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SUMMARY

We aim at introducing a series of three cases with different types
of malignancy spreading that needed an endocrine check-up. A
70-year old female has come to our attention in order to be 
evaluated for a prior thyroid cancer. She was previously diagnosed
with a parietal lump of 2 cm. Surgery was performed and the
pathological report pointed out a skin metastasis from follicular
and solid variant of papillary thyroid cancer. Total thyroidectomy
with local lymph nodes resection was followed by 100 mCi of 131I
radioiodine treatment and suppressive therapy with L-thyroxin.
After 6 years of disease-free interval she accused breathing 
difficulties. CT (computed tomography) showed pulmonary 
bilateral nodes of 2 cm. Their biopsy confirmed metastases from
prior cancer in addition to high thyreoglobulin (Tg) of 300 ng/mL
which required intense radioiodine treatment and close follow-up.
A 62-year old prior smoker female had a total thyroidectomy 3
years ago for papillary thyroid cancer with follicular variant. 131I
radio-iodine therapy was added to levothyroxine suppressive 
treatment. One year after, imagery scan detected multiple right
pulmonary lumps. Post-operative histological report confirmed a
primitive lung adenocarcinoma. Radiotherapy and chemotherapy
were continued while Tg remained low of 0.2 ng/mL. A 56-year
old female was admitted for adrenal tumours assessment. Two years
prior she was diagnosed with a non-secretory left adrenal tumour. 
During follow-up, a unilateral breast carcinoma was identified and
treated. During follow-up, two left tumours and another right one
were confirmed, potential spreading of mammary condition. The
patient continued chemotherapy for the moment.
Conclusion: Metastases of endocrine glands, even rare, represent a
challenging field requiring a good inter- and trans-disciplinary
approach.
Abbreviations: CT = computed tomography, cm = centimeter,
FVPTC = follicular and solid variant of papillary  

RÉSUMÉ

Les métastases dans la pratique quotidienne endocrinienne

Nous visons à introduire une série de rapports, sur trois cas avec 
des types différents de propagation de la malignité qui nécessi-
taient un contrôle endocrinien. Une femme de 70 ans s’est présen-
tée pour une évaluation d’un cancer antérieur de la thyroïde. Elle
avait été précédemment diagnostiquée avec une grosseur pariétale
de 2 cm. On a réalisé l’opération et le rapport de la pathologie a
souligné une métastase cutanée à partir de la version folliculaire et
solide du cancer papillaire de la thyroïde. La thyroïdectomie totale
avec la résection des ganglions lymphatiques locaux a été suivie de
100 mCi du traitement par radio-iode 131I et de la thérapie 
suppresive par la L-thyroxine. Après 6 ans d’absence de la maladie
elle avait des difficultés de la respiration. La tomographie 
computérisée a montré des ganglions pulmonaires de 2 cm. Leur 
biopsie vient de confirmer les métastases du cancer antérieur en
plus de la thyréoglobuline (Tg) élévée, de 300 ng/mL, ce qui néces-
sitait un traitement radio-iode intense et un suivi sévère. Une
femme âgée de 62 ans, fumeuse dans ses antécédents, avait déjà
subi une thyroïdectomie totale il y a 3 ans pour un cancer papil-
laire de la thyroïde à variante folliculaire. La thérapie par radio-iode
131I a été ajoutée au traitement suppresseur de lévothyroxine. Un
an après, l'imagerie a dépisté de multiples blocs pulmonaires
droits. Le rapport histologique post-opératoire a confirmé un
adénocarcinome primitif du poumon. La radiothérapie et la
chimiothérapie ont été continuées tandis que la Tg est restée faible
à 0,2 ng/mL. Une femme de 56 ans a été admise pour l'évaluation
des tumeurs surrénales. Il y a deux ans on lui a dépistée une
tumeur surrénale gauche non-sécrétrice. Pendant le suivi, un 
carcinome unilatéral du sein a été identifié et traité alors que, lors
de l'imagerie en série réalisée à six mois, deux tumeurs du côté
gauche et une autre du côté droit, ont été confirmées. La patiente 
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INTRODUCTION

DD
aily endocrine practice is currently connected
with multiple medical and surgical fields
including oncology. For instance, imagery scans

in patients with prior malignancies may detect tumours at
the level of endocrine glands as adrenals that are metastases
or incidentalomas. (1)On the other hand, specific endocrine
cancers as thyroid malignancies may escape the classical 
protocols of detection and monitoring and, despite an initial
good prognosis, metastases are found during follow-up. (2)
Another case scenario finding strategy related to cancers in
endocrine practice is represented by the detection of a 
synchronous malignancy while the patient is evaluated for an
endocrine condition (malignant or not). (3) These are 
various patterns of oncologic overlap with daily endocrine
practice.  

