Introduction

Hurthle cell carcinoma (HCC) 1s a rare, well-differentiated thyroid
tumor that accounts for 3% of all thyroid tumors.!

Common presentation of HCC includes a localized primary thyroid
tumor ranging from 1-4 cm in size. 2

Table 1 contains physical properties and symptoms associated with
invasive HCC3->

The large majority of patients with HCC are euthyroid at diagnosis®

Incidence for HCC 1s higher amongst females with malignant Hurthle
cell types having a higher affinity for adult women over 50 years of
age. >

Factors influencing HCC malignant potential include tumors larger
than 5 cm and 75% oxyphilic cell cytology with a high degree of
atypia.>»’

Compared to follicular and papillary thyroid cancers, HCC is more
aggressive with a tendency to spread to distant sites resulting in a
higher rate of mortality. !’

Although the majority of HCC is localized, there is the potential for
extrathyroidal metastasis to the cervical lymph nodes 1n 37% of HCC
according to one study. %!

Hurthle cells are characterized by an abundance of granular,
cosinophilic cytoplasm with a prominent nucleolus and
hyperchromatic nucleus.’

Considered a variant of follicular histology, 20% of patients with HCC
have concurrent papillary thyroid carcinoma.°

* Unlike follicular thyroid cancers, most HCC does not uptake
radioiodine (~90%) whereas almost 75% of follicular thyroid
carcinoma is responsive to radioiodine uptake.!”

Diagnosis of HCC is largely based on histological analysis of thyroid
nodule fine needle aspirate as well as the presence of vascular or
capsular invasion. >0

* Notable prognostic factors include male gender, extrathyroidal
invasion and metastases, and the extent of dissection and removal of
thyroid and lymphatic nodules.®

One study detected no clinically significant difference in survival with
partial or total thyroidectomy. ®

Table 1. Physical presentation of invasive HCC*

Tumor > 1.5 cm Hoarseness
Hard, immobile Dysphagia
nodule/mass
Cervical Dyspnea
lymphadenectasis
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History

Case Description
Physical Exam

* 49-year-old male presented for routine physical * Vitals 1n primary care office:
examination complaining of intermittent * Temperature: 97.9°F
numbness and ache over left clavicle for 6 months * Pulse: 59 bpm
that was exacerbated when seated for an extended * Blood pressure: 102/64 mmHg
period of time. * Respiratory rate: 14 bpm

* Oxygen saturation: 99% on room air

* He reported a sensation lasting 5-10 minutes as
well as a similar sensation occurring in the back .
of the neck when flexed for long periods of time.

* No past medical or surgical history.

* Social history significant for alcohol use of 3 .
standard drinks per week.

* Review of systems positive for fatigue and :
negative for fever, chills, or unintentional weight
loss. .
* No known allergies to medications. .

 Family history
* Father—Cholangiocarcinoma :
e Mother—Leukemia, melanoma

Differential Diagnosis

* Papillary thyroid carcinoma
* Follicular thyroid carcinoma

* Thyrotoxicosis .
* (Colloid cyst
* Medullary thyroid carcinoma o

e Hurthle cell carcinoma
* Metastatic tumors to the thyroid

Figure 1. ENA Hurthle cell eytology®
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Oriented to person, place, and time.

Normal cardiac rate and rhythm with clear S1 and
S2

Lungs clear to auscultation 1n anterior and
posterior fields

Abdomen soft, non-tender, and non-distended

Left clavicle non-tender to palpation

Full ROM and 5/5 strength of the neck and
bilateral shoulders

Mobile, soft, right-sided thyroid nodule on
palpation

No palpable cervical lymphadenopathy

No erythema, ecchymoses, or bony deformities
over left clavicular region

CNXI intact

Remainder of the physical examination was
unremarkable.

Diagnostic Results

* Thyroid ultrasound showed a 3.8 cm mixed
echotexture, predominately solid, right-sided
peripherally vascular thyroid nodule.

* Figure 1 shows Hurthle cell histological features
present on microscopy from fine needle aspiration
(FNA). Moderate cellularity of cells 1s present with
microfollicles and loosely cohesive groups.

* Figure 2 shows capsular invasion by Hurthle cells
on thyroid nodule biopsy. Invasion indicates
malignancy and distinguishes the nodule as a
Hurthle cell carcinoma opposed to an adenoma.

* Lab work included a CBC, CMP, lipid panel, and
thyroid panel including TSH, free T3, free/total
T4, thyroglobulin, and thyroglobulin antibodies.

Lab values:

White blood cell count 3.7 x 10%/L
TSH 2.8 mIU/L

Free T3 2.6 pg/mL

Free T4 1.4 ng/dL

Total T4 7.5 mcg/dL

Thyroglobulin 51 ng/mL
Thyroglobulin Antibody (TgAb) 2.2 IU/mL
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* No evidence of regional metastasis to cervical
lymph nodes or distant metastases on CT.

Figure 2. Tissue biopsy Hurthle cell cytology>
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Unilateral Hurthle Cell Carcinoma Presenting as Solitary Nodule with Referred Shoulder Pain

Discussion

Patient followed up via telemedicine visit 3 weeks following his initial
visit. He was referred to ENT for evaluation for thyroid lobectomy.

Surgery was performed and 3.8 cm thyroid tumor localized to the right
lobe was excised with the removal of the right thyroid lobe. Pathology
had later confirmed the presence of Hurthle cell neoplasm contained in
the sample with clear margins.

The clinical presentation of Hurthle cell carcinoma 1s commonly
unilateral with the possibility for regional or distant metastasis evident at
the time of diagnosis. /-1°

This case of a solitary, painless, localized thyroid nodule 1s the typical
presentation for 20-30% of malignant thyroid carcinomas.’

Recommended Treatment

The clinical course 1s similar to that of follicular thyroid carcinomas
with the 1nitial surgical treatment intervention considered lobectomy
with or without isthmusectomy for localized tumors or total
thyroidectomy.’

Case Outcome

Since the removal of the right thyroid lobe, left-sided supraclavicular

numbness and similar neck sensation has subsided. Patient has been sent

10.

11.

for repeat blood work to examine any subsequent thyroid hormone
abnormalities warranting medical supplementation.

Conclusion

Hurthle cell carcinoma 1s a rare thyroid malignancy that can easily be
mistaken for other follicular or papillary thyroid carcinoma variants
due to similar clinical and cytological presentation.

Hurthle cell carcinoma 1s difficult to detect whether patient
presentation 1s consistent with the literature or 1f any deviation exists.

There 1s still a lot to be learned in regards to Hurthle cell carcinoma
and how to efficiently and accurately differentiate this cell type in a
clinical setting.

It 1s essential for patients with a goiter suspicious for thyroid nodules
to be evaluated for thyroid malignancy and metastasis in order to
prevent missed diagnoses and delay necessary treatments.
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