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Thyroid metastasis from renal cell carcinoma eight years after
radical nephrectomy: a case report

Radikal nefrektomiden sekiz y›l sonra renal hücreli karsinomdan
tiroit metastaz›: Olgu sunumu

Canan UZEL, M.D.,1 Halil COfiKUN, M.D.,2 Tar›k TERZ‹O⁄LU, M.D.,3 Necdet ARAS, M.D.4

A forty-five-year-old female patient presented with
thyroid nodules eight years after radical nephrectomy
for renal cell carcinoma (T2N0M0, grade 2, clear cell
subtype) in the right kidney. Ultrasonography of the
neck showed multiple hypoechoic macronodules.
There was no lymphadenomegaly. During total thy-
roidectomy following an initial diagnosis of multinodu-
lar goiter, frozen section analysis was made, which
showed metastasis from renal cell carcinoma.
Immunohistochemical studies demonstrated that the
tumor cells were negative for thyroglobulin staining.
No recurrences or other metastatic disease were seen
during a follow-up period of 12 months. Although clin-
ically the thyroid gland is a rare site for tumor metas-
tasis, this possibility should be kept in mind in patients
with a previous history of renal cell carcinoma.
Key Words: Carcinoma/secondary; carcinoma, renal cell/
secondary/pathology; kidney neoplasms/pathology; thyroid
neoplasms/secondary/surgery; thyroidectomy.

Sekiz y›l önce sa¤ renal hücreli karsinom tan›s›yla
radikal nefrektomi yap›lan (T2N0M0 grade 2, berrak
hücreli subtip) 45 yafl›nda kad›n hastada tiroitte no-
dül saptand›. Boyun ultrasonografisinde multipl hi-
poekoik makronodüler yap› görüldü, lenfadenoma-
galiye rastlanmad›. Multinodüler guatr düflünülerek
yap›lan total tiroidektomi s›ras›nda, frozen ile ince-
lenen örnekte renal hücreli karsinom metastaz›
saptand›. ‹mmünhistokimyasal analizde, tiroit tü-
möründeki berrak hücreler tiroglobulin için boyama
göstermedi. Ameliyat sonras›nda hastan›n 12 ayl›k
izleminde nüks veya baflka metastatik hastal›¤a
rastlanmad›. Tiroit bezinde metastaz çok nadir olsa
da, renal hücreli karsinom öyküsü olan hastalarda
tiroide metastaz olabilece¤i göz önünde bulundur-
u l m a l › d › r.
Anahtar Sözcükler: Karsinom/ikincil; karsinom, renal hücre-
li/ikincil/patoloji; böbrek neoplazileri/patoloji; tiroit neoplazile-
ri/ikincil/cerrahi; tiroidektomi.

Solitary thyroid metastasis from a renal cell car-
cinoma (RCC) is uncommon. This paper presents a
patient with RCC that metastasized to the thyro i d
gland eight years after nephrectomy of the right
k i d n e y.

CASE REPORT

A forty five-year old female patient presented with
a swelling in her neck. She had a history of right radi-
cal nephrectomy for RCC, of clear cell subtype, in
F e b ruary 1995. The tumor was confined to the lower
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pole of the right kidney. There was no capsular inva-
sion. Metastatic work-up at the time of diagnosis was
negative. The tumor was staged as T2N0M0 a c c o rd i n g
to the UICC staging system (grade 2). 

On physical examination, she was found to be in
good general condition except for multiple nodules
detected by palpation on both lobes of the thyroid
gland. Laboratory findings showed normal thyroid
function tests. 

Ultrasonography of the neck showed six macro-
nodules (Fig. 1a, b). The largest was an hypoechoic
lesion in the left lobe and measured 19x17 mm. The
size of the remaining nodules ranged from 8 mm to
19 mm. There were four other hypoechoic nodules,
one of which was in the right lobe, and another in

the isthmus. One nodule appeared isoechoic and
calcified. There was no lymphadenomegaly.

As the patient lived in an endemic region of
Turkey for multinodular goiter she was thought to
have a multinodular goitre. Therefore, no further
investigation was made before the operation and
total thyroidectomy was performed. At surgery, four
well-circumscribed yellowish tumors were seen in
both lobes. Frozen section revealed metastasis from
RCC. There was no evidence for extrathyro i d a l
extension, nor any lymphatic spread. The postoper-
ative period was uneventful. No evidence for recur-
rence or other metastatic diseases was detected dur-
ing a follow-period of 12 months.

