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Medullary thyroid carcinomareveded by persstent CEA devation in a patient with thyroid nodule
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Background: Medullary thyroid cancer(MTC) is one of the thyroid carcinoma, which is originated from the parafoillcular C cell of thyroid. Tumor mark-
ers, such as calcitonin and carcinoembryonic antigen(CEA)can be strong and reliable pre-diagnostic indicators for MTC. CEA which is produced by MTC
is less sengitive than calcitonin. However, CEA can be useful as a post-operative survellance of cancer recurrence. We report a case of sporadic MTC re-
veded by persistent CEA elevation in a patient with thyroid nodule considered benign ultrasonographic features and cytology during long-term follow-up.

Case report: A 69-year old woman has been regularly monitored for right thryoid nodule at our hospital from 2004 to 2017. During follow-up, she had un-
dergone ultrasound (USG)-guided fine needle aspiration (FNA) five times. All repeated cytologica results were benign. The size of thyroid nodule was
1.33x 1.04 x 2.27 cm and it was most isoechoic nodule with small cysts. It was no significant change at the final follow-up. In addition, she has had regular
health screening. She had dightly increased CEA (56.3ng/mL, reference range<8ng/ml) and underwent gastroscopy, colonoscopy, and contrast-enhanced
abdominal computed tonography for exclusion of malignancy in 2004. No pathology was detected and she has been regularly monitored. In 2017, we rec-
ognized that her CEA level (57.0ng/mL)was constantly abnormal. Calcitoninin serum (491 pg/mL, reference range <8pg/mL) and in FNA washout flu-
id(>1500 pg/mL)were measured. These were suggestive of MTC. On genetic analysis, the mutation of RET proto-oncogene was not detected. She has no
family history. The patient underwent atotal thyroidectomy. The histologic findings revealed MTC. On immunohisochemica analyses, the tumor cellswere
positive for thyroid transcription factor -1, CEA, synaptophysin, and chromogranin A. On follow-up, cacitonin and CEA were within norma range
Conclusion: In constrast to hereditary MTC, the early detection of sporadic MTC is difficult. MTC should be investigated after exclusion of gastro-
intestinal malignancy in cases with elevated CEA levels. CEA may be an important clueto adiagnosisof MTC
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