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Introduction
Papillary thyroid carcinoma (PTC) is the most common 
cause of thyroid cancers. Surgery, 131I radioiodine therapy 
and TSH suppression represent the three main treatments 
of high‑risk thyroid differentiated carcinomas. After 
achieving a complete remission, cost‑effectiveness of 
patient follow‑up decreases considerably with time 
since late recurrences are very rare. There is no universal 
recommendation for optimum duration of follow‑up of 
thyroid carcinoma. We report an original case of renal 
metastasis revealing a FV‑PTC recurrence 24 years after 
initial therapy.

Case Report
In 1982, a 59‑year‑old female patient with left cervical 
lymph nodes from follicular variant papillary thyroid 
carcinoma (FV‑PTC) was treated by total thyroidectomy, 
lymph nodes dissection (pT1aN1b) and 131I‑radioiodine 
remnant ablation (3.7GBq). Post‑therapy whole‑body 
scan (RxWBS) revealed a thyroid bed uptake. At the first 
follow‑up control, hypothyroid‑serum thyroglobulin 
(hypo‑Tg) and diagnostic radioiodine whole‑body scan 
(DxWBS) were negative.

During the follow‑up, serum TSH was maintained 
suppressed. The DxWBS and measurements of hypo‑Tg 
were performed annually after thyroid hormone 
withdrawal from 1 to 5 years postablation, at 8 and at 
12 years and remained normal. After 12 years, the patient 
was considered as cured and no additional work‑up was 
performed.

In 2006, 24 years after the resection of primary tumor, 

Late Recurrences of Thyroid Carcinoma 24 Years after 
a Complete Remission: When Monitoring Should be 
Stopped?

Joseph Francis Nwatsock1,2, David Taïeb1, Faustin Dong à Zok2, Olivier Mundler1

1Service Central de Biophysique et de Médecine Nucléaire, Centre Hospitalo‑Universitaire de la Timone, 264 rue 
St‑Pierre 13385 Marseille Cedex 5, France, 2Service de Médecine Nucléaire, Hôpital Général de Yaoundé; Rue de Ngousso, 
Yaoundé, Cameroun

Abstract
Renal metastases from thyroid carcinoma are very rare, late recurrences of papillary thyroid carcinomas (PTC) are not reported 
in literature and there is no universal recommendation for optimum duration of follow‑up of thyroid carcinoma. We present herein 
a case of late renal recurrence of follicular variant PTC (FV‑PTC). This study is a case report of renal metastasis revealing a 
late recurrence of FV‑PTC. An 81‑year‑old woman with previously treated FV‑PTC 24 years ago by total thyroidectomy, lymph 
nodes dissection and radioiodine therapy presented with sudden gross‑hematuria. Computerized tomography scan (CT‑scan) 
revealed a 70‑mm right renal mass and histological diagnosis after nephrectomy demonstrated recurrence of FV‑PTC with a 
positive thyroglobulin immunostaining. Despite of 131I‑radioiodine therapy postoperatively, the serum thyroglobulin (Tg) increased 
and positron emission tomography combined to CT‑scan showed 4 years later, an abdominal lymph node and distant metastases. 
Now the patient is alive but her general condition is too poor for systemic adjuvant therapy. This case illustrates the need of 
prolonged follow‑up after surgery of high‑risk FV‑PTC.
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the patient presented with sudden gross hematuria and 
was referred to Urology department. Computerized 
tomography scan identified a 70mm mass of the superior 
polar region of right kidney. The patient then underwent 
radical nephrectomy. The tumor corresponded to renal 
metastasis from a FV‑PTC. After nephrectomy, hypo‑Tg 
was low (3.2 ng/ml, equivalent CRM‑457), 18F‑FDG 
PET/CT and Rx‑WBS were normal. Four years later, 
the disease progressed with abdominal aorta‑cava 
lymph node recurrence diagnosed on 18F‑FDG PET/CT 
[Figure  1] and distant metastases despite additional 
adjuvant treatments with radioiodine. The patient is 
now alive but her general condition is considered to be 
too poor for systemic adjuvant therapy.

Discussion
Renal metastases of thyroid carcinomas represent a rare 
clinical presentation of thyroid cancers recurrences. These 
metastases have been previously described in literature, 
usually occurring in presence of others tumor sites[1,2] 
and represent 2.5‑2.7% of all metastases to the kidney.[3] 
Among the 19 cases of renal metastases from differentiated 
thyroid carcinomas described in literature, there are two 
cases of late recurrences revealed by renal metastases from 
follicular carcinomas.[4,5] In the reported cases, the remission 
duration ranged 0‑37years (Mean±SD: 7.75±11.35). Patients 
were female in 83.3%. The renal metastases were revealed 
by hematuria in 16.7%, abdominal pain in 11.1%, palpable 
mass in 11.1% and incidentally discovered at imaging in 
55.5% or autopsy in 5.6%.

In our case, PTC belongs to the family of FV‑PTCs 
which are known to carry a poorer prognosis than 
classic forms of PTC. In contrast to our case, previous 
renal metastases were associated with other tumor 
metastases. The pathogenesis of late metastases from 
thyroid carcinomas without local recurrence suggests 
an early metastatic spread from the primary tumor. 
Only very few of the many cells that migrate from the 
primary tumor are able to escape from apoptosis and 
survive in the host tissue.[6] It has been demonstrated 
that cells could establish long‑term residence in host 
tissue until development of macroscopic metastases.[7] 
It is probable that the kidney could provide a favorable 

microenvironment to cell survival. The low TSH value 
should have limited the proliferation and expansion of 
metastatic cells during follow‑up.

Conclusions
This case illustrates the need of prolonged follow‑up 
after surgery of high‑risk Follicular variant PTC. In these 
cases, when monitoring should be stopped?
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Figure 1: PET‑CT scan performed 4 years after the renal recurrence. 
This figure demonstrated abdominal aorta‑cava lymph node with a 

diameter of 30 mm which appeared 4 years after the renal recurrence 
despite additional adjuvant treatments with radioiodine.
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