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characteristics of the tumor (location of the primary tumor, 
clinical presentation of the disease and the metastatic pro-
file - the timing, number, and location of metastases), as 
well as survival time, interval from diagnosis of primary 
tumor to thyroid surgery, follow-up and treatment outcome 
were obtained from the database and by interview. When 
NTM was diagnosed, patients were referred to the oncolo-
gists specialized to the care of the primary tumor, in order 
to decide regarding further or adjuvant treatment (postop-
erative radiotherapy and/or chemotherapy).

During the study period, a total of 13,385 patients 
were submitted to surgery for thyroid pathology at our 
Institution. Out of them, 3,344 patients (24.2 %) had thy-
roid cancer, confirmed by definitive histopathological 
analyses (not including patients with micropapillary thy-
roid carcinoma). NTMs were found in ten patients; 0.075 
% of all patients who underwent thyroid surgery and 0.3 
% of patients with thyroid cancer (Table 1).

NTM patients had a mean age of 59.5 (range 20-
76) years, at the time of thyroid surgery, and the major-
ity were females (7 of 10). In three patients, the thyroid 
gland was directly infiltrated by tumor spreading from 
nearby organs (two from the esophagus and one from 
pharynx), while in seven patients metastases from distant 
primary sites were present. The most frequent primary 
tumor location for these patients with distant metastases 
was the kidney (57 %). In three patients who were ini-
tially considered as primary thyroid tumor, the thyroid-
ectomy was the first surgical procedure, and intraopera-
tively a direct tumor infiltration was found from a locally 
advanced esophageal or pharyngeal carcinoma; overall 
survival in these patients was very short, ranging from 
one to three months. In all seven patients who had distant 
metastases to the thyroid, resection of the primary tumor 
had been performed before the thyroid surgery. The mean 
time elapsed from the first operation to the thyroid sur-
gery was 84.8 (range 38-198) months. The mean survival 
time following thyroid surgery was 43.2 (range 1-204) 
months. Two patients were still alive at the time of com-
pletion of the study (Table 2). Four patients (40 %) had 
unilateral vocal cord palsy preoperatively, as a result of 
recurrent laryngeal nerve infiltration by the tumor.

Total thyroidectomy was performed in four patients 
and lobectomy in two patients. In two patients, thyroid-
ectomy had been previously performed due to papillary 
thyroid cancer and metastases developed in local recidi-
vism. In two patients, a radical operation could not be 

safely achieved, so reduction of the tumor was done. 
Neck dissection was not performed in any case. External 
beam radiotherapy was postoperatively administered in a 
patient with metastasis from lung carcinoma.

Half of the patients had metastatic cancer with a sole 
focus in the thyroid gland. An FNAB was performed pre-
operatively in 60 % and in two out of these six patients 
(33 %), the cytological diagnosis was correct, and the ex-
istence of a tumor originating from a distant site outside 
the thyroid gland, was suspected. Intraoperative frozen 
sections were not utilized, as we do not routinely use such 
analyses in thyroid surgery at our Institution. 

Benign euthyroid goiter was present in one-half of all 
cases with NTM. Thyroid gland was normal in two cas-
es, in those patients who had direct infiltration by tumor 
originating from nearby organs. Two patients had previ-
ously been operated due to papillary thyroid carcinoma 
and NTM developed in the remains of thyroid tissue. 

Discussion
The incidence of NTM in our study was 0.3 % among 

the patients operated due to thyroid cancer. The true in-
cidence, i.e., the overall number of patients who present 
metastases to the thyroid is probably far more substan-
tial, but the precise number can only be evaluated with 
autopsy studies. The percentage of patients with NTM 
among patients operated due to thyroid cancer was found 
slightly higher in previous studies, at 1.4-3 %1,2,6,7.

In our study, most NTM (80 %) developed on the 
field of an already altered thyroid gland. Only two cases 
with normal thyroid gland had direct infiltration by tu-
mor originating from nearby organs. Thus it confirms the 
hypothesis that metastases are more likely to develop in 
already pathologically altered thyroid1,2.

More than half of patients with distant metastases op-
erated in our study, were patients with metastases from 
kidneys (four patients), and this is in accordance with 
existing literature data; the most common sources of me-
tastases to the thyroid are kidneys, followed by lungs, 
and breast. Somewhat less frequently NTM can originate 
from the gastrointestinal tract, melanomas, and genito-
urinary tract. Russell et al analyzed in 2016 the literature 
during the preceding 20 years and found 818 patients 
with NTM. The most commonly reported primary site of 
NTM was kidney (35.8 %) then lungs, and gastrointes-
tinal tract8. A multicenter study from Italy, conducted in 

Table 1: Pathology of the 3,344 patients with thyroid carcinoma out of 13,385 who underwent thyroidectomy during the period 
from 1995 to 2015.

Number Percentage
Thyroid carcinoma 3,344 100
Papillary carcinoma 2,431 72.7
Follicular carcinoma 53 1.6
Hurthle cell carcinoma 355 10.6
Medullary carcinoma 375 11.2
Anaplastic carcinoma 120 3.6
Metastatic thyroid carcinoma 10 0.3
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