Research letters
To the Editor:

Medullary carcinoma of the thyroid gland associated with Hashimoto’s
thyroiditis
We report a case of medullary carcinoma of the
thyroid in a woman with Hashimoto’s thyroiditis. The
rate of occurrence of thyroid malignancies in patients with
Hashimoto’s thyroiditis ranges from 0.5% to 13% with
an average of 7% [1]. The more commonly reported malignancies have been lymphoma [2] and papillary carcinoma [3]. There are only three previous reports of an
association between diffuse Hashimoto’s thyroiditis with
histologically proven medullary carcinoma of the thyroid [1, 4 ,5].
A 52-year old woman presented with a solitary
nodule in the right lobe of the thyroid of three weeks’
duration. There was no family history of malignancies in
the thyroid or other sites. Histology of the resected right
thyroid lobe showed a medullary carcinoma composed
of small uniform round cells arranged in sheets, cords,
and trabeculae, with amyloid in the stroma (Figure 1).
The non-neoplastic thyroid tissue and the left lobe
which was removed 2 weeks later showed features of

Hashimoto’s thyroiditis, comprising fibrosis, destruction
of acini, a dense lymphocytic infiltrate with lymphoid
follicle formation and Hurthle cells (Askanazy cells). The
patient had an uneventful recovery and remains well 6
years after surgery.
It has been suggested that prognosis of patients with
carcinoma of thyroid gland with co-existing Hashimoto’s
disease is better than that of patients with carcinoma of
the thyroid gland alone [5]. It would appear that thyroid
carcinoma stimulates the development of Hashimoto’s
thyroiditis in some patients and that the autoimmune inflammatory reaction and the circulating antibodies retard
the growth and dissemination of carcinoma of the thyroid gland [5].
Medullary carcinoma should be included in the differential diagnosis of carcinoma arising in association
with Hashimoto’s thyroiditis. Distinction of this entity
from other types of thyroid carcinomas is necessary not
only for treatment and assessment of prognosis, but also
because such patients and their family members need to
be screened for multiple-endocrine neoplasia syndrome.
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Figure 1. Medullary carcinoma: nests of tumour cells (left)
with amorphous amyloid material (right) (H & E X 100).
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