=
o
203 A 23 2013 online ® ML Comm

= Abstract =

A Case of Thyroid Papillary Cancer with Spinal Metastasis

Suk Min Yang, MD, Jae Won Chang, MD, Yoo Seob Shin, MD, Chul-Ho Kim, MD, PhD
Department of Otolaryngology, School of Medicine, Ajou University, Suwon, Korea

Thyroid cancer is known as its relatively high cure rate after surgical treatment and spinal metastasis of thyroid
cancer is extremely rare as the prevalence is only 2—13%. Spinal metastasis is usually asymptomatic and discov-
ered incidentally in most cases. A 66-year-old man was diagnosed as thyroid papillary cancer with spinal metas-
tasis. We treated the patient by surgery, adjuvant radiotheraphy and radioactive iodine therapy. C6 corpectomy
was followed for the residual spinal metastasis by the department of neurosurgery. The patient had no functional
complication by the surgical process. At 24 months after surgery, there was no sign of recurrence and the patient
led social life without any discomfort. We present this case with a review of the related literatures.
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Fig. 1. (A) Preoperative enhanced neck CT shows about 1.5 cm
sized, ill-defined,calcified mass in the right thyroid gland, ne-
crotic lymphadenopathy in both level Il-lIl area with right internal
jugular vein invasion, and (B) osteolytic lesion on the body of Cé

vertebra indicating spinal metastasis.
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Fig. 2. Preoperative PET-CT shows (A) FDG uptake in the right thyroid gland(SUV : 15.8), (B) right level lI-IV(SUV : 13.3), and the Cé spine

(SUV :5.9).
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Fig. 3. Intraoperative view. (A) Total thyroidectomy with central neck dissectionwas performed. Ipsilateralrecurrent laryngeal nerve
was sacrificed due to the tumor invasion. (B) Rightfunctional neck dissection except level | and (C) left selective neck dissection
(level IIV) was done. (D) The surgical specimen after the operation. The largest thyroid nodule was measured 3.5x 1.5 cm with extra-

thyroidal extension.
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Fig. 4. PET-CT taken 4 months after the operation shows the pro-
bability of skeletal metastasis in the Cé spine without significant
intervalchange(SUV was increased slightly from 5.9 to 6.3).
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