
ectopic secretion of calcitonin 585

VIPomas, neuroendocrine larynx, lung and pancreas 
carcinomas),9-12 other non-neuroendocrine carcinomas 
(breast, bronch, lungs)13-15 and drugs (beta blockers, 
glucagon, glucocorticoids).16

Controversial results have been reported regard-
ing CT levels in Hashimoto thyroiditis. Thus, while 
elevated CT levels due to C-cell hyperplasia were 
reported in up to 12.5% patients with Hashimoto 
thyroiditis,17 other studies observed significantly 
lower basal and stimulated CT levels in patients with 
Hashimoto thyroiditis.18,19 Low CT levels are thought 
to be a consequence of inflammatory processes char-
acterized by progressive lymphocytic infiltration that 
leads to follicular and parafollicular cell damage and 
C-cell destruction.20

Most of the abovementioned conditions are associ-
ated with CT levels between 10-100 pg/ml. Constante 
et al suggested that basal CT levels higher than 100 
pg/ml are 100% predictive of MTC.21 In addition, 
basal CT levels much higher than 100 pg/ml (up to 
9571 p/ml) were reported in patients with ectopic CT 
secretion.12,14 Herein, we present a female with Hashi-
moto thyroiditis, goiter, cervical lymphadenopathy 
and very high basal CT levels secreted by large cell 
neuroendocrine lung cancer (LCNEC).

cASE rEPort

In a 47-year old female, Hashimoto thyroiditis with 
primary hypothyroidism (positive family history for 
Hashimoto thyroiditis) was diagnosed 20 months ago 
and therapy with L-thyroxine was initiated. After 6 
months, ultrasound examination revealed multinodu-
lar goiter grade II-III and cervical lymphadenopa-
thy (TSH was optimally suppressed on 150 mcg of 
L-thyroxine therapy, CT was normal). Fine needle 
aspiration biopsy (FNAB) of the thyroid nodules 
confirmed the diagnosis of chronic thyroiditis. After 
one year she was referred to a gastroenterologist 
due to weight loss (20 kg/3 months) and pain in the 
epigastrium. The findings on ultrasound examination 
of the abdomen, gastroscopy and colonoscopy were 
normal. A paracardial tumor mass on the basal parts 
of the right lung was observed on X-ray examination 
(the patient is a smoker: 20-30 cigarettes per day). 
Multi-sliced computed tomography (MSCT) showed 
a 32 mm peripheral mass on the right lung with 

paratracheal and jugular lymphadenopathy. FNAB 
of an enlarged lymph node (LGL) located on the left 
side of the neck was performed in a Regional Health 
Center and the cytology finding was adenocarcinoma. 
Hormonal testing revealed high levels of calcitonin 
(260 pg/ml) and CEA (31.7 ng/ml), while TSH, PTH 
and calcium levels were normal as was also the total 
of the routine biochemistry analysis. The patient 
was referred to our Clinic as a patient with a MTC 
diagnosis.

On examination, the patient had a BMI of 22.5 
kg/m2 and was eumetabolic. She had multinodular 
goiter grade II, with a palpable firm and painless 20 
mm lymph node located submandibular on the left 
side. The rest of the physical examination was unre-
markable. Laboratory analysis revealed high basal 
CEA and CT levels without CT response during a 
calcium stimulation test (Tables 1 and 2). Procalcitonin 
levels were not determined. NSE and CYFRA 21 
were slightly elevated. TSH (on 150 mcg L-thyroxine 
therapy), chromogranin A (CGA), calcium, PTH, 
α- feto protein (AFP) and β-hcg were normal, as 
well as all of the routine biochemical analysis. Urine 
catecholamines were normal. RET mutation analysis 
was not performed.

Ultrasound examination of the neck revealed a 

table 1. Hormonal results

Analysis before
therapy

After 6 cycles of 
chemotherapy

Calcitonin (ng/l, 0-10) 303 152.3

CEA (ng/ml, 0-4) 31.7 10.1

CYFRA 21-1 (mcg/l, 0-3.3) 4.2 1.9

Chromogranin A  
(ng/ml, 19.4 – 98.1)

59.4

NSE (ng/ml, 4.7 – 14.7) 23.4

PTH (ng/l, 0-80) 50.2

Calcium (mmol/l) 2.46

AFP 3.93

Β Hcg 0.369

table 2. Calcitonin response during calcium stimulation test

H (min) 0 1 2 5

Calcitonin (pg/ml) 223.4 182.3 217.1 185.3




