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Background: Endocrine malignancy in the Filipino 
population has not been well documented  particularly 
on the incidence, prevalence, demographic profile 
and survival rate. It is the aim of this study to 
determine the prevalence rate and demographic 
profile of all endocrine malignancies diagnosed at 
a tertiary hospital.

Materials and Methods: This is a retrospective study 
from March 2003 to March 2008. Data were obtained 
from the Tumour Registry of St. Luke’s Medical Center 
Cancer Institute (SLMC-CI) and from the Annual 
Report of the Diabetes, Thyroid and Endocrinology 
Center (DTEC) Section of SLMC-Quezon City. Only 
individuals with retrievable histopathology at this 
institution were included in the study.

Statistical Analysis: Data were calculated using 
percentages and proportions.

Results: There were a total of 855 cases of endocrine 
malignancies documented in five years of which, 833 
were cases of thyroid malignancies (97.4%). Fourteen 

cases of adrenal cancer (1.60%), seven cases of 
neuroendocrine carcinoma (0.79%), and one case of 
parathyroid carcinoma (0.14%). There was no note 
of pituitary cancer.
 There were a total of 833 newly diagnosed 
thyroid cancer:  652 papillary carcinoma (78.2%), 157 
follicular carcinoma (18.8%), 11 anaplastic carcinoma 
(1.32%); nine medullary thyroid cancer (1.08%); two 
thyroid lymphoma (0.28%), one poorly differentiated 
carcinoma (0.14%) and one metastatic to the thyroid 
(0.14%).
 Among the 14 adrenal cancers, seven cases 
were due to adrenal cort ical  carcinoma, one 
case was due to adrenal neuroblastoma and six 
cases were due to adrenal metastases. Among the 
neuroendocrine carcinomas, four were pancreatic 
neuroendocrine carcinoma which included two 
malignant insulinoma and three patients were extra 
pancreatic neuroendocrine carcinoma.
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Abstract

Introduction
 Endocrine cancers are a mixed group of diseases 
in which cancer cells are found in tissues of the 
endocrine system which includes the thyroid, adrenal, 
pancreas, parathyroid and pituitary gland (Figure 1).
 To date, the occurrence of endocrine malignancies 
in the Fi l ipino populat ion has not been wel l - 
documented. Prevalence of different cancers is based 
on foreign literatures. Since genetic mutation varies 
geographically worldwide, it is therefore important to 
establish our own cancer prevalence. It is the aim 
of this study to present the prevalence of endocrine 
malignancies in Filipino patients based on a five-year 
record from March 2003 to February 2008, from a 
tertiary hospital.

 This is a retrospective study that looked into all 
endocrine malignancies among patients in St. Luke’s 
Medical Center, Quezon City (SLMC-QC).

Figure 1: Endocrine glands
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Methodology

 The data is obtained from the Tumour Registry of 
St. Luke’s Medical Center Cancer Institute (SLMC- CI) 
and from the Annual Report of the Diabetes, Thyroid 
and Endocrinology Section of SLMC-QC (DTEC) from 
March 2003 to February 2008, which reflects patients 
being seen by the Endocrinology fellows both in 
the pay and social service inpatient setting. Only 
patients who have histopathology report retrievable 
at this institution were included. 

Statistical Analysis

 Data gathered were calculated using percentages 
and proportions.

Results
 There were a total of 873 cases of endocrine 
malignancies encountered in five years, however only 
855 cases were documented. Eighteen cases were 
excluded due to unavailability of histopathology result 
at our institution. There were 833 cases of thyroid 
malignancies, accounting for 97.4%; 14 cases of 
adrenal, 1.6%; seven cases of neuroendocrine cancers 
accounting for 0.8%; and one case of parathyroid 
cancer, accounting for 0.1% (Figure 2). There was 
no note of pituitary cancer.

Figure 2: Distribution of endocrine malignancies

 In this five-year data collection, the 833 confirmed 
thyroid cancer were divided as follows:  652 papillary 
carcinoma (78.2%), 157 follicular carcinoma (18.8%), 11 
anaplastic carcinoma (1.32%); nine medullary thyroid 
cancer (1.08%); two lymphoma (0.24%), one poorly 
differentiated carcinoma (0.12%) and one metastatic 
to the thyroid (0.12%) (Figure 3).
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Figure 3: Distribution of thyroid malignancies

 There were 14 cases  of  adrenal  cancers 
encountered in five years. These were as follows: 
seven adrenocortical carcinoma, six adrenal metastases 
and one central adrenal neuroblastoma (Figure 4). 
Table I shows the demographic profile of the different 
adrenal cancers.

