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Introduction 

The incidence of thyroid cancer has steadily increased 

over the past several decades [1,2]. Cancers of the thyroid 

gland are heterogeneous with indolent and aggressive 

subtypes. Well differentiated thyroid cancers have an overall 

5-year survival of 95%, while patients with anaplastic thyroid 

cancers far much worse [3]. As such, the surgical and medical 

management varies widely depending on the histopathologic 

subtype. Although the stage of detection influences patient 

survival4, detection of thyroid cancer in early stages has been 

shown to significantly reduce mortality, with reported 5 year-

survival rates approaching 100% if detected in early stages as 

compared to 59% if discovered in an advanced stage. 

Therefore, both accurate and timely tissue diagnosis is 

paramount for appropriate clinical management of thyroid 

cancer [4-6].  

Fine-needle aspiration (FNA) is the most common initial 

modality used in the evaluation of a thyroid mass for cancer 

with reported sensitivity and specificity of 83% and 92%, 

respectively [5]. It is the most cost-effective method for tissue 

diagnosis6. However, it has been estimated that more than 

30% of FNA results are indeterminate because of inadequate 

 

 

 

 

 

 

 

tissue sampling, limitations in cytology and the wide range of 

variability in interpretation amongst pathologists [7,8]. 

Although most thyroid growths are benign, these patients 

often require diagnostic thyroid surgery. To improve the 

diagnostic yield in patients with indeterminate results, 

techniques such as elastosonography, core needle biopsy and 

molecular biomarkers have emerged as adjunctive diagnostic 

technologies [9-11]. 

Clinical History 

A 58-year-old Vietnamese woman, who was evaluated 

for neck swelling and hoarseness was diagnosed with 

medullary thyroid cancer after a partial thyroidectomy in 

Vietnam. The patient had no known past medical or surgical 

history, no family history of thyroid cancer and no known 

prior radiation exposure. The neck swelling persisted 

postoperatively and she received adjuvant radioactive 

iodine131 treatment. Upon returning to the US two months 

after her surgery, she experienced rapidly enlarging neck 

swelling (Figure 1a and 1b) with airway obstruction requiring 

multiple immediate explorations with hematoma evacuations.  
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The initial histopathological analysis was a postoperative 

histocytic proliferation of uncertain significance, probably 

reactive. Immunohistochemical stains showed Ki67 of 5%, 

CD45 positivity in scattered lymphocytes, CD10 cytoplasmic 

positivity and CD38 positivity in foamy histocytic cells. 

However, the histiocytic cells were not immunoreactive for 

Calcitonin, CDX2, CEA-M, Chromogranin, CK19, 

Pankeratin, S100, Thyroglobulin and TTF-1. At this time, 

surgical specimen analysis failed to disclose evidence of a 

thyroid cancer. The histopathology of the tissue obtained in 

evacuations showed a poorly differentiated malignant 

neoplasm owing to the presence of neoplasm having an 

organoid pattern with fine fibrovascular stroma and numerous 

blood vessels in the intervening area. The cells have 

eccentrically placed irregular rounded to oval nuclei and 

eosinophilic cytoplasmic staining. The neoplasm had 10 

mitosis per 10 hpf. The Ki67 has a high proliferation rate of 

80%. The neoplasm was strongly positive for vimentin while 

PAX8 was weakly positive. Other immunohistochemical 

stains (Pankeratin, Chromogranin, Synaptophysin, CDX2, 

S100, CD68, Desmin, Calcitonin, CEA-M, NSE and 

Progesterone) were all negative. Alveolar soft part sarcoma as 

also considered but no TFE rearrangement seen in the tumor. 

 As her condition worsens, she was transferred to our 

institution for a higher level of care. During this time, she was 

found to have numerous pulmonary metastases (Figure 1c). 

