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The histological rarity of thyroid cancer

Abstract
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Thyroid cancer is the most common endocrine cancer, accounting for about 1% of all cancers. 
Sarcomas, lymphomas and metastases to the thyroid gland are rare and only with a handful of 
descriptions in the literature.

Objective: To describe rare histological types of thyroid cancer found in a reference center.

Methods: Medical chart review from admitted patients diagnosed with thyroid cancer in the period 
from 1977 to 2010. Demographic, diagnostic, therapeutic and histopathological information were 
collected.

Results: 3,018 records of patients admitted with thyroid disease were reviewed. Among the cases 
diagnosed with rare tumors there was a predominance of: anaplastic carcinoma: 22 cases (0.7%), 
followed by 11 cases of medullary carcinoma (0.36%); 2 cases of sarcoma (0.07%), 2 cases of lymphoma 
(0.07%) and one case of metastatic carcinoid tumor (0.03%). There were more females diagnosed 
(57%) as well as Caucasians (84%). The most frequent clinical presentation was a palpable thyroid 
nodule. All patients with lymphoma, sarcoma and anaplastic carcinoma died.

Conclusion: Sarcomas, lymphomas and thyroid metastases are uncommon and tend to worse 
outcomes.
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INTRODUCTION

Thyroid cancer is the most common neoplasia of 
the read and neck, representing 1% of all malignant tu-
mors in the age range between 30 and 74 years, with a 
three fold higher prevalence in women, when compared 
to men, although such difference drops after 48 years 
of age1. In a North-American statistics, it corresponds 
to 3% of all the neoplasia affecting women, there were 
estimates of 48,020 cases of thyroid cancer in both gen-
ders in 2011. According to information from the National 
Cancer Institute in Brazil, the incidence of new thyroid 
cancers for 2012, gross rate/100 thousand women, varied 
between 3.4 and 17.06 among the different geographic 
regions2.

As to histological type, adenocarcinoma is the most 
frequent type, reaching 90% of all the cases in different 
series. Sarcomas, lymphomas and metastases to the thyroid 
gland are not very much described in the literature.

Sarcomas have a described prevalence of ap-
proximately 1%, and 15% to 20% of them happen in the 
head and neck; 0.014% of the sarcomas are primary of 
the thyroid. Its cytological diagnosis in preoperative tests 
is not easy, and its cytology may be mistaken with other 
thyroid neoplastic lesion, such as anaplastic and medullar 
carcinomas3.

Lymphomas have a thyroid prevalence between 
0.6% and 5%; there is a clinical past of Hashimoto thyroid-
itis in 27% to 100% of the cases. There may be Hodgkin 
and Non-Hodgkin lymphoma, and the B-cell Non-Hodgkin 
is the most prevalent4.

Metastases to the thyroid are not often described, 
having a low incidence. There are descriptions of me-
tastases from a primary kidney lesion, melanoma, lung, 
parathyroid, salivary gland and breast cancer5. However, 
in a study carried out in autopsies from patients which 
cause of death was malignant neoplasia, they reported 
that metastases to the thyroid gland is usually a terminal 
event, and it may happen in up to 120 months after the 
diagnosis of primary neoplasia and, when diagnosed, the 
patient already has a bad prognosis6,7.

This paper aims at doing a descriptive analysis of 
the rare histological types of thyroid cancer in a tertiary 
reference center.

METHODS

This paper was approved by the Ethics Committee 
in Research of the Institution where it was done.

We carried out a retrospective study of a series 
of cases, studying 3,018 charts from patients with thy-
roid disease submitted to a surgical procedure between 
1977 and 2010. We collected demographic information 
associated with the diagnosis, treatment and histopatho-
logical results.

RESULTS

We studied the surgical causes of thyroid disease, 
encompassing a total of 3,018 cases. Of these, we found 
histological benign disease in 72% of the cases, the most 
prevalent was colloid goiter; 21% of the cases were papil-
liferous tumors; 4.7% follicular neoplasia; undifferentiated 
carcinoma was found in 0.73%; and medullary corre-
sponded to 0.36%.

