
International Journal of 

                  Case Report

Amal Hajri, Mahassine Rayadi*, Kamal Benzidane, Driss Errguibi, Rachid Boufettal, Saad El Jay and Farid 
Chehab
Department of General Surgery, IBN ROCHD University Hospital Center, Casablanca, Morocco

*Corresponding authors: Mahassine Rayadi, Department of General Surgery, IBN ROCHD University Hospital 
Center, Casablanca, Morocco

Received: July 24, 2024                                                                                                        Published: October 16, 2024

Copyright © All rights are reserved by Amal Hajri, Mahassine Rayadi*, Kamal Benzidane, Driss Errguibi, Rachid Boufettal, Saad El Jay and Farid 
Chehab

Clinical Studies & Medical  Case ReportsISSN 2692-5877

1

DOI: 10.46998/IJCMCR.2024.43.001059

DOI: 10.46998/IJCMCR.2024.43.001059

Metastatic Forms of Differentiated Thyroid Cancer

Abstract

Differentiated thyroid carcinoma (DTC), including papillary and follicular carcinoma, is the most common malignant endo-
crine neoplasm in adults, accounting for over 90% of all thyroid cancers. Characterized by often localized or regional exten-
sion, it generally has a favorable prognosis. Distant metastases primarily involve the lungs and bones.Other localizations are 
rare (10%). Their occurrence considerably worsens the prognosis. Objective to study the clinical, paraclinical, histological, 
therapeutic and evolutionary aspects of metastatic CDT. This descriptive and retrospective study of 78 patients from 762 files 
of patients followed in our entity for differentiated thyroid cancer during 34 years from January 1986 to 2020 having presented 
metastases. Mean age 46.4 (10-80) years with a female predominance in 90% of cases. Total thyroidectomy without lymph 
node dissection was performed in 51% of cases. The mean duration of recurrence as distant metastasis was 43.9% months after 
surgery. Papillary carcinoma was dominant in 85% of cases. Capsular effraction was found in 34% of cases, vascular emboli 
in 16%, with multifocality in 23% of cases. Ira therapy was indicated in 97% of patients. The metastases were located in the 
brain (2 cases), lung (15 cases), bone (18 cases), lymph nodes (60 cases) and skin, sternum, larynx and retro-orbital (4 cases). 
The prognostic factors for recurrence were age greater than 55 years, advanced TNM stage, capsular invasion and multifocal-
ity. The recurrence rate of differentiated thyroid cancers is low in our series.  The risk of recurrence is correlated with several 
prognostic factors such as advanced age, multifocality, capsular invasion and vascular emboli.
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Introduction
Differentiated Thyroid Carcinoma (DTC), including papillary 
and follicular carcinoma, is the most common malignant endo-
crine neoplasm in adults and accounts for more than 90% of all 
thyroid cancers [1].

Differentiated thyroid cancer is the most common of endocrine 
cancers but nevertheless remains rare, representing only 1% of 
all cancers [2,5] . Its incidence has been increasing in recent 
decades worldwide [3,6].

Metastases can occur in 10% of cases, worsening the progno-
sis, the preferred locations of which are the bone and the lung 
[4,8]. They can be revealing or appear during follow-up. The 
management of metastases is multidisciplinary. It depends on 
the location of metastases and associated prognostic factors 
[5].

The objective of this work was to determine the different epi-
demiological, clinical, histological and progressive aspects of 
metastatic differentiated thyroid carcinomas, as well as the 
treatment and monitoring modalities.

Material and Methods
Patients: A cohort study was carried out with a retrospective 
review of the files of seventy-eight patients followed for dif-
ferentiated thyroid cancer in the endocrinology-diabetology 
and metabolic disease department of the Ibn Rochd university 
hospital center in Casablanca. This study was carried out over 
a period of 34 years from January 1986 to March 2020. The 
surgical treatment was carried out in the general surgery de-
partments (wing III) of the Ibn Rochd University Hospital in 
Casablanca and the Oto-Rhino-Laryngology departments of 
the hospital. August 20 from Casablanca. 

We included in this study all patients initially treated for a 
thyroid tumor, and for whom the histological and immuno-
histochemical study of biopsies and surgical specimens had 
confirmed that it was a metastasis of a differentiated thyroid 
carcinoma. , either during the initial diagnosis, or during its 
evolution.

Evaluation Methods: During this work, we collected epide-
miological data (age, sex, history), clinical data (circumstances 
of discovery), histological data (type, unfavorable histologi-
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Figure 1: Distribution of patients by age group.

cal elements such as location) through a data sheet. multifocal 
thyroid, breakage of the capsule of the thyroid nodule and the 
presence of peritumoral vascular emboli, the size of the tumor, 
TNM stage), biological, paraclinical and progressive of the pa-
tients.