Tissue slides and blocks from her previous biopsies were 

obtained for a second review. The specimens showed diffuse 

histiocytic foamy cells in an organoid growth pattern 

representing a benign looking histiocytic proliferation (Figure 

2a to 2c). Immunohistochemical stain, thyroglobulin, showed 

cytoplasmic positivity (Figure 2d), Ki-67 elicited a high 

proliferation index of 20% (Figure 2e), and p53with patchy 

nuclear positivity (Figure 2f). The remaining 

immunohistochemical tumor markers were negative (CD163, 

TTF-1, calcitonin, CEA, AE1/3, Chromogranin, 

Synaptophysin, CD56, S-100, Myo D, SOX10, GATA3, 

Inhibin). After a careful review of entire tumor morphology, a 

microscopic focus of thyroid follicles was present and it 

merged imperceptibly into the benign appearing adjacent 

foamy histiocytic proliferation (Figure 2d). All these features 

fit the Turin proposed criteria of a poorly differentiated 

thyroid carcinoma. Thereafter, the patient was started on 

paclitaxel concurrent with radiation; however, she continued 

to deteriorate rapidly and died from acute respiratory failure  

 

 

Figure 1: Neck CT scan showing a large thyroid mass present in the left side of the neck with hemorrhage encroaching the 

trachea and pushing it to the right side (A and B, arrows); contrast chest CT showing bilateral pulmonary nodules (C, arrows), 

consistent with lung metastasis. 

Discussion 

It is frequently challenging in the initial evaluation of 

FNA, core biopsy and excisional samples obtained from 

thyroid, because there is a potential for indeterminate 

orerroneous diagnoses as witnessed in our patient. It has been 

reported that in the initial cytological analysis of FNA of 

thyroid nodules, approximately 30% of aspirations are 

classified as indeterminate prompting an excisional surgical 

biopsy of specimens that are commonly benign. Furthermore, 

there is also a second-opinion diagnostic discordance ranging 

from 1.4 to 10.2% in reported series [19,20-22]. Conditions 

that may yield initial indeterminate diagnosis on conventional 

FNA samples of thyroid are solitary nodules, multinodular 

goiter [23,24], Hashimoto thyroiditis [25,26], cystic papillary 

carcinoma [27], and thyroid with calcification [28]. Thus, 

ultra-sound guided FNA procedure is superior to the 

conventional FNA to obtain diagnostic samples [29]. It also 

should be mentioned that the inherited errors in anatomic 

pathology together with quality improvement and assurance 

programs have been extensively discussed and reported in the 

literature [19-22,30,32-35]. 

Aided by improved understanding of molecular 

mechanisms of thyroid carcinogenesis, numerous biomarkers 

have been developed in the evaluation of thyroid cancer [9-

12]. Although histopathology provides most of the 

information used in thyroid cancer evaluation, including 

pTNM staging and morphological classification, biomarkers 

are being used more frequently as an adjunct to improve the 

diagnostic accuracy and prognostic capability of 

histopathology. Some specific tests being developed include 
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those targeting nucleic acid mutations (CTTNB1, BRAF, 

RAS, PAX8/PPAR gamma, RET/PTC), microRNA profiles 

(miR-146b, 187, 221, 222, 197, 346, 138), genomic signatures 

and immunohistochemical protein biomarkers (HBME-1, 

Galectin-3, Cytokeratin19). There is significant research effort 

to develop these molecular tools for both diagnosis and 

treatment [10-18]. Although still in its infancy, molecular 

biomarker technology shows promise in guiding our 

physicians provide better oncologic care.  

 

 

Figure 2: Low magnification of the tissue samples obtained from the neck mass showing a proliferation of benign appearing 

histiocytes in organoid pattern, intermingled with vascular channels (a); closer view showing those histiocytes with cytoplasmic 

vacoules (b, arrow); solid cellular areas of tumor composed of foamy cells with rare thyroid follicles remnant (c, arrow), 

indicating transformation of a poorly differentiated thyroid carcinoma. A panel of immunostains for tumor markers revealed 

cytoplasmic positivity for thyroglobulin (d); Ki-67 highlighted a tumor nuclear proliferation rate of 20% (e); p53 with patchy 

nuclear staining (f). 