Cut sections of the left total thyroidectomy spec-
imen (4.5x4x3 cm) contained two solid tumoral
nodules which were yellowish in colour, the larg e s t
being 1.5 cm in diameter (Fig. 2). Frozen section
analysis revealed nests of atypical cells with clear
and eosinophilic cytoplasm and hyperc h ro m a t i c
nuclei with mild pleomorphism. Taking the history
of the patient into consideration, frozen section
diagnosis was made as metastasis from RCC. The
right total thyroidectomy specimen (4x3.5x2.5 cm)
revealed three similar nodules, the largest measur-
ing 2 cm. Hematoxylin-eosin staining of paraff i n
blocks of all the tumoral nodules showed the
above-mentioned malignant characteristics (Fig. 3,
4). The remaining two nodules were histopatholog-
ically benign colloidal nodules. The tumor cells
w e re negative for thyroglobulin (Neomarkers,
T h y roglobulin Ab-3) (2H11+6E1) (Fig. 5), positive
for vimentin (Neomarkers, Vimentin Ab-2, V9)
(Fig. 6) and pancytokeratin (Neomarkers, Keratin
Pan Ab-2, Cocktail) antibodies. Light micro s c o p i c
and immunohistochemical features of the tumor
w e re consistent with metastasis of RCC to the thy-
roid gland.

( a )

( b )

Fig. 1 - Ultrasonography of the thyroid. Multiple nodules ( a ) i n
the left and ( b ) right lobes. Fig. 2 - M a c roscopic view of the thyroid lobes.

R i g h tL e f t
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DISCUSSION

Metastatic tumors to the thyroid gland present as
a solitary nodule or multiple nodules. They may be
m i c roscopically well-circumscribed or invasive.
They may also show a diffuse interlobar infiltrative
pattern with vascular invasion.[1]

C a rcinomas of the lung and breast have been
enumerated in the literature as two of the most
common primary tumors that metastasize to the
t h y roid. However, the incidence of clinically signif-
icant metastases from other sites has been docu-
mented in many studies.[ 2 , 3 ] Chen et al.[ 2 ] re p o r t e d
ten patients with thyroid metastases, which had

been isolated during an eight-year period, five of
which had metastasis from renal cell carc i n o m a .

Hematological malignancies other than lym-
phomas may also invade the thyroid gland. In a
report of patients with multiple myeloma, 2.6% had
thyroid invasion.[4]

Extramedullary plasmocytoma of the thyroid may
be seen, although the majority of cases pro g ress to
multiple myeloma on longer follow up.[ 5 ] L e u k e m i c
infiltrations to the thyroid and metastatic Kaposi’s sar-
coma associated with AIDS have also been re p o r t e d .[ 6 ]

P reoperative fine-needle aspiration cytology
(FNAC) has been described as an effective proce-

Fig. 3 - Malignant tumor separated from the
t h y roid tissue with a thin fibrous cap -
sule (H-E x 40).

Fig. 4 - Tumor cells with hyperc h ro m a t i c
nuclei, clear and eosinophilic cyto -
plasm (H-E x 400).



dure for the diagnosis of metastatic thyroid can-
cer.[7,8] A more accurate incidence of clinically signif-
icant metastases to the thyroid came from clinical
series that employed preoperative FNAC for thyroid
masses, which was 5.7% and 7.5%.[8,9] As frozen sec-
tion analysis showed metastatic renal cell carcinoma
in our case, total thyroidectomy was performed and
surgical specimens were sent for further immuno-
histologic examination.

There is no clear consensus regarding the role of
previous surgery in metastatic diseases to the thy-
roid.[10] Most authors recommend thyroid lobecto-
my/isthmusectomy when the metastatic disease is
confined to a single lobe of the thyroid gland,[10,11] or

for palliation of airway obstruction.[12] However, due
to the limited number of patients, it is difficult to
make definite recommendations. It seems clear that
resection of all thyroid metastases should be
attempted with at least thyroid lobectomy. In case of
extensive metastasis or a large lesion, total or near-
total thyroidectomy may be required. In the absence
of randomized, prospective trials comparing surgi-
cal and nonsurgical therapies for the treatment of
isolated metastases to the thyroid, the true benefit of
thyroidectomy remains unclear. In the absence of
locally recurrent and metastatic disease at other
sites, resection may be beneficial and may prolong
survival.
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Fig. 5 - The tumor cells were negative for thy -
roglobulin staining (Thyro g l o b u l i n
Ab-3 x 100).

Fig. 6 - The tumor cells showing vimentin pos -
itivity (Vimentin x 400).
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Renal cell carcinoma often tends to show a slow
progression in its clinical course. The rate of survival
after thyroidectomy was reported to be 60% for iso-
lated thyroid metastases during a mean follow-up
period of 5.2 years.[2] No recurrences were encoun-
tered in the presented case during 12 months after
thyroidectomy.

In conclusion, clinically significant metastasis to
the thyroid gland is relatively infrequent. However,
the possibility of a metastatic disease to the thyroid
gland should always be kept in mind in patients
with a previous history of cancer, especially renal
cell carcinoma. Survival can be improved after resec-
tion of the metastatic tumor through thyroidectomy.
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