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Case Report

A rare case report of Cushing’s syndrome with concomitant papillary thyroid 
carcinoma and renal cysts in a 40-year-old woman
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Abstract
 High levels of hormones secreted by the adrenal cortex lead to hypercortisolism, among whose complications is 
Cushing's syndrome. Thyroid carcinoma is one of the malignant neoplasms of the thyroid gland, the most common type 
of which is Papillary thyroid carcinoma (PTC), which is more common in women in the age group of 30-50 years. The 
course of the patient's symptoms ranges from asymptomatic to foreign body sensation, dysphagia, neck swelling, and 
voice change. The prognosis of patients with surgical procedures is good, and the five-year survival of patients is 90%. 
The concurrentincidence of several diseases in one person is a rare phenomenon. The reported article is the first very 
rare case of Cushing's syndrome, papillary thyroid carcinoma, and renal cysts.
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 Introduction
  The adrenal glands are located on the kidneys. 
These glands have two parts: the cortex and the 
medulla. Benign tumors of the cortex are called 
adrenocortical adenomas, while medullary 
tumors lead to pheochromocytomas. An adrenal 
adenoma is a benign tumor that begins, in cases, 
to secrete more hormones than its basal amount 
when activated (1). High levels of hormones 
secreted from the adrenal cortex lead to 
hypercortisolism, including Cushing’s syndrome. 
Common symptoms of this syndrome include 
central obesity, severe fatigue, muscle weakness, 
hypertension, hyperglycemia, bruising of various 
parts of the body following superficial trauma, and 

purple striae. The rapid growth of body and facial 
hair is also reported in women with this syndrome. 
Surgery is the therapy considered for cortisol-
secreting adenoma (2). Thyroid carcinoma is one 
of the malignant neoplasms of the thyroid gland, 
the most common type of which is papillary 
thyroid carcinoma (PTC). Malignant neoplasms 
originate from thyroid follicular cells and are 
more common in women aged 30-50 years.
 The patient’s symptoms can range from 
asymptomatic to foreign body sensation, 
dysphagia, swelling of the neck, and voice 
changes.Most patients have a good prognosis with 
surgery. The five-year survival rate of patients is 
reported as 90% (3).



 Simple renal cysts are benign cysts containing fluid. 
The only indication is surgery, and the removal is 
associated with pain due to the pressure resulting 
from the size of the cyst and the presentation of 
symptoms such as hypertension. In an article 
by Chang et al., the prevalence of simple renal 
cysts was 10.7%. These cysts are often acquired 
and are associated with factors such as age, sex, 
race, and a history of smoking (4). In this article, 
we introduce the rare comorbidity of Cushing’s 
syndrome, papillary thyroid microcarcinoma, and 
cysts of both kidneys.

Case
 The patient is a middle-aged housewife, who 
presented with a complaint of progressive weight 
gain within six months after right kidney cyst 
surgery. The patient had gained so much weight 
that her ring was broken. The patient complained 
of functional shortness of breath, muscle 
weakness, and menstrual disorders. The patient’s 
history mentioned pain in the flank because of 
which she had to walk in the ward to relieve it. 
The patient also complained of scaling lesions on 
her head and face. 
  The examination of the patient showed an 
obvious puffy face, proximal myopathy, hirsutism, 
trunk obesity, and mood disorders. During the 
examination, the patient complained of pain in 
her throat area. Her doctor examined the affected 
thyroid nodule and concurrently requested thyroid 
ultrasonography and FNA biopsy. According 
to the mentioned clinical signs with suspected 
hypocortisolism in the patient, a 24-hour urine 
cortisol test was performed, which was positive 
at 683 mcg / 24h.
 A low-dose dexamethasone inhibitory test was 
performed again for the patient, which was 
positive. To find the origin of Cushing, the patient 
was measured for ACTH, which was smaller than 
1 pg/ml and is more in favor of an adrenal origin 
of hypercortisolism. A CT scan of the abdomen 
and pelvis showed that an adrenal mass measuring 
21 x 19 mm was on the right side(Figure 1). 

