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Clinicopathological Conference

An 85 year old man with widespread metastatic thyroid cancer
(The sixth case)

Case Presentation

Department of Geriatric Gastroenterology, Chinese PLA General Hospital

The patient began to have dysphagia after tak-
ing solid food in August 1998, accompanied with poor
appetite, vomiting and fatigue. He could only take a
little liquid food. His weight lost 5 kg within the re-
cent half month.

He had the history of hypertension, coronary
heart disease, myocardial infarction and right thyroid
papillary carcinoma resection. Esophagus was normal
on gastroscopy in March 1998.

On physical examination, the patient was mal-
nourished with T 35.8C and BP 105/60mmHg. Su-
perficial lymph nodes were not palpable. There was a
palpable hard mass 2 cm in diameter in the right thy-
roid gland area. The mass could move while swallow-
ing. No rales could be heard in both lungs. The heart
rhythm was normal. No abnormality was found on
abdomen.

The chest radiograph revealed increased mark-
ings of both lungs, a pleural thickening along the
right chest wall and blunt bilateral costophrenic an-
gles. The chest CT showed knotty and patchy density
in the posterior segment of superior lobe of left lung,
medial segment of right middle lobe of lung and later-
al basal segment of inferior lobe of right lung. The ab-
dominal ultrasonographic examination showed an inhomo-
geneous low-level echo mass 3.1 X 3.0 cn? in size in the
superior mid-abdomen, a strong echo mass 2.2X 1.8 em’
in size in right adrenal gland, a cyst echo mass 2.8%X2.8
cm? in size in right kidney and a cyst echo mass 2. 8
X 2.8 cm? in size in left kidney. The abdomen CT
showed a soft tissue dense mass in the root of mesen-
tery reinforced slightly in contrast, a soft tissue dense
mass protruding outward at the medial margin of
right kidney reinforced slightly in contrast and a high
density mass in the left kidney. Ultrasonography of

the thyroid gland revealed an inhomogeneous low-lev-
¢l echo mass 2.6 X 2.5 cm® in size in right lower cer-
vical part, with plenty of blood supply. The CT scan
showed a poorly demarcated soft tissue dense mass 2
X 3.5 cm? in size in the right throid gland area. Gas-
troscopy showed scattered erosion in gastric corpus
and duodenum and normal esophagus. The stomach
had little peristalsis. Histological examination of
stomach showed a few abnormal cells with karyokine-
sis on biopsy. Immunohistochemistry revealed: vi-
mentin( + ) ,NSE( + ), keratin( — ).

Laboratory tests after admission showed: Hb 92 g/
L,HCT 27.0%, PLT 137x10°/L,WBC 7.0 x 10°/L,
N 0.80,ESR 65 mm/h,GPT 6.6 U/L,GOT 11.7 U/
L, TP 59.9 g/1.,,ALB 38.3 g/L, TB 5.5 pmol/L, DB
2.7 pmol/1.,GLU 4. 58 mmol/L., BUN 7. 58 mmol/L ,
Cr 126 pmol/L ,ALP 75.6 U/L,GGT 26.3 U/L,CK
64.3 U/L,LDH 215 U/L,,K 3.89 mmol/L.,Na 143.6
mmol/L ,Cl 101.6 mmol/L, CEA 2.0 ng/ml, AFP
<25 ng/ml,FT, 20.7 pmol/L(11.45-23.17), TTy
188.9 nmol/L(58. 1-140.6), TSH <0.01 mU/L
(0.35-5.50), FT3 7.7 pmol/L.(3.5-6.5), TT33.6
nmol/L(0.92-2.37). Stool examination was normal.

Intravenous nutrition support was given after admis-
sion. The patient’s heart rate increased to 120-130 /min.
The blood chemical examination showed: GPT 13 U/L,
GOT 10 U/L, TB 6 pmol/L, DB 2 pmol/1., GLU 6.6
mmol/L, BUN 19 mmol/L. , Amy 200 U/L, CK 95
U/, CK-MB 12.3 U/L, K 4. 6 mmol/L, Na 135
mmol/L, Cl 107 mmol/L, Ca2.5 mmol/L. 1t was con-
sidered that it might be caused by hypovolemia, then vol-
ume expansion therapy was given. But the condition of
the patient was not improved significantly. The tempera-
ture was 38.0°C with heart rate 140-150 /min and respi-
ratory rate 40 /min. Moist rales could be heard in both
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lungs. A chest radiograph showed increased markings of
both lungs. The hematologic test, arterial blood gas and
blood chemical values were: Hb 122 g/L, PLT 124 X
10°/1., WBC 21.6 X 10°/L, N 0.93, HCT 35.1%,

pH 7.307, POO, 24.8 mmHg, HCO; 12.0 mmol/L,
PO, 106.4 mmHg, Sa®, 97.1% , BE—11.9 mmol/L,
GPT 21 U/L, GOT 60 U/L, GLU 10. 6 mmol/L,
BUN 24. 7 mmol/L, ALP 72.8 U/L, GGT 35 U/L,