Because of the presence of benign appearing histiocytes 

in our initial surgical specimen, the diagnosis was missed 

resulting in a delay in appropriate treatment for this 

aggressive and lethal form of thyroid carcinoma. The error 

was ultimately recognized after a careful second review and 

use of molecular diagnostic adjuncts. A clue suggestive of 

malignancy in the reviewed sample was the elevated Ki-67 

proliferative rate in the benign appearing histiocytes. A 

thorough review of the pathologic specimen also led to the 

identification of a small focus of malignant appearing tissue 

positive for thyroglobulin. Moreover, the need to repeat 

thyroglobulin stain on a different sample may assist in the 

interpretation of this particular neoplasm. Thus, it is critical to 

carefully review the entire specimen before ruling out a 

malignant disease. 

Conclusion 

To our knowledge, this report represents a rare case of 

aggressive thyroid carcinoma mimicking a benign histiocytic 

proliferation. To create a coordinated plan of care for patients 

afflicted with oncologic disorders, careful review of tissue 

samples and appropriate utility of biomarkers are important 

towards an accurate diagnosis. 

 

Acknowledgement 

The authors have not received financial or funding in the 

preparation of this report and also declared no conflict of 

interest. 

References 

1. Davies L, Welch HG (2006) Increasing incidence of 

thyroid cancer in the United States, 1973-2002. JAMA 

295(18): 2164-2167. 

2. Davies L, Welch HG (2014) Current thyroid cancer trends 

in the United States. JAMA Otolaryngol Head Neck Surg 

140(4): 317-322. 

3. Aschebrook-Kilfoy B, Ward MH, Sabra MM, et al. (2011) 

Thyroid cancer incidence patterns in the United States by 

histologic type, 1992-2006. Thyroid 21(2): 125-134. 

4. Weber F, Eng C (2005) Gene-expression profiling in 

differentiated thyroid cancer--a viable strategy for the practice 

of genomic medicine? Future Oncol 1(4): 497-510. 

5. Gharib H, Papini E, Paschke R, et al. (2010) American 

Association of Clinical Endocrinologists, Associazione 

Medici Endocrinologi, and EuropeanThyroid Association 

medical guidelines for clinical practice for the diagnosis and 

management of thyroid nodules. Endocr Pract 16: 1-43. 

https://doi.org/10.61545/CRR-1-101
https://doi.org/10.1001/jama.295.18.2164
https://doi.org/10.1001/jama.295.18.2164
https://doi.org/10.1001/jama.295.18.2164
https://doi.org/10.1001/jamaoto.2014.1
https://doi.org/10.1001/jamaoto.2014.1
https://doi.org/10.1001/jamaoto.2014.1
https://doi.org/10.1089/thy.2010.0021
https://doi.org/10.1089/thy.2010.0021
https://doi.org/10.1089/thy.2010.0021
https://doi.org/10.2217/14796694.1.4.497
https://doi.org/10.2217/14796694.1.4.497
https://doi.org/10.2217/14796694.1.4.497
https://doi.org/10.4158/EP.16.3.468
https://doi.org/10.4158/EP.16.3.468
https://doi.org/10.4158/EP.16.3.468
https://doi.org/10.4158/EP.16.3.468
https://doi.org/10.4158/EP.16.3.468


Veran-Taguibao S, Labadie KP, Lin F, et al. (2018) Aggressive Thyroid Carcinoma Mimicking a Benign Histiocytic 

Proliferation-Utility of Tumor Markers by Immunohistochemical Analysis. Cancer Res Rep 1: 101. 

  DOI: 10.61545/CRR-1-101                                        Cancer Res Rep                                                                 Vol 1(1):1-4 

6. Gharib H, Goellner JR (1993) Fine-needle aspiration 

biopsy of the thyroid: An appraisal. Ann Intern Med 118(4): 

282-289. 

7. Stelow EB, Woon C, Atkins KA, et al. (2006) 

Interobserver variability with the interpretation of thyroid 

FNA specimens showing predominantly Hurthle cells. Am J 

Clin Pathol 126(4): 580-583. 

8. Bongiovanni M, Spitale A, Faquin WC, et al. (2012) The 

Bethesda System for reporting thyroid cytopathology: A 

meta-analysis. Acta Cytol 56(4): 333-339. 