AIM

We aim at introducing a series of three cases with 
different types of malignancy spreading that needed an
endocrine check-up. The patients signed the informed 
written consent. They were followed at two endocrine 
departments from Bucharest, respectively Cluj-Napoca,
Romania (the most recent evaluation was registered between
July 2015 and October 2016 while their prior assessments
were done in different endocrine and oncologic centres).  

MATERIAL AND METHOD

These are case presentations. All the patients had an
imaging scan done as CT (computed tomography). Values
of blood Tg (thyreoglobulin) (normal between 0 and 10
ng/mL) and anti-thyreoglobulin antibodies (TgAb) 
(normal between 30 and 70 U/L) are introduced in cases
with thyroid involvement. 

RESULTS

Case 1

A 70-year old non-smoker female has come to our atten-
tion in order to be evaluated for a prior thyroid cancer. She
associated high blood pressure controlled with adequate
medication. 

She was previously diagnosed (6 years before) with a 
parietal lump of 2cm (centimeter). Surgery was performed at
that moment and the pathological report pointed out a skull
metastasis at the level of skin from FVPTC (follicular and
solid variant of papillary thyroid cancer). Further on, thyroid

gland was evaluated and total thyroidectomy with local
lymph nodes resection was done. FVPTC was also 
confirmed. After this second surgery, no residual disease was
identified. The subject was also offered 100 mCi of 131I
radioiodine treatment while she continued the levo-
thyroxine suppressive therapy with L-thyroxin of 200 μg per
day. After these investigations and treatment, no TSH 
(Thyroid Stimulating Hormone) assay, neither thyroid ultra-
sound nor scintigram were done until present time.

The patient recently started to accuse intermittent 
breathing difficulties and a restrictive ventilatory dysfunction
was confirmed. CT showed masses at mediastinum level of
maximum diameter of 8 cm (next to aortic cross) and also
lung bilateral multiple solid nodes of maximum 2 cm. (fig. 1
a,b) No cervical mass involving thyroid or local lymph nodes
was found. Biopsy of lung lumps was done through 
bronchoscopy and pathological exam confirmed metastases
from differentiated thyroid cancer similar with initial histo-
logical profile. Tg was of 300 ng/mL, TgAb were negative,
TSH was suppressed to 0.011 μUI/mL (normal levels between
0.4 and 4.5 μUI/mL), free T4 of 22.6 pmol/L (normal ranges
between 10.3 and 24.4 pmol/L) under 200 μg of daily 
L-thyroxine. Surgery of lung metastases was not approved 
by surgical team, neither by the patient, thus a high dose 
of radioiodine treatment and close follow-up were recom-
mended.  

Case 2

This is a 62-year old former smoker female who entered
menopause at age of 56 years. She is known with arterial
hypertension and dyslipidemia. The patient was admitted
for an endocrine check-up concerning thyroid profile. The
family medical history is negative. 

The medical records indicate a thyroid lump discovered
three years ago and consecutive total thyroidectomy with
lymph nodes resection was performed. Pathological report
confirmed a differentiated thyroid malignancy (of papillary
cancer with follicular variant). 131I radioiodine therapy was
added to levothyroxine suppressive treatment. The neck and
lung CT scan was done one year later and multiple right 
pulmonary nodules were revealed. At first, metastases from
prior thyroid cancer were suspected but they were found 
negative on whole body iodine scintigram therefore surgery
on right lung was done. Post-operative histological report 
confirmed a primitive lung adenocarcinoma (Grade 3).
Oncologic management also included local radiotherapy
and chemotherapy. Currently (two years since the secondary
surgery was done), thyroid function is controlled under daily
150 μg of L-thyroxine (a TSH of 0.9 μUI/mL). Tg was low
of 0.2 ng/mL (Normal <0.4 ng/mL under L-thyroxine)
without positive reaction for TgAb (of 20 U/L, normal

thyroid cancer, PET CT = Positron Emission Tomography,
TSH = Thyroid Stimulating Hormone, Tg = thyreoglobulin
TgAb = anti-thyreoglobulin antibodies 
Key words: thyroid cancer, adrenal metastases, thyreoglobulin

a continué la chimiothérapie pour le moment. Les métastases de
des glandes endocrines, bien que rares, représentent une provoca-
tion qui nécessite une approche inter et trans-disciplinaire.
Mots clefs: cancer de la thyroïde, métastases surrénales, 
thyréoglobuline
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between 30 and 70 U/L). However, spreading of the lung
malignancy was detected at CT scan: a left temporal nodule
of 0.99 by 1.09 cm, a left occipital lump of 1.4 by 1.5 cm, a
liver nodule of 0.8 by 1 cm, and another lump at the level
of left superior pulmonary lobe of 1 by 1.2 cm. (fig. 2 a,b)
Also, a very small osteocondensation was found at left 
vertebral arch from T1 (thoracic) level and another at left
vertebral arch emerging from L5 (lumbar) vertebral body.
(fig. 2 c,d) They were suggestive for bone metastases. The
patient continued chemotherapy under a different regime.