CK 366 U/L, CK-MB 46U/L, LDH 733 U/L, K 3.89
mmol/L, Na 143. 6 mmol/L,Cl 101. 6 mmol/L, Amy
54 U/L. Electrocardiogram showed sinus rhythm without
ST segment change. The patient might have pulmonary
infection , uncompensated metabolic acidosis and acute my-
ocardial infarction. The antibacterials, correction of
acidosis and intravenous nitroglycerin were given. But
the patient gradually got worse and died at 16:10 on
September 5.

Clinical Discussion

Dr. Sun Yufa: According to the clinical signs,
| thought the causes of death were as follows: @ Acute
myocardial infarction. The patient had the history of
coronary heart disease and myocardial infarction.
Coronary artery was constricted. In spite of lacking
typical elevation of the ST segment, acute myocardial
infarction should be considered because of the increase
in myocardial enzyme. However there might be other
causes such as heart failure and infection. @ Pul-
monary infection. The patient got a high fever, the
white cells were so high, moist rales could be heard in
both lungs and the markings of both lungs increased
though the chest radiograph didn’t show significant
shadows. Pulmonary infection in the elderly might
have atypical change on chest film. Pulmonary infec-
tion and acute myocardial infarction caused heart {fail-
ure and death of the patient. (@ Malignant tumor.
There were some masses in right kidney, right adrenal
gland and posterior peritoneum. Gastroscopy showed
scattered erosion in gastric corpus and duodenum.
The stomach had little peristalsis. Histology showed a
few abnormal cells with karyokinesis on biopsy. Im-
munohistochemistry revealed: vimentin ( + ), NSE
(+). Primary neuroendocrine tumor of the stomach
with metastasis to multiple organs should be consid-
ered. We still considered metastatic neuroendocrinic
tumor of the stomach. Patients with carcinomas usu-
ally died of complications such as embolism, massive
hemorrhage, infection, etc. The patient might die of
heart failure and respiratory failure caused by pul-
monary infection.

Dr. Wang Rong : The definite diagnoses were acute
pulmonary infection and

myocardial infarction,

metabolic acidosis. As the patient had the history of
thyroid papillary carcinoma, the mass in the right
neck might be recurrent thyroid papillary carcinoma.
The tubercles in lungs, the masses in right kidney,
right adrenal gland and posterior peritoneum, and the le-
sion of stomach were metastatic carcinomas originated
from thyroid papillary carcinoma. But the aged usual-
ly tended to have multiple primary carcinomas. So we
should exclude the possibility that it was the malig-
nant carcinoma originated from stomach or other or-
gans accompaning thyroid papillary carcinoma.

Dr. Jiao Fubin : Gastroscopy showed scattered
erosion in the stomach which had little peristalsis.
Histology showed a few abnormal cells with karyoki-
nesis on biopsy. The typical adenocarcinoma of stom-
ach originated from epithelial tissue is of intraluminal
growth. It is easy to get positive results on biopsy.
However, there is an another kind of carcinoma of stom-
ach, which grows under mucosa and usually can not be
seen. The characteristic of this carcinoma is poor com-
pliance of stomach. We call it linitis plastica. So we
suspected that the patient got this carcinoma. We
should still exclude carcinoid of stomach because of
positive vimentin and NSE.

Dr. Shao Yong: The patient’s death was at-
tributed to complex factors. The patient could have
lower respiratory tract infection because of fever, in-
creased white cells and increased markings. When
lower respiratory tract had focal inflammation in the
elderly, chest film could be atypical. Heart failure re-
sulting from infection caused increase in heart rate.