Meanwhile, urinary metanephrine tests were 
performed for the patient, which was negative. The 
FNA results showed PTC. The patient was first 
nominated for right adrenalectomy, givenadrenal 
adenoma mentioned in the reported pathology. 
During the examination, the patient was found to 
have a benign kidney cyst on the right side.

Figure 1. A mass measuring 21 x 19 mm is seen in the 
right adrenal position with enhancement after venous 
contrast.

 During the follow-up, the patient’s symptoms 
declined. The patient reported weight loss and 
recovery (Figure 2). She underwent subtotal 
thyroidectomy. Due to the small microPTC, she 
did not receive iodine therapy. The patient’s only 
complaint was a sore throat that she was suffering 
from the onset. In the pathology report, thyroid 
microcarcinoma was mentioned in both papillary 
lobes. Patient biopsy showed well-differentiated 
papillary microcarcinoma measuring 0.5 x 0.3 cm 
without any vascular, neurological, or capsular 
invasion on the right thyroid lobe. On the left 
thyroid lobe, there was a well-differentiated 
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papillary microcarcinoma measuring 0.2 cm 
without any vascular, neurological, or capsular 
invasion. During the two-month follow-up, 
the patient’s low back pain intensified. Upon 
request, ultrasonographyreported aleft kidney 
cyst (Figure 3). Scaling lesions on the patient’s 
face were increased. The patient did not complain 
of any pain or discomfort. She was referred 
to a dermatologist for further treatment with a 
diagnosis of dermatitis.

Figure 2. Photo of the patient with Cushing’s syndrome 
during follow-up

Figure 3. In the performed ultrasonography, the image 
of the mixed echo area containing solid and cystic areas 
can be seen in the upper bridge of the left kidney with 
dimensions of 26 x 37 mm.

Seborrheic was recommended for follow-up. The 
patient was referred to an oncologist for further 
examination of the kidney and was monitored 
during this period. The patient’s left kidney 
cyst was reported to be simple; no medication 
was prescribed for the patient; and during this 
period, follow-up and outpatient referral were 
recommended.

Discussion
 Cushing’s syndrome is a rare disease with a 
prevalence of 15%, of which 10% is related to 
adrenal adenomas. Typical presentationsinvolve 
diabetes, hypertension, mood disorders, and trunk 
obesity (2).
 A 2014 study by Mezeh et al. reports the co-
incidence of Cushing’s syndrome and follicular 
and medullary papillary carcinoma in a 72-year-
old man who complained of nonspecific neck 
pain. The patient had a history of 100 pack/year 
smoking, diabetes, blood pressure, and COPD. 
The patient underwent a total thyroidectomy. After 
two months, heshowed symptoms of Cushing’s 
syndrome. The dexamethasone suppression test 
at doses of 1 mg and 8 mg in the patient showed 
unchanged cortisol levels, while the patient had 
suppressed ACTH. Urine metanephrine tests and 
24-hour urinary cortisol levels were negative. CT 
scan showed a mass in the patient’s left adrenal 
with dimensions of 2.5 x 2 cm, which indicated 
an atypical adenoma. The patient underwent 
adrenalectomy, and two months later, his symptoms 
subsided (5). Podetta et al. noted the separate and 
concomitant association of adrenal oncocytoma 
and papillary thyroid carcinoma, which did not 
metastasizeand were marked with glucose in 
scans. The carcinomas were asymptomatic, and 
the patient had no complaints (6). However, there 
were no reports on the coexistence of kidney cysts 
in these two cases.

Conclusion
 The reported case is rare and suggests an 
investigation of the role of genetic mutations in 
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the comorbidity of several diseases in a patient. 
The last point teaches to consider the adrenal 
glands in thyroid examinations.
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