = radioactive iodine;, MRND = modified radical neck
dissection; ip =

ipsilateral.
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off F71Z ofibH &
tH(Table 2).

el 228t &40 2 A FA%T A 7Y
o] 22 ol EAlfsl= 7357} 34d1(50.0%) L, 24+t ok
el EAste 471 3401(50.0%) ek A A%l H
T Z71% 1.72 em (89, 0.5~4.0 cm)Q T, SF4E 0.72
em (M, 02~1.4 cm)QAch(Table 1). A Hol& 240
A T 78 [z Holrt dlE e B A g
Aol o3k Ao drt. ol Z7HE 24 AA|gol A
Pl 26lollA = HZA Ho] &7 glairh

A Fehe 6o B 17[(TINOMO)A o, =49t
oA = 44| 17](TINOMO), 244+ 37](TIN1aMO)Z 2%+
oAl & v X¥d ZHAE Hlrh(Table 2).

T A A ol A(CEAT ZAEY X+ 7

73 HZA AAlgo] Al3E %

7+ A 15.4 (1.7~39.9) pg/ml, 277.0 (29.0~ 653.6) pg/mIS,
I, FF Foll= 2 HHF 65 (0.9~20.1) pg/ml, 25.9 (5.1~
102.8) pg/mle 2 ZrAs}3th(Table 1).
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Fig. 1. Papillary thyroid carcinoma. (A, B) Cells are cuboidal and columnal, characterized by a basophilic cytoplasm and show nuclear
grrove and nuclear inclusion. (C, D) Immunohistochemical staining, galectin-3 and cytokeratin-19.
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Fig. 2. Medullary thyroid carcinoma. (A, B) The MTC component consisted of nests of predominantly round cells with ample, finely

granular amphophilic cytoplasm and ovoid to round nuclei. (C, D) Immunohistochemical staining, calcitonin and CEA.
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73-Foll T3k RET S ake] 742Q) 42 vl &5
2 BEE AR HolFw gedl(2-15) 44 &

A& o] &3t 79 AF F 2709l A"tk exon 14 (codon
804)} exon 13 (codon 790)0ll A 27+ 7 &1 W o] (germline
point mutation) S K. L,(13,15) o] ATl A = ZRFAE
oA RET -4 A1) A A E =1 o] (somatic mutation)E &
o ASE glgieh (1

FH o7 g e o (papillae) T2
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SFe} odAo] ko] Hrh A {72 thyroglobulin,
galectin-3, cytokeratin-19 5-°] E%o| =™, AL calci-
tonin, CEA, chromogranin A 5-°] %] th(Fig. 1, 2).(16)
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