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A b s t r a c t

Thyroid gland is a rare site for distant metastases. The aim of this study is to present a rare case of an isolated
metastatic clear cell renal cell cancer (ccRCC) in the thyroid gland seven years after left-sided nephrectomy.

A neck cancer discovered by clinical examination, diagnosed by ultrasound-guided USG fine-needle biopsy was
removed by surgery. Palliative thyroidectomy with consecutive  neck radiotherapy was finished without any com-
plications, except a temporary, asymptomatic hypocalcaemia. After six month remission, the patient’s general con-
dition deteriorated, multiorgan RCC dissection appeared leading to the patient’s death.
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INTRODUCTION

Thyroid gland is one of the largest endocrine glands as well as one of the organs  with the
best blood supply with the blood flow of c. 8ml/100g tissue/s. Despite of a profuse perfu-
sion, it is a rare site of distant metastases. The most common source of thyroid metastases
is renal cell carcinoma (RCC) in advanced, disseminated stage. Therefore, a renal cell car-
cinoma with multiorgan dissection, preceded by metachronic isolated thyroid metastasis is
a very special case.

The aim of the study is to present a rare case of the isolated ccRCC metastasis in the thy-
roid gland 7 years after a left-sided nephrectomy.

Case report
72-year patient A.U., after left-sided nephrectomy due to clear cell renal cell carcinoma

reported to the surgery clinic because of the neck tumour detected by palpation. The
tumour appeared several months before and was increasing gradually. Left-sided nephrec-
tomy was done in 2001, kidney with the adrenal gland were removed; the histopathology test
of the 6cm tumour was clear cell renal cell cancer (ccRCC); pT1bN0M0, graiding G2 accord-
ing to Fuhrman.  Neck tumour did not cause any disorders. The results of the initial labo-
ratory tests, including blood morphology, electrolytes, hepatic, and renal tests, thyroid
activity tests were within the norm. The results of cytology after fine-needle biopsy (FNB) of
the largest nodule left lobe of the thyroid, diameter 1.6 x 1.0 cm, showed a presence of atyp-
ical, malignant cells suspected of being ccRCC (Fig.1). Neck computed tomography (CT)
showed a retrosternal goitre relocating the trachea to the right side. Lower pole of the left
lobe of the thyroid reached below the upper sternum edge. Chest CT – no heterogeneous
structures were found. Abdominal and pelvic computed tomography showed  a condition
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after left-sided nephrectomy – intestinal loops visible in the site of the kidney removal, no
local tumour recurrence or metastasis to other organs.

The patient was qualified for the total thyroidectomy. The thyroid was removed palliative-
ly with the central lymphatic system and a fragment of the internal cervical vein covered
with the infiltration from the thyroid. The direct biopsy of lateral cervical lymph nodes on
the left side did not show metastases. Postoperative histopathology test - ccRCC metasta-
ticum multicentricum in struma nodosa (Fig.2). Numerous metastatic nodules occupying
both gland parenchyma and growing outside the thyroid fibrous capsule.  Nodules were like
unconnected, autonomous metastases.  Inner vein lumen and wall were free from neoplasm
proliferation. 11 lymph nodes with metastases were found in the central lymphatic system
in 16 lymph nodes that  had been removed. In 9 cases the neoplasm infiltration went out-
side a gland capsule.
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Fig. 1 Cytology from fine-needle biopsy of ccRCC

Fig.2 Metastatic clear cell renal cell carcinoma in the thyroid gland
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Postoperative period was without complications except temporal symptomless hypocal-
cemia. After one month, two week radiotherapy was performed in the outpatient clinic. Next,
a systemic therapy with sunitynib was proposed.  The patient rejected the proposition of
this treatment. The patient survived another 6 months in a good condition. After that, her
general condition deteriorated quickly, body lost weight. Image examinations showed liver
and lung metastases. No cervical metastases were found. The patient died after another 2
months.

DISCUSSION

The most common source of thyroid metastases are kidney, lung, chest, oesophagus,
colon and throat cancers. Although thyroid has a very good vascular supply, the occurrence
of metastases in this organ is quite rare. It probably is a result of difficulties that neoplas-
tic cells have to settle due to a fast blood flow, another reason could be a specific gland tis-
sue environment rich in oxygen and iodine (1).