9. Kunavisarut T (2013) Diagnostic biomarkers of 

differentiated thyroid cancer. Endocrine 44(3): 616-622. 

10. Bartolazzi A, Gasbarri A, Papotti M, et al. (2001) 

Application of an immunodiagnostic method for improving 

preoperative diagnosis of nodular thyroid lesions. Lancet 

357(9269): 1644-1650. 

11. Yip L, Sosa JA (2016) Molecular-directed treatment of 

differentiated thyroid cancer: Advances in diagnosis and 

treatment. JAMA surgery 151(7): 663-670. 

12. Liu M, Ruan M, Chen L (2014) Update on the molecular 

diagnosis and targeted therapy of thyroid cancer. Medical 

oncology 31(6): 973. 

13. Soares P, Celestino R, Melo M, et al. (2014) Prognostic 

biomarkers in thyroid cancer. Virchows Arch 464(3): 333-

346. 

14. Lassalle S, Hofman V, Ilie M, et al. (2010) Clinical impact 

of the detection of BRAF mutations in thyroid pathology: 

potential usefulness as diagnostic, prognostic and theragnostic 

applications. Current medicinal chemistry 17(17): 1839-1850. 

15. Melck AL, Yip L, Carty SE (2010) The utility of BRAF 

testing in the management of papillary thyroid cancer. 

Oncologist 15(12): 1285-1293. 

16. Kratky J, Vitkova H, Bartakova J, et al. (2014) Thyroid 

nodules: Pathophysiological insight on oncogenesis and novel 

diagnostic techniques. Physiol Res 63(2): S263-275. 

17. Witt RL, Ferris RL, Pribitkin EA, et al. (2013) Diagnosis 

and management of differentiated thyroid cancer using 

molecular biology. The Laryngoscope 123(4): 1059-1064. 

18. Duick DS (2012) Overview of molecular biomarkers for 

enhancing the management of cytologically indeterminate 

thyroid nodules and thyroid cancer. Endocr Pract 18(4): 611-

615. 

19. Kuijpers CC, Visser M, Sie-Go DM, et al. (2015) 

Improved cytodiagnostics and quality of patient care through 

double reading of selected cases by an expert cytopathologist. 

Virchows Arch 466(6): 617-624. 

20. Kronz JD, Westra WH, Epstein JI (1999) Mandatory 

second opinion surgical pathology at a large referral hospital. 

Cancer 86(11): 2426-2435. 

21. Abt AB, Abt LG, Olt GJ (1995) The effect of 

interinstitution anatomic pathology consultation on patient 

care. Arch Pathol Lab Med 119(6): 514-517. 

22. Gupta D, Layfield LJ (2000) Prevalence of inter-

institutional anatomic pathology slide review: A survey of 

current practice. Am J Surg Pathol 24(2): 280-284. 

23. Franklyn JA, Daykin J, Young J, et al. (1993) Fine needle 

aspiration cytology in diffuse or multinodular goitre compared 

with solitary thyroid nodules. BMJ 307(6898): 240. 

24. McCall A, Jarosz H, Lawrence AM, et al. (1986) The 

incidence of thyroid carcinoma in solitary cold nodules and in 

multinodular goiters. Surgery 100(6): 1128-1132. 

25. Segal K, Ben-Bassat M, Avraham A, et al. (1985) 

Hashimoto’s thyroiditis and carcinoma of the thyroid gland. 

Int Surg 70(3): 205-209. 

26. Eisenberg BL, Hensley SD (1989) Thyroid cancer with 

coexistent Hashimoto’s thyroiditis. Arch Surg 124(9): 1045-

1047. 

27. De Los Santos ET, Keyhani-Rofagha S, Cunningham JJ, et 

al. (1990) Cystic thyroid nodules: The dilemma of malignant 

lesions. Arch Intern Med 150(7): 1422-1427. 

28. Katz JF, Kane RA, Reyes J, et al. (1984) Thyroid nodules: 

sonographic-pathologic correlation. Radiology 151(13): 741-

745. 