Hemoglobin and hematocrit before death in comparison

with those on admission increased obviously, which might
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be due to hypovolemia. In addition to infection, uncom-
pensated metabolic acidosis aggravated the process. Be-
cause the patient had the history of myocardial infarc-
tion and increased myocardial enzyme, local myocar-
dial infarction should be considered in spite of atypical
clinical symptoms and electrocardiogram. Surely,
heart failure, shock and infection could cause myocar-
dial enzyme too. The patient had the history of thy-
roid papillary carcinoma resection. Ultrasound and
CT revealed the recurrence of thyroid carcinoma,
which pressed esophagus to cause dysphagia. The his-
tological type of previous thyroid carcinoma was pap-
illary carcinoma. This type of malignant carcinoma
belongs to low grade and its progression is slow. The
patients have normal duration of life if the membrane
of carcinoma is intact after resection without metas-

tastis. If vessels are invaded, the 10 year survival rate

is 30%. In this patient, gastroscopy showed scat-
tered erosion in the stomach and duodenum. Peristal-
sis of gastric corpus was poor. Histology of stomach
showed abnormal cells. Carcinoma under mucosa
should be considered such as inocarcinoma. This kind
of carcinoma commonly invades and grows under mu-
cosa. Gastroscopy might show normal mucosa. It is
not easy to get positive histological results. Deep dig-
out biopsy could improve positive rate. Carcinoid of
stomach should be excluded because of positive NSE.
Because the lesion of stomach and duodenum was so
widespread, we should consider metastatic carcinoma
besides primary carcinoma of stomach. The masses of
right kidney, right adrenal gland and posterior peri-
toneum tended to be metastatic carcinoma, and they

needed to be confirmed by histology.

Pathological Discussion

Dr. Shi Huaiyin: The pathological diagnoses
were as follows:

(1)Recurrent thyroid carcinoma after resection,
3.4X2.8%X2.0 cm’® in size. The histological types
were as follows: Dtypical papillary carcinoma; @fol-
licle isoforms of papillary carcinoma; @ undifferenti-
ated carcinoma. Parathyroid gland and skeletal mus-
cles beside thyroid gland were infiltrated, accompa-
nied by bleeding and necrosis. The metastatic organs
were as follows: (D heart: there were diffused
metastatic nodes. The biggest node in left ventricle
was 4 c¢m in diameter. All layers of both ventricles
were infiltrated by carcinoma cells, accompanied by
bleeding and necrosis. The volume of bloody fluid in
pericardium was 350 ml; (@ adrenal glands: the
biggest node in right adrenal gland was 4 X 3 X3 cm®
in size and that in left adrenal gland was 0. Scm in di-
ameter, accompanied by bleeding and necrosis; 3
kidney: the biggest node in right kidney was 4.8 %4
X 3 cm® in size. The major metastatic carcinomas
were in renal corpuscles; @ pancreas: the mass was
2.4X2.0X1.8 cm® in size; @ both lungs: there
were diffused metastatic nodes in lungs, and some tis-

sues of carcinoma could be seen in arteries; ®diges-

tive tract; metastatic carcinomas infiltrated digestive
tract from serous membrane to submucosa. The
biggest node in stomach was . 6cm in diameter. The
node on Treitz ligament was 4 X 3.5X 3.2 cm® in
size; Dlymph nodes: the nodes on abdominal wall,
diaphragm and abdominal aorta were about 0.5 cm in
diameter.

(2)Stasis of blood and edema of both lungs.

(3)Cyst of 1.2 cm in diameter in inferior pole of
left kidney, accompanied by bleeding.

(4) Atherosclerosis. (D Aorta atherosclerosis,
compound lesion phase. @ Coronary atherosclerosis,
fibrous plaque phase. Anterior descending branch and
right coronary artery belonged to grade 3 and left cir-
cumflex branch to grade 2.

(5) Focal bleeding and necrosis around central
vein of liver.

The pathological cause of death should be exten-
sive metastasis of carcinoma which caused serious
damage of multiple organs and systems.

Dr. Li Xianghong : Thyroid papillary carcinoma
is low-grade malignant tumor, which grows slowly.
This type of carcinoma in the elderly usually tends to

combine with undifferentiated carcinoma which is
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high-grade malignant tumor. It has strong invasive-
ness and is apt to metastasize, as was confirmed by
autopsy. Invasion of carcinoma to myocardium leads
to increase in myocardial enzyme but not acute my-

ocardial infarction. The reason of scattered erosion in

gastrointestinal tract was that invasion of metastatic

carcinoma to submucosa and muscular layer caused
necrosis of mucosa.

(Translators WU Dachong, WU Benyan)
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