
Table 1. Differential Diagnosis of Hypercalcitoninemia (modified 
from S. Toledo et al 2009)

Physiologic conditions
Drugs

Non-thyroid
pathologies

Hypergastrinemias
Hypercalcemias
Renal insufficiency
Neuroendocrine tumors:

 pheochromocytoma
 paraganglioma
 enteropancreatic endocrine tumors
 VIPoma, insulinoma, carcinoids
 small cell pulmonary tumor

Thyroid pathologies Thyroid carcinomas:
 follicular carcinoma
 papillary carcinoma

Chronic autoimmune thyroiditis

Figure 1. MRI of the thorax showing the large mediastinal 
mass in touch with the lower margin of the right lobe of the 
thyroid and displacing the trachea to the left.
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Metastatic dissemination to both the central and 
lateral cervical lymph node compartments, includ-
ing the mediastinum, is a common occurrence in 
patients with clinically apparent MTC.2,3 The central 
compartment lymph nodes tend to be affected more 
frequently. In this report we describe a rare patient 
with occult MTC who presented with an asymptomatic 
mediastinal mass and elevation of carcinoembryonic 
antigen (CEA).

Case presentation

A 45-year-old woman from Bulgaria, living in 
Greece for the last 5 years, presented with an elevated 
CEA detected a year prior to her admission to our 
Department on a routine measurement done by her 
gynecologist. She had a history of hysterectomy due 
to uterine leiomyoma two years prior to admission. 
Further tests were carried out to ascertain the cause 
of the elevated CEA, including a CT of the chest. A 
mediastinal mass 5 cm in diameter was found, abut-
ting the lower margin of the right thyroid lobe. She 
was referred to the Endocrinology Department of 
our hospital for further diagnostic and therapeutic 
management. Hematologic workup, gastrointestinal 
endoscopic studies and magnetic resonance imaging 
(MRI) imaging of the abdomen conducted elsewhere 
on an outpatient basis had failed to identify the cause 
of the mediastinal mass. The patient was completely 
asymptomatic. She had a medical history of renal colic 
for 10 years prior to admission. The family history was 
negative for thyroid diseases or other endocrinopa-
thies. The physical examination was unremarkable. 
There was no goiter or palpable thyroid nodules and 
no enlargement of regional or distant lymph nodes.

Ultrasound examination of the neck revealed a 
thyroid gland of normal size with inhomogeneous 
echo pattern and several small nodules of 0.5-0.6 cm 
in diameter in both lobes. A few small jugular lymph 
nodes less than 1 cm were observed. MRI examina-
tion of the chest confirmed the presence of a large 
mediastinal mass contiguous to the lower margin of 
the right thyroid lobe that displaced the trachea to 
the left (Figure 1).

Because of the unusual clinical presentation, rare 
causes of CEA elevation associated with mediastinal 
masses and thyroid malignancies were considered 

and in this context CT was measured as well as CEA 
as tumor markers (Table 1). A CT of 603 pg/ml was 
found. Therefore, the combination of a markedly 
elevated CT well above 100 pg/ml, an elevated CEA 
and a mediastinal mass pointed to the diagnosis of 
MTC metastatic to the mediastinum. Other causes of 
elevated CT were also considered (Table 1) but were 
thought less likely on the basis of previous reports.4,5 
Based on the findings of these studies, the lack of 
clinical symptoms and signs and the lack of imaging 
findings of a neuroendocrine tumor elsewhere, no 