Statistical tools: SPSS version 20 software was used for the 
analysis of parametric data. Univariate analyzes were per-
formed by calculating measures of central tendency and dis-
persion based on the distribution characteristics of each of the 
quantitative variables, while categorical variables were pre-
sented in absolute and relative frequencies. Bivariate analysis 
of the association between clinical and histological variables 
and regression results was estimated using the chi-square test 
or Fisher's exact test for categorical variables, and the Mann-
Whitney test or the t test for continuous variables, with the 
calculation of relative risk (RR) values. The p value < 0.05 was 
statistically significant.

Results
The average age of our patients was 46.4 years with a range of 
10 to 80 years, predominantly female with an F/M sex ratio of 
8.75 (Figure 1)? 
A history of oncological disease was noted in 7 patients:
- Two cases of breast cancer, 
- A case of cavum cancer  
- Four cases of familial papillary carcinoma.
The most frequent reason for consultation was thyroid nodules 
in 75.6% of cases, most often in the form of GMHN (48.7%). 
Furthermore, metastases were revealing in 19 cases or 24.3% 
including 5.12% of cases at the lymph node level and 19.1% 
of distant locations. Total thyroidectomy was indicated in all 
patients except one patient, due to tumor adhesion and pulmo-
nary morbidity. Lymph node dissection was performed in 50% 
of cases.

Histological examination revealed 11% gallbladder carcinoma 
and 89% papillary carcinoma, including 9 cases of papillary 
thyroid microcarcinomas (12%) and lymphocytic thyroiditis 
was only associated in 2 patients. Lymph node invasion was 
the majority in both histological types with 79% for gallblad-
der carcinoma and 89% for papillary carcinoma.  According 
to the TNM classification, 24% of cases were classified pt1, 
25% of pt2 cases, 15% of pt3 cases, 11% of pt4 cases, and the 
remaining 25% were unspecified.
For unfavorable histological signs, we found:
- Multifocal thyroid locations in 23% of cases
- A breakage of the capsule of the thyroid nodule in 34% of 
cases
- Vascular neoplastic emboli were found in 16% of cases.
Cervical ultrasound was performed in all patients. It revealed 

recurrent thyroid nodules in 10 patients, a parathyroid nodule 
in 1 patient and suspicious cervical lymphadenopathy in 60 pa-
tients.
The thyroglobulin level after total thyroidectomy was greater 
than 100 ng/ml in 65 patients, with a maximum of 16,000 ng/
ml. Anti-thyroglobulin antibodies were present in 9 patients.
Metastases predominated at the lymph node level in 60 cases 
(77%), while 18 cases had bone metastases (23%), 15 had pul-
monary metastases and 6 had rarer metastases, notably brain 
(2 cases), skin, parathyroid, laryngeal and 1 retro-orbital case. 
Multifocal involvement was found in 5 patients.

Surgical treatment of distant metastases was carried out in 15 
patients (19.2%). It was about :
- Tumor excision for retro-orbital, cutaneous, parathyroid me-
tastasis
- Total excision of the bone tumor in 12 patients (15.3%)
The anatomopathological study with immuno-histochemical 
complement, surgical specimens and biopsies was carried out 
in all our patients who confirmed the thyroid origin of the me-
tastases.

Iodine 131 iratherapy was indicated in all our patients, except 
one patient in whom the thyroid carcinoma was not operable.
Hormone therapy at a restraining dose was systematic for all of 
our patients with L-Thyroxine either post-operatively or after 
Iratherapie. 
Monitoring of all patients during the first year was frequent, 
then biannual, then annual and continued for life.
Complete remission was noted in 60 cases or 64%, while 12 
patients (15%) are still in a stable condition. However, 6 cases 
of death were noted, i.e. 7.7%, mainly due to the progression 
of the metastatic disease. The follow-up in our series was 34 
years.

Discussion
Differentiated thyroid cancers are the most common malignant 
epithelial tumors of the thyroid body that arise from follicular 
cells exhibiting certain morphological and functional charac-
teristics similar to that of normal thyroid tissue. They represent 
papillary cancers, the most common (80%) and follicular can-
cers [8].

The thyroid nodule is the most common manifestation of thy-
roid cancer. It is often asymptomatic and clinically detectable 
in 4 to 7% of the general population; their frequency increases 
with age, particularly in women [9,10]. Thyroid nodules are 
rarely isolated and are most often part of a GMHN. The risk of 
cancer is similar whether it is a solitary nodule or a GMHN. In 
our study, the majority of patients presented for nodular goiter, 
i.e. 48.7%. 

Cervical lymphadenopathy is often a mode of metastatic rev-
elation of thyroid cancer, even more rarely, it involves pulmo-
nary or bone metastasis and confirmation of the diagnosis is 
essentially based on the demonstration of thyroglobulin by 
immunohistochemistry on the biopsy or excision of metastatic 
lesions [2,6].