Histological types were the lymphomas (Figure 1), 
sarcomas (Figure 2), undifferentiated carcinomas, med-
ullary carcinoma and metastases to the thyroid gland, 
which together corresponded to less than 1.30% of the 
series - Table 1.

Figure 1. Microphotography of a thyroid lymphoma. HE, 400x.

Figure 2. Microphotography of a thyroid fusiform sarcoma. HE, 400x.

Assessing the series as to neoplastic histology, the 
result was a predominance of well-differentiated thyroid carci-
noma, corresponding to 95% of the cases; followed by undif-
ferentiated carcinomas, 2.7%, and medullary, 1.3% - Table 2.
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Table 1. Distribution of cases according to histological type.

Pathology Number of cases %

Benign lesions 2194 72.6

Papilliferous carcinoma 645 21.4

Follicular carcinoma 141 4.7

Undifferentiated carcinoma 22 0.73

Medullary carcinoma 11 0.36

Sarcoma 2 0.07

Lymphoma 2 0.07

Metastasis 1 0.07

Total 3018 100

Table 2. Distribution of the cases according malignant histo-
logical types.

Malignant neoplasia Number of cases %

Papilliferous carcinoma 645 78.3

Follicular carcinoma 141 17.1

Undifferentiated carcinoma 22 2.7

Medullary carcinoma 11 1.3

Sarcoma 2 0.24

Lymphoma 2 0.24

Metastasis 1 0.12

Total 824 100

Concerning the rare types of thyroid cancer, we had 
38 cases (4.61%), which most had bad clinical outcomes 
(Figure 3).

Figure 3. Microphotography of a thyroid carcinoid tumor. HE, 100x.

DISCUSSION

After assessing 3,018 charts of thyroid disease cases 
operated, we had 95.4% of the patients submitted to surgi-
cal treatment for thyroid neoplasia, with histology reports 

of well-differentiated thyroid carcinoma and only 0.6% of 
the patients were diagnosed with lymphoma, sarcoma or 
metastases to the thyroid gland, and such data match those 
published in the literature8.

The undifferentiated carcinoma, contrary to 
other types of thyroid carcinoma, have a very ag-
gressive behavior, regardless of treatment type, and 
knowing its clinical and pathological characteristics is 
very important to establish the best treatment9. In our 
series, it was the most frequent histological type, with a 
predominance in females (65% of the cases). In general, 
upon clinical presentation it is possible to make a preo-
perative clinical diagnosis, because they have symptoms 
associated to a fast growth neck tumor compressing the 
upper digestive and air ways. In this series, all the patients 
died.

Primary thyroid lymphomas have a large spec-
trum, among which we may distinguish Hodgkin lym-
phoma and non-Hodgkin lymphoma of large cells, 
low-grade MALT lymphomas, low-grade B-cell lympho-
mas with plasmacytic differentiation, Burkitt lympho-
ma and delta gama lymphoma, and the non-Hodgkin 
B lymphoma the most frequent lympho-proliferative 
neoplasia in this gland, as well as B-cell high-grade lym-
phomas which are more common than the low grade 
ones4.

Primary thyroid lymphomas happen more frequent 
in women than in men, involving individuals with ages 
between 50 and 80 years, with an incidence peak in the 
sixth decade of life; having an annual incidence of two 
cases per million inhabitants, representing about 2% of 
the extranodal lymphomas10. According to the literature, 
there is a greater incidence of lymphoma in the cases of 
autoimmune thyroiditis11.

The most common clinical presentation of this 
type of tumor is similar to that of the thyroid anaplastic 
carcinoma and is based on a sudden growth in the neck, 
often times associated to obstructive symptoms12. The 
outcome may be favorable if the diagnosis is early and 
the treatment is specific.

As to sarcomas, the diagnosis of a primary thyroid 
lesion requires much prudence, since leiomyosarcoma in 
the neck are more common than primary thyroid lesions 
and may invade the gland. By the same token, the pri-
mary thyroid lesion may also involve adjacent structures, 
spilling over the thyroid capsule, which causes diagnostic 
confusion3.

