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Simultaneous Occurrence of Medullary and Papillary Thyroid Carcinoma
with Lymph Node Metastasis : A Case Report

Young-Hoon Joo, M.D., Chang-Hyun Yun, M.D., Dong-il Sun, M.D., Min-Sik Kim, M.D.

Department Otolaryngology-Head and Neck Surgery, College of Medicine,
The Catholic University of Korea, Seoul, KOREA

Simultaneous occurrence of medullary and papillary thyroid carcinomas in the same gland is
very rare. In fact. there are only 18 cases of simultaneous occurrence of medullary and papillary
thyroid carcinomas in the literature. We report a case of simultaneous medullary and papillary
carcinoma of thyroid gland. A 67-year-old woman was diagnosed with medullary carcinoma
of right lobe of thyroid gland and papillary carcinoma of left lobe of thyroid gland by fine
needle aspiration cytology. Total thyroidectomy, anterior neck dissection, bilateral modified radical
neck dissection and tracheotomy was undertaken. The tumor metastasized to regional lymph
node and extrathyroidal muscle invasion of left papillary carcinoma was also revealed by pathological
report. This report describes a case of thyroid carcinoma that demonstrated both medullary carcinoma
and papillary components in the thyroid with lymph node metastasis.
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Fig. 1. Preoperative postcontrast enhanced neck
computed tomography.

About 2x2.4cm sized hypodense enhancing mass
is noted in left thyroid lobe with obliteration of the
fat plane with adjacent strap muscle. And about
Ixlcm sized well enhancing nodule is also noted
in right thyroid lobe.
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Fig. 2. Histologic findings.
The tumor in left lobe shows papillary carcinoma
of the thyroid(H&E stain, X100).
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Fig. 3. Histologic findings.

The tumor in right lobe shows proliferating spindle
shaped tumor cells irregularly arranged on fibrous
stroma. The Amyloid deposit in stroma was not ob-
served(H&E stain, X100).
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Fig. 4. Histologic ﬁndings.
The calcitonin immunostaining of the medullary car-
cinoma reveals positive reactivity(X100).
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