Differentiated thyroid cancers are usually limited to the thy-
roid gland. Rates of distant metastases vary between 4 and 
15%[1,18]. In our study these metastases were synchronous in 
10% of cases and metachronous in 18% of cases. These results 
are close to other studies….
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The location and frequency of distant metastases vary depend-
ing on the histological type. The mode of dissemination is dif-
ferent in the two types of cancer. Papillary cancer is known to 
metastasize via the lymph nodes, while follicular cancer me-
tastasizes hematogenously, which explains its distant spread 
compared to papillary thyroid cancer [9,10].

In addition to the lymph nodes, the most common sites of me-
tastases are the lungs and bone, however involvement of other 
organs is possible of which it represents < 5% [6].
In our patients, it was rather lymph node metastases which 
were the most frequent with a percentage of 77%, while bone 
and lung metastases represented only 23% and 20% respec-
tively, the other sites were 7.7%.

Advanced age, high TNM stage, capsular breakage and mul-
tifocality are poor prognostic factors identified in our study. 
These results are consistent with the work of other studies 
[1,4], which indicate that age greater than 55 years, aggressive 
histopathological characteristics and local tumor extension or 
distant metastases are indicators of poor prognosis.

Total thyroidectomy from the outset is the standard treatment 
of choice for metastatic CDT. In our series, all patients had un-
dergone total thyroidectomy except one due to tumor adhesion. 
Total thyroidectomy with lymph node dissection is recom-
mended for CDT with locoregional extension, according to the 
guidelines of the American Thyroid Association (ATA)[1,4,18] 
but the indications and extent of cervical lymph node dissec-
tion in thyroid cancer are still controversial, with the possibil-
ity of very different attitudes, particularly with regard to pro-
phylactic cures. It is recommended to carry out a dissection if 
suspicious cervical lymphadenopathy is identified pre- or intra-
operatively in order to reduce the risk of recurrence in low-risk 
patients and to improve survival in high-risk patients. [12].

Iratherapy remains the essential element in the treatment 
of distant metastases of the CDT after total thyroidectomy 
[13,14,15]. Its objective is:
- Treat possible macro or microscopic post-operative tumor 
foci.
- Destroy normal thyroid tissue to improve the sensitivity of 
subsequent monitoring (thyroglobulin dosage);
- Carrying out the extension assessment using whole body 
scintigraphy carried out 3 to 7 days after the iodine dose.

This treatment is administered in the form of an iodine 131 
capsule at a dose of 3.7 GBq/course after stimulation of TSH. 
The latter is achieved by weaning the hormonal treatment for 
3-4 weeks or after two injections of exogenous human recom-
binant TSH (thyrotropin alfa, Thyrogen) 24 hours apart. The 
effectiveness of this treatment depends on the ability of the 
tumor tissue to fix radioactive iodine and the volume of the 
tumor tissue. The iodine 131 courses are repeated every 6 to 12 
months, then more spaced apart, as long as significant fixation 
persists and there is a morphological and/or biological and/or 
scintigraphic response without exceeding a dose of 22 GBq. 
Pulmonary micrometastases represent the most favorable situ-
ation for observing a cure thanks to iodine 131. Unlike pulmo-
nary macrometastases and bone metastatic locations where we 
note an analgesic effect and stabilization of the lesions. 

When the metastatic lesions are immediately non-fixing or io-
do-fixing, progressing despite treatment with IRA therapy and 

persistent after treatment with an iodine 131 dose of 22GBq, 
they are considered refractory [6,9]. Although radioactive io-
dine ablation (RAI) therapy is the first-line treatment for meta-
static disease, one third of patients do not absorb 131I or be-
come refractory to RAI [3,6,16]. In the latter group, alternative 
treatments such as external beam radiotherapy, multikinase 
inhibitors and targeted therapies for tumors with specific mo-
lecular alterations have mainly led to an increase in the time to 
progression [7–10]. Given that almost a third of patients with 
metastatic disease may remain stable for up to 10 years or more 
[3, 11], active surveillance is a rational approach to patient care 
while limiting surgical or pharmacological interventions to 
those with progressive disease or mass effect symptoms.

Patient monitoring is done through clinical examination, serum 
thyroglobulin measurement, cervical ultrasound and iodine 
131 scintigraphy. The 10-year survival rate in the presence of 
metastases varies from 25 to 40% [7]. It is more favorable in 
papillary, well-differentiated forms whose chest x-ray image 
is normal or miliary type, occurring before the age of 45 and 
respond to iodine 131. 

In our series, 97% of patients received iratherapy, reflecting 
this standard approach.

Conclusion
Differentiated thyroid cancer has a good prognosis. Howev-
er, 10% of patients with differentiated carcinomas will pres-
ent with locally advanced disease. Metastases being the main 
cause of death. 
The principles of treatment depend on the stage of the cancer, 
the location and extent of the metastasis and consist of a total 
thyroidectomy with lymph node dissection, treatment with ra-
dioactive iodine, slowing treatment and surgical treatment of 
the metastasis if indicated. 

The risk of recurrence is frequent and can occur several years 
after treatment, hence the importance of long-term monitoring.
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