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Case 
 
A 40-year-old female with recently diagnosed Colon cancer at 
age 39 was referred for an incidental Thyroid nodule found on 
a surveillance positron emission tomography (PET) Scan. She 
developed lower abdominal pain during pregnancy and 
underwent colonoscopy after delivery which found well 
differentiated adenocarcinoma. She had left hemicolectomy 
with perineural invasion and 4/14 positive lymph nodes with 
T3N2aMx. After diagnosis she was referred to UCLA health 
for adjuvant therapy. During staging an incidental thyroid 
nodule was noted on PET/CT and she was referred to Internal 
Medicine. 
 
She had no symptoms of hypothyroidism or hyperthyroidism. 
She has no family history of Thyroid cancer and no personal 
history of radiation exposure. Exam revealed an enlarged 
nodular thyroid without neck lymphadenopathy.  
 
Her TSH level was normal. Thyroid ultrasound showed multi-
ple thyroid nodules which were aspirated. The two left thyroid 
nodules were both benign and the right thyroid nodule (1.4 cm 
size) was positive for Papillary Thyroid Cancer. She subse-
quently underwent total thyroidectomy. 
 
We reviewed the incidental diagnosis of a second primary 
cancer detected on surveillance imaging for colon cancer. 
 
Discussion 
 
Technical innovations in imaging have tremendously increased 
the recognition and detection of multiple primary cancers at the 
time of diagnosis of colon cancer. Cancer develops because of 
accumulated mutations of multiple carcinogenic genes, which 
increase the predisposition of developing subsequent cancers in 
other organs.1 In addition to the increased detection of 
secondary primary cancers from staging and surveillance imag-
ing,2 there is also an increased risk for developing secondary 
primary cancers from treatment for the initial cancer.  
 
In a patient with a newly diagnosed colon cancer, the simul-
taneous occurrence of a secondary primary cancer is often 
overlooked due to exclusively prioritizing the evaluation of 
known primary cancer decreasing the importance of diagnosing 
another primary neoplasm.3 Attention to diagnose or exclude 
concurrent multiple primary cancers should not be neglected by 
the medical team.   
 

 
 
Colon cancer affects men and women of all racial and ethnic 
groups and is most often found in people who are 50 years old 
or older. Colon cancer is the third leading cause of cancer-
related deaths in the United States and is the third most common 
cancer in men and in women.4 
 
Approximately 20 percent of patients with colon cancer in the 
United States have distant metastatic disease at the time of 
presentation.5 The most common metastatic sites are the 
regional lymph nodes, liver, lungs, and peritoneum. Thyroid 
gland is considered a rare site for colon cancer metastases, 
accounting only for less than 5% based on autopsy findings.6 
 
The incidence of colon cancer with concurrent second primary 
cancer of the thyroid is not known. Thyroid cancer is one of the 
known extra colonic cancers associated with familial adeno-
matous polyposis (FAP) coli.7 Primary thyroid cancer occurs in 
1-2 percent of all FAP patients and is predominantly found in 
young women under 30 years.8  About 95% of primary thyroid 
cancers associated with FAP are histologically papillary with a 
peculiar cribriform pattern.9   
 
Other studies have reported excess of co-existing thyroid cancer 
in colon cancer in women in New South Wales, RR=2.7 and in 
men in Connecticut, RR =2.9.2,10 Another study reported risk of 
a second primary cancer after a first primary thyroid cancer was 
1.31.11  
 
For patients with colon cancer with a co-existing primary 
thyroid nodule, it is critical and prudent to further characterize 
the nature of thyroid nodules as benign, metastatic or as a new 
primary malignancy. Fine needle aspiration cytology with 
immunohistochemical staining can help elucidate the prognosis 
and improve the clinical management of the thyroid lesions.12  
 
Conclusion 
 
It is clinically warranted to conduct an extensive and thorough 
medical history directed at clinical risks of a second primary 
cancer after initial diagnosis of colon cancer. Factors that 
heightens the risk for developing secondary primary cancers 
include potential iatrogenic causes such as prior radiotherapy or 
chemotherapy. Other important risk factors include smoking, 
alcohol use, carcinogenic exposure as well as personal or family 
history of cancer.  
 



  
 
Focused cancer surveillance in a cancer patient should include 
age and gender for appropriate cancer screening.  
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