With the help of immunohistochemistry and elec-
tronic microscopy, it has been shown that most of the 
sarcomatous lesions of the thyroid gland are undifferen-
tiated carcinomas with sarcomatous differentiation, with 
epithelial origin and not mesenchymal, which may show 
expression of vimentin and cytokeratin , besides the oc-
casional expression of thyroglobulin, but do not show the 
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expression of desmin, muscle-specific actin, chromogranin 
or calcitonin13. Such analysis could not be carried out in a 
review in our service, since the slides dated of early 80‘s, 
with compromise of its characteristics.

Concerning metastasis to the thyroid gland, most 
of the patients are asymptomatic, corroborating its sub-
diagnosis. Its incidence varies between 1.4 to 4%7. None-
theless, in autopsy studies, the incidence can get to 24%. 
Although the presentation with thyroid metastatic lesion 
be considered indicative of a terminal disease, upon detec-
ting thyroid-limited disease, it must be treated surgically. 
In the case reported in our service, the patient died after 
the diagnosis.

CONCLUSION

There are very few described cases of sarcomas, 
lymphoma and metastases to the thyroid gland. Rare cases 
of malignant thyroid neoplasia correspond to 0.5% of our 
series, with a bad clinical outcome.

REFERENCES

	 1.	Carvalho MB. Tratado de Cirurgia de Cabeça e Pescoço e Otorrino-
laringologia. São Paulo: Atheneu; 2001.

	 2.	Brasil. Ministério da Saúde - INCA, Rio de Janeiro; 2011. [Citado 2011 
set 11]. Disponível em: http://www.inca.gov.br

	 3.	Bertelli AAT, Massarollo LCB, Volpi EM, Ueda RYY, Barreto E. 
Thyroid gland primary leiomyosarcoma. Arq Bras Endocrinol Metab. 
2010;54(3):326-30.

	 4.	Azambuja E, Azevedo SJ, Moreira R, Castro RCL. Non-Hodgkin’s 
lymphoma in the thyroid: case report. Arq Bras Endocrinol Metab. 
2004;48(3):414-8.

	 5.	Kim TY, Kim WB, Gong G, Hong SJ, Shong YK. Metastasis to the 
thyroid diagnosed by fine-needle aspiration biopsy. Clin Endocrinol 
(Oxf). 2005;62(2):236-41.

	 6.	Nakhjavani MK, Gharib H, Goellner JR, van Heerden JA. Metastasis 
to the thyroid gland. A report of 43 cases. Cancer. 1997;79(3):574-8.

	 7.	Guedes AL, Bolan RS. Carcinoma espinocelular do esôfago metastático 
para a glândula tireóide. Rev Bras Cir Cabeça Pescoço. 2005;34(2):17-9.

	 8.	American Thyroid Association (ATA) Guidelines Taskforce on Thyroid 
Nodules and Differentiated Thyroid Cancer. Cooper DS, Doherty GM, 
Haugen BR, Kloos RT, Lee SL, Mandel SJ, et al. Revised American Thyroid 
Association management guidelines for patients with thyroid nodules 
and differentiated thyroid cancer. Thyroid. 2009;19(11):1167-214.

	 9.	Patel KN, Shaha AR. Poorly differentiated and anaplastic thyroid 
cancer. Cancer Control. 2006;13(2):119-28.

10.	Matsuzuka F, Miyauchi A, Katayama S, Narabayashi I, Ikeda H, 
Kuma K, et al. Clinical aspects of primary thyroid lymphoma: diag-
nosis and treatment based on our experience of 119 cases. Thyroid. 
1993;3(2):93-9.

11.	Anscombe AM, Wright DH. Primary malignant lymphoma of the 
thyroid-a tumour of mucosa-associated lymphoid tissue: review of 
seventy-six cases. Histopathology. 1985;9(1):81-97.

12.	Ansell SM, Grant CS, Habermann TM. Primary thyroid lymphoma. 
Semin Oncol. 1999;26(3):316-23.

13.	Thompson LD, Wenig BM, Adair CF, Shmookler BM, Heffess 
CS. Primary smooth muscle tumors of the thyroid gland. Cancer. 
1997;79(3):579-87.

78(4) - Inglês.indb   51 07/08/2012   10:03:45