29. Yokozawa T, Fukata S, Kuma K, et al. (1996) Thyroid 

cancer detected by ultrasound-guided fine-needle aspiration 

biopsy. World J Surg 20(7): 848-853. 

30. Kuijpers CC, Burger G, Al-Janabi S, et al. (2016) 

Improved quality of patient care through routine second 

review of histopathology specimens prior to multidisciplinary 

meetings. J Clin Pathol 69(10). 

31. Selman AE, Niemann TH, Fowler JM, et al. (1999) 

Quality assurance of second opinion pathology in gynecologic 

oncology. Obst Gynecol 94(2): 302-306. 

32. Cooper K (2006) Errors and error rates in surgical 

pathology: An association of directors of anatomic and 

surgical pathology survey. Arch Pathol Lab Med 130(5): 607-

609. 

33. Foucar E (2001) Error in anatomic pathology. Am J Clin 

Pathol 116: S34-S46. 

34. Epstein JI, Walsh PC, Sanfilippo F (1996) Clinical and 

cost impact of second-opinion pathology. Review of prostate 

biopsies prior to radical prostatectomy. Am J Surg Pathol 

20(7): 851-857. 

35. Harris M, Hartley AL, Blair V, et al. (1991) Sarcomas in 

north west England: I. Histopathological peer review. Br J 

Cancer 64(2): 315-320. 

36. Nakhleh RE, Nose V, Colasacco C, et al. (2016) 

Interpretive diagnostic error reduction in surgical pathology 

and cytology: Guideline from the college of american 

pathologists pathology and laboratory quality center and the 

association of directors of anatomic and surgical pathology. 

Arch Pathol Lab Med 140(1): 29-40. 

 

 

*Corresponding author: Fritz Lin, Department of Pathology, 

Division of Anatomic Pathology, Irvine Health System, 

University of California, USA; Email: flin@uci.edu  

 

Received date: August 10, 2018; Accepted date: August 20, 

2018; Published date: August 31, 2018 

 

Citation: Veran-Taguibao S, Labadie KP, Lin H, Wang BY, 

Lin F, Nangia C (2018) Aggressive Thyroid Carcinoma 

Mimicking a Benign Histiocytic Proliferation-Utility of 

Tumor Markers by Immunohistochemical Analysis. Cancer 

Res Rep 1(1): 101. 
 

Copyright: Veran-Taguibao S, Labadie KP, Lin H, Wang 

BY, Lin F, Nangia C (2018) Aggressive Thyroid Carcinoma 

Mimicking a Benign Histiocytic Proliferation-Utility of 

Tumor Markers by Immunohistochemical Analysis. Cancer 

Res Rep 1(1): 101. 