RCC has a specific tendency to create metastases through blood. Sometime, it has atypi-
cal clinical course; distant metastases through blood to inner organs, including thyroid,
with no local lesions which could be detected by the available methods or with metastases
occurring many years after primary tumour removal. Additionally, metastases accompany-
ing RCC dissection can also occur. In our case, a cervical tumour discovered accidentally
in a 72-year old patient appeared to be a clinically isolated renal metastasis 7 years after
a nephrectomy.

Symptoms of neoplastic metastases into thyroid are nonspecific – they include cervical
tumour, body mass loss, hypercalcaemia, swallowing disorders or hoarseness. However, the
course of the disease is most often  symptomless (2,3). Although, thyroid gland is a rare site
of distant metastases, very difficult to diagnose clinically, the more and more common FNB
increased a number of diagnoses of non-thyroid cancers metastases. In the differential diag-
nosis we use imaging examinations such as scintigraphy, CT and USG with FNB. However,
their effectiveness is unsatisfactory. All these methods are often unable to put a proper diag-
nosis. Although FNB may also false suggest a primary follicular tumour of thyroid, howev-
er, is an important element in the diagnosis of metastatic thyroid tumours. Sometimes the
indications for surgery are ultimately clinically alarming symptoms such as: a single nod-
ule, rapidly expanding, with a hard texture and uneven surface.

Before, RCC metastases into thyroid were diagnosed  most often during autopsy or after
thyroid surgeries (1,3,4,5).

The patient’s clinical examination was accompanied by USG and FNB. These examina-
tions are used for diagnosing thyroid tumours and they are also a method of qualification
for surgeries. Chen et al. (6) claim that per 10 thyroid metastatic tumours, 5 were RCC
metastases. However, most lesions appeared 3 years after the primary lesion removal, one
metastasis appeared only after 19 years. Dequanter  et al.  (7) found out that among 11 dis-
covered and resectioned isolated metastases to thyroid, 5 were pulmonary squamous cell
carcinoma metastases, 2 RCC metastases. These lesions appeared on average 25 months
after primary tumour resection, survival median was 10 months. Cichon et al. (8 ) discov-
ered 11 RCC  out of 17 removed thyroid metastatic lesions.Similarly, Calzolari et al. (9) found
15 cases originating from RCC out of 25  non-thyroid cancer metastases.  

It seems that despite bad prognosis in cases of distant RCC metastasis to thyroid, pallia-
tive surgery should be undertaken. Some authors observed positive influence of palliative
surgery on survival (2,6,7,9,10,11). Iesalnieks  et al. (12) in their retrospective study,
analysing 45 cases of RCC metastases to thyroid showed that 5-year survival in those
patients was 51%, and a prognosis got worse with the patient’s age.  All the authors under-
line no relapse in cervical area if the operation was possible within histologically unchanged
margin.
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The neoplasm dissection was acknowledged to be the main reason of death (6,7,8,9,11,12).
Our patient felt very well 6 months after the operation and palliative radiotherapy. However,
after this time her condition deteriorated and numerous metastases to lungs and liver were
found. Still, neck CT did not show local disease relapse. After death no autopsy was done,
disseminated ccRCC dissection was assumed to be the reason of death. In the clinical
course of clear cell renal cell carcinoma, apart from the risk of local relapse, there is a great
risk of dissection. Most authors agree that  an appearance of isolated metastases of this
cancer is an indication for surgical treatment. It refers not only to thyroid but also metas-
tases to liver, lungs or brain.

This kind of treatment was applied in our patient,  the surgery was accompanied by radio-
therapy, which resulted in full local remission but did not prevent dissection. Classic sys-
temic therapy is not effective in preventing dissection or inhibiting progression. Presently,
drugs  with molecular targets are used more often. Limitations of the therapy include gen-
eral patient’s condition, tolerating side-effects and finally, patient’s consent. The suggested
sunitynib (Sutent) is applied in the first treatment line in patients of favourable and inter-
mediary prognosis(11,13).
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