
Conclusion
Amiodarone is surely a safe and very effective anti-arrhythmic
drug, but should be administered with a close clinical
monitoring and the lowest dosage possible for arrhythmia
control. There are now numerous reports in the literature
describing liver cirrhosis associated with amiodarone. Although
the incidence of this complication has is rare with the use of
lower doses of amiodarone, it remains an important diagnostic
consideration given the increased use of this drug.
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A mixed medullary-follicular thyroid carcinoma
discovered by fine needle aspiration

Mixed medullary and follicular cell carcinoma (MMFCC) of
the thyroid is rare, accounting for less than 5% of thyroid
medullary carcinoma. Histologically, MMFCCs are tumours
showing the morphological features of both, medullary
carcinoma with immunoreactive calcitonin and follicular (or
papillary) carcinomas with immunoreactive thyroglobuline [1].
Although the histologic and immunohistochemical findings of
MMFCC are well studied, there are some uncertainties about its
cytopathologic features.
We report a case of MMFCC and describe its cytological and
histological aspects.

Case report
A 57-year-old female patient with thyroid enlargement was
admitted to ORL department. Thyroid ultrasonography revealed
a 2 cm solid nodule within the right thyroid lobe. The fine
needle aspiration cytology (FNAC) was highly cellular with a
biphasic nature. The first component was predominant made of
several three-dimensional cohesive clusters of monomorphic
follicular cells with a small oval nuclei, and scant cytoplasm in
a background devoid of significant colloid. In these three-
dimensional cohesive clusters occasional microfollicles were
also observed. The second component was made of loosely
cohesive clusters of pleomorphic polygonal and spindle shaped
cells with finely granular chromatin nuclei, and an abundant
granular cytoplasm. The serum calcitonin level was elevated or
borderline. The aspiration biopsy was reported as malignant, the
diagnosis of mixed medullary follicular carcinoma was
suspected (Figures 1a, 1b). 
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Figure 3: Medium- power view of liver biopsy with
amiodarone toxicity; note patchy steatosis and neutrophilic
infiltrate. H&E; original magnification x200.

Figure 1 (a, b)  : Fine needle aspiration (FNA) demonstrating
biphasic features; three-dimensional cohesive cluster of follicular
cells and rare non-cohesive polygonal cells with eccentric
pleomorphic nuclei, and an abundant granular cytoplasm



The patient underwent bilateral total thyroidectomy with
bilateral mediastino-recurentiel lymphadenomectomy. On
macroscopy, it was a solitary nodule circumscribed measuring
2/2 cm located in the right thyroid lobule. Te cut section was tan
and firm with multiple calcifications. Histopathological
examination of the right thyroid lobe revealed the presence of a
tumoral proliferation made of sheets imbedded into an abundant
amyloid stroma. These sheets were made of two types of cells;
polygonal cells with abundant granular cytoplasm and eccentric
plasmocytoid nuclei mixed with round to oval cells with
hyperchromatic nuclei, coarsely granular chromatin, and
moderate to severe degrees of pleomorphism (Figures 2a, 2b). 

Immunohistochemically, the large polygonal cells were positive
for calcitonin (Figure 3a) and CEA. The second type of cells
was positive for thyroglobuline (Figure 3b) and negative to
neuroendocrine antibodies. This tumour was confrmed as
MMFCC. The patient was given radioactive iodine therapy. She
was well 1 year after the operation. Repeated measurements of
serum calcitonin and CEA levels were normal. Total body scan
revealed no radioactive iodine uptake in the thyroid bed, bones,
or lungs.

Conclusion
The presence of a medullary carcinoma component should
always be kept in mind when evaluating thyroid FNACs even
in presence of a follicular neoplasm. Because of its behaviour,
which is more aggressive than follicular carcinomas of the
thyroid, preoperative recognition of MMFCC in FNAC material
is important for a rapid and adequate treatment. 
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Figure 2 (a, b): Predominantly solid growth pattern made of two
types of cells: polygonal cells with eccentric atypical nuclei
mixed with round to oval hyperchromatic cells. Tumour is
intersected by abundant amyloid deposit.

Figure 3: (a) Medullary carcinoma component immunostained
for calcitonin
(b) Follicular carcinoma associated immunostained for
thyroglobulin 