https://doi.org/10.61545/CRR-1-101
https://doi.org/10.7326/0003-4819-118-4-199302150-00007
https://doi.org/10.7326/0003-4819-118-4-199302150-00007
https://doi.org/10.7326/0003-4819-118-4-199302150-00007
https://doi.org/10.1309/211N38H0JQA4ETB5
https://doi.org/10.1309/211N38H0JQA4ETB5
https://doi.org/10.1309/211N38H0JQA4ETB5
https://doi.org/10.1309/211N38H0JQA4ETB5
https://doi.org/10.1159/000339959
https://doi.org/10.1159/000339959
https://doi.org/10.1159/000339959
https://doi.org/10.1007/s12020-013-9974-2
https://doi.org/10.1007/s12020-013-9974-2
https://doi.org/10.1016/S0140-6736(00)04817-0
https://doi.org/10.1016/S0140-6736(00)04817-0
https://doi.org/10.1016/S0140-6736(00)04817-0
https://doi.org/10.1016/S0140-6736(00)04817-0
https://doi.org/10.1001/jamasurg.2016.0825
https://doi.org/10.1001/jamasurg.2016.0825
https://doi.org/10.1001/jamasurg.2016.0825
https://doi.org/10.1007/s12032-014-0973-9
https://doi.org/10.1007/s12032-014-0973-9
https://doi.org/10.1007/s12032-014-0973-9
https://doi.org/10.1007/s00428-013-1521-2
https://doi.org/10.1007/s00428-013-1521-2
https://doi.org/10.1007/s00428-013-1521-2
https://doi.org/10.2174/092986710791111189
https://doi.org/10.2174/092986710791111189
https://doi.org/10.2174/092986710791111189
https://doi.org/10.2174/092986710791111189
https://doi.org/10.1634/theoncologist.2010-0156
https://doi.org/10.1634/theoncologist.2010-0156
https://doi.org/10.1634/theoncologist.2010-0156
https://doi.org/10.1002/lary.23838
https://doi.org/10.1002/lary.23838
https://doi.org/10.1002/lary.23838
https://doi.org/10.4158/EP12065.RA
https://doi.org/10.4158/EP12065.RA
https://doi.org/10.4158/EP12065.RA
https://doi.org/10.4158/EP12065.RA
https://dx.doi.org/10.1007%2Fs00428-015-1738-3
https://dx.doi.org/10.1007%2Fs00428-015-1738-3
https://dx.doi.org/10.1007%2Fs00428-015-1738-3
https://dx.doi.org/10.1007%2Fs00428-015-1738-3
https://doi.org/10.1002/(SICI)1097-0142(19991201)86:11%3c2426::AID-CNCR34%3e3.0.CO;2-3
https://doi.org/10.1002/(SICI)1097-0142(19991201)86:11%3c2426::AID-CNCR34%3e3.0.CO;2-3
https://doi.org/10.1002/(SICI)1097-0142(19991201)86:11%3c2426::AID-CNCR34%3e3.0.CO;2-3
https://doi.org/10.1136/bmj.307.6898.240
https://doi.org/10.1136/bmj.307.6898.240
https://doi.org/10.1136/bmj.307.6898.240
https://doi.org/10.1001/archsurg.1989.01410090055012
https://doi.org/10.1001/archsurg.1989.01410090055012
https://doi.org/10.1001/archsurg.1989.01410090055012
https://doi.org/10.1001/archinte.1990.00390190082012
https://doi.org/10.1001/archinte.1990.00390190082012
https://doi.org/10.1001/archinte.1990.00390190082012
https://doi.org/10.1148/radiology.151.3.6718735
https://doi.org/10.1148/radiology.151.3.6718735
https://doi.org/10.1148/radiology.151.3.6718735
https://doi.org/10.1148/radiology.151.3.6718735
https://doi.org/10.1148/radiology.151.3.6718735
https://doi.org/10.1148/radiology.151.3.6718735
http://dx.doi.org/10.1136/jclinpath-2015-203488
http://dx.doi.org/10.1136/jclinpath-2015-203488
http://dx.doi.org/10.1136/jclinpath-2015-203488
http://dx.doi.org/10.1136/jclinpath-2015-203488
https://doi.org/10.1016/S0029-7844(99)00318-X
https://doi.org/10.1016/S0029-7844(99)00318-X
https://doi.org/10.1016/S0029-7844(99)00318-X
https://doi.org/10.1043/1543-2165(2006)130%5b607:EAERIS%5d2.0.CO;2
https://doi.org/10.1043/1543-2165(2006)130%5b607:EAERIS%5d2.0.CO;2
https://doi.org/10.1043/1543-2165(2006)130%5b607:EAERIS%5d2.0.CO;2
https://doi.org/10.1043/1543-2165(2006)130%5b607:EAERIS%5d2.0.CO;2
http://dx.doi.org/10.1309/DDKV-E4YP-CJ5Q-3M4V
http://dx.doi.org/10.1309/DDKV-E4YP-CJ5Q-3M4V
https://doi.org/10.1038/bjc.1992.338
https://doi.org/10.1038/bjc.1992.338
https://doi.org/10.1038/bjc.1992.338
https://doi.org/10.5858/arpa.2014-0511-SA
https://doi.org/10.5858/arpa.2014-0511-SA
https://doi.org/10.5858/arpa.2014-0511-SA
https://doi.org/10.5858/arpa.2014-0511-SA
https://doi.org/10.5858/arpa.2014-0511-SA
https://doi.org/10.5858/arpa.2014-0511-SA
mailto:flin@uci.edu