Case 3

This is the case of a 56-year old non-smoking female
admitted for adrenal tumours assessment. The medical
family history includes father with a diagnosis of stomach

cancer. She had surgical menopause at age of 44 years for
a benign uterine condition. She has a body mass index of
27 kg/sqm. 

The endocrine profile is the following: in February 2014
she was admitted for a left adrenal tumour of 2 cm which
was detected during a thoracic and abdominal CT scan 
performed for breathing difficulties (as a outpatient at a non-
endocrine centre). First endocrine check-up pointed that
the tumour was non-secretor. She was reevaluated six
months later, in October 2014, when a re-scan was done and
this time two adrenal tumours of 2 cm, respectively 1.1 cm 
maximum diameter were described on left adrenal gland
without assays consistent with an endocrine hyper-secretion.
As screening menopausal procedure, a bilateral mammo-
gram was also done and a right lump was detected with a

Figure 1 - Imagery aspects on a 70-year old female with a 6-year history of differentiated thyroid cancer with skull metastases at
diagnosis and presenting after 6-year disease free interval with distant pulmonary and mediastinum (arrow) metastases without

cervical area involvement. (a) Plane X-Ray at the cardio-thoracic level. (b) Computed tomography scan (transversal plane)

a b

Figure 2 - Computed tomography scan on a 62-year old female diagnosed with localised differentiated thyroid cancer at age of 59
years and a right pulmonary adenocarcinoma (G3) at age of 60 years. The scan is two years since pulmonary surgery was done,
while the patient was under chemotherapy. Spreading of the disease is confirmed. (a) Post-operatory CT scan at pulmonary level

(transversal plane) (arrow). (b) Post-operatory CT scan: a small left pulmonary nodule and a liver one is detected (coronal plane)
(arrow)

a b
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diameter of 2.4 cm at CT scan. Oncologic assessment indi-
cated total right mastectomy and lymph nodes resection.
Pathological report pointed a ductal invasive carcinoma.
Radiotherapy, chemotherapy, and hormonal therapy with
aromatase inhibitor letrozole were offered to the patient. In
October 2015, CT scan showed that left adrenal tumours
were status quo while a right adrenal tumour of 1.5 cm was
also indentified. Re-analysis of prior CT scans provided the
confirmation of the right mass at first CT scan. (fig. 3 a,b)
Further on, PET CT (Positron Emission Tomography) 

confirmed bilateral adrenal masses most probably consistent
with the diagnosis of adenomas. For the moment, based on
all investigations, it is difficult to appreciate that bilateral
adrenal metastases are positive considering that they were
actually indentified at CT even before breast cancer was
confirmed. Chemotherapy is also necessary to be continued
as well as imaging and endocrine close periodic check-up. In
May 2016, CT scan showed similar results without other
signs of spreading disease.  

Figure 2 - Computed tomography scan on a 62- year old female diagnosed with localised differentiated thyroid cancer 
at age of 59 years and right lung adenocarcinoma (G3). The scan is made two years since pulmonary surgery was done, 

while the patient was under chemotherapy. Spreading of the disease is confirmed. 
(c) Small osteocondensation at left vertebral arch emerging from L5 (lumbar) vertebral body (white marker). 

(d) Small osteocondensation at left vertebral arch from T1 (thoracic) (white circle) 

c d

Figure 3 - Bilateral adrenal masses on a 56-year old female
with breast cancer under chemotherapy (yellow arrow).

Abdominal CT scan with intravenous contrast
a) Transversal plane; b) Frontal plane

a b
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DISCUSSION

The following observations are necessary related to the
cases series.

First case introduced a rare type of evolution for 
differentiated thyroid cancer which generally has a good
prognosis: with skull metastases at diagnosis and after a
few years of disease-free interval with massive pulmonary
spreading of the malignancy without local cervical 
recurrence. (4,5) Apart from radioiodine therapy, surgery is
not suitable due to patient’s age, preference, and co-
morbidities; thyrosine kinase inhibitors might be useful.
(4,5,6)

Second case introduced a double synchronous carcinoma
of different origin, potentially sharing common genetic back-
ground but this remained unidentified in this particular case.
(7,8) The confirmation that spreading of the disease is due to
pulmonary lesions is based on low levels of circulating 
thyreoglobulin thus there is the need for chemotherapy, not
radio-iodine treatment. (7,8)

Third point of view is referring to adrenal metastases
versus adrenal incidentaloma which might not be such a
rare event as expected based on frequent use of imaging
scans in order to have a complex evaluation of a patient
with a prior malignancy (even breast cancer does not 
typically spread to adrenals). (9,10,11)

CONCLUSION

Metastases of endocrine gland, even rare, represent a
challenging field requiring a good inter- and trans-
disciplinary approach.  
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