
Figure 2. Histological examination showing typical morphology 
of medullary carcinoma. Immunohistochemistry with the alka-
line phosphatase method was positive for (a) calcitonin (origi-
nal X 100) and (b) chromogranin (original X40).

Figure 3. Post-operative Octreoscan, showing uptake by meta-
static lymph node.

Table 2. Summary of pertinent hormone and marker blood values

  Measured Values Normal Values

TSH 1.0918 μIU/ml 0.25-3.43 μIU/ml

FT3 2.24 pg/ml 1.71-5.53 pg/ml

FT4 0.98 ng/dl 0.7-1.94 ng/dl

Tg 23 ng/ml 1.6-55 ng/ml

Calcitonin 603 pg/ml <11.5 pg/ml

CEA 40.73 ng/ml 0-5 ng/ml
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node in the right posterior cervical triangle (level V), 
measuring 1.15 cm in diameter with characteristics 
suspicious for metastasis. This finding was further 
investigated with 111In DTPA octreotide scintigraphy 
which showed a high concentration of the radiola-
beled somatostatin analogue anterolaterally, in the 
lower right neck, indicating the presence of residual 
tumor (Figure 3). A second operation with cervical 
lymph node dissection (levels II, III, IV and V) on 
the right side of the neck was performed. Fifty-one 
lymph nodes were removed. Histological examina-
tion revealed metastatic dissemination of MTC to 3 
of 51 lymph nodes. Following reoperation, calcitonin 
dropped to undetectable levels to this date. Genotype 
screening did not reveal mutations associated with 
familial forms of MTC. The study of family members 
revealed normal calcitonin levels.

stimulatory tests such as pentagastrin or calcium infu-
sion were deemed necessary. The patient was further 
investigated for pheochromocytoma preoperatively 
in order to exclude MEN 2 syndrome. The values of 
urinary catecholamines, metanephrines and VMA 
were within normal limits. The possibility of primary 
hyperparathyroidism was also considered based on the 
patient’s clinical history of renal colics. The laboratory 
tests showed an elevated PTH without hypercalcemia 
but a low-normal plasma 25-OH-D (Table 2). Thus, 
a diagnosis of secondary hyperparathyroisism was 
made. The PTH levels were corrected to normal with 
vitamin D replacement.

The patient underwent resection of the medi-
astinal mass, total thyroidectomy and dissection of 
the central compartment lymph nodes. Fourteen 
cervical lymph nodes and the mediastinal mass were 
examined histologically and immunohistochemically. 
Histopathology confirmed the preoperative diagnosis 
of MTC with metastases to cervical and mediastinal 
lymph noses. The thyroid tumor measured 0.5 cm 
in diameter, was located in the right thyroid lobe 
and consisted of a homogeneous amyloid-rich cell 
population. Metastases to 9 of 14 resected cervical 
lymph nodes and to a block of superior mediastinal 
lymph nodes were also found. The malignant cell 
population immunophenotype was CK7 (+), CK18 
(+), CEA (+), Calcitonin (+), Chromogranin (+), 
TTF-1 (+), Thyroglobulin (-) and EMA (-) (Figure 
2). The patient recovered uneventfully. Three months 
after surgery, CT and CEA were measured and a 
CT scan of the neck, chest and upper abdomen was 
performed. The CT and CEA levels were 318 pg/ml 
and 24.18 ng/ml, respectively, indicating the presence 
of residual disease. The CT scan of the neck, chest 
and upper abdomen showed a small jugular lymph 