Figure 4: Distribution of adrenal cancers

Table I: Demographic profile of the different adrenal cancers

Adrenocortical 
Cancer
N=7

Adrenal 
Metastases 
N=6

Adrenal 
Neuroblastoma
N=1

% in the study 50% 42.7% 7%

Mean Age 44.5 65.3 4

Age Range 50-57 56-75 4

Female 2 2 1

Male 5 4 0

F:M 1:2.5 1:2 1:0

Largest diameter 17.5 x 11 x 14 cm 6.5 x 6 x 4 cm

Discussion

Thyroid Cancer

 Among the endocrine mal ignancies,  thyroid 
carcinoma is the most common. The high incidence 
of thyroid carcinoma is likely due to improvement in 
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early diagnosis, with the rampant use of ultrasound- 
guided fine-needle aspiration biopsy, and thus, in case 
reporting. Thyroid carcinomas that were encountered 
were mostly papillary in nature. Included in this 
category were the micro papillary carcinoma and 
those patients with mixed thyroid cancers (papillary 
and follicular at the same time) while the 10 hurthle 
cell carcinoma cases were included in the follicular 
thyroid cancer category.
 The incidence of thyroid cancer in the Philippines 
is increased with 6.6 cases reported per 100,000 
population in all ages, making it the ninth most 
common cancer among Filipinos, both sexes.2

 Table II shows the demographic profile of the 
different thyroid malignancies, their percentage and 
Western prevalence.3

Table II: Comparison of demographic profile of the different thyroid malignancies

PTCA FTCA Anaplastic Poorly Differentiated MTC Lymphoma Metastases

% in Western3 50-90% 10-15% 1-2% 5% 5-10% 5%

% in our study 78.2% 18.8% 1.32% 0.12% 1.08% 0.24% 0.12%

Age range (mean age) in Western 30-50
(45)

(50) (60) (55) 7th decade

Age range (mean age) in our study 10-79 19-81 32-92
(63.7)

55
(55)

33-75
(51)

57-65
(61)

64
(64)

Female 535 131 7 1 5 1

Male 117 26 4 0 4 1

F:M 4.5:1 5:1 1.75:1 1:0 1.25:1 1:1

 The prevalence of undifferentiated (anaplastic) 
thyroid carcinoma (UTC) in our study is only 1.4% of 
all thyroid malignancies. The percentage would have 
been higher had the nine cases without retrievable 
biopsy were included formally in the study. However, 
we only included 11 patients who have official 
biopsy result. It is said that UTC occurs mainly in 
the elderly with a female to male ratio of 1.5:1.3 
This observation was also seen in our study; about 
72.7% of the affected patients were more than 60 
years old with a female to male ratio of 1.75:1.  It is 
interesting to note that the youngest patient was 32 
years old and the oldest patient was 92 years old. 
At the time of diagnosis, the tumors were already 
large, ranging from 4.5 to 6.7cm which is probably 
due to the rapid growth of the tumor. Three out of 
11 cases (27%) were with documented metastasis at 
the initial presentation; two metastasised to the lymph 
nodes, and one to the lung. Of the 11 patients, 
four had surgery alone, three had surgery combined 
with chemotherapy and one had surgery and 
radiotherapy. Two patients had purely chemotherapy 
alone. Among the five out of 11 patients who died 
in our institution, the duration of survival was only 26 
days to four months. The survival rate is poor despite 

different treatment modalities. The mortality rate of 
anaplastic cancer is over 90% with a mean survival 
of six months after diagnosis.9,10 The poor prognosis 
of UTC is mainly due to its aggressive behavior and 
resistance to cancer treatment.11

 Medullary thyroid carcinoma (MTC) accounted for 
only 1.0% of all thyroid malignancies seen in five 
years. Among the nine MTC patients encountered, 
four (44%) were part of MEN2A. Two were siblings 
and both had concomitant hyperparathyroidism. The 
other two had concomitant pheochromocytoma.
 Primary thyroid gland lymphomas accounted for 
only 0.24% of all thyroid malignancies. In two cases 
of thyroid lymphoma encountered, they had diffuse 
large B cell type and underwent surgery. One patient 
had infiltration of adjacent skeletal muscles and

fibrous fatty tissue while the other had oesophageal 
involvement and eventually underwent concomitant 
chemotherapy, who, unfortunately expired in two 
months. Patients who have large B-cell lymphoma 
are said to have poor prognosis.14 
 The thyroid gland is a richly vascularized structure, 
and as such, would be expected to harbour metastases 
with a relatively high frequency.15,16 In this study, it 
accounted for only 0.14% of all thyroid malignancies. 
On ly  one case was  ident i f ied,  a  metastat ic 
adenosquamous carcinoma with supraclavicular lymph 
node involvement. In the literature, most tumors 
involving the thyroid by direct extension are squamous 
cell carcinoma or malignant lymphomas.3 Although 
prognosis of patients with metastases to the thyroid 
gland is generally poor, surgical resection of solitary 
thyroid metastatic disease is recommended. This 
approach may lead to prolonged survival, particularly 
in patients with renal cell carcinoma.3

Parathyroid Carcinoma

 Pa rathy ro id  carc inoma i s  a  ra re  d i sease 
accounting for less than 1.0% of all patients with 
primary hyperparathyroidism in Western countries.3 In 
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this study, we have only encountered one female 
patient, aged 67 years old. The tumor size measured 
4.5cm in its widest diameter and is found in the left 
inferior parathyroid gland. The etiology of parathyroid 
carcinoma is unknown, with no associated risk seen 
in patients with prior head and neck irradiation, or 
prior iodine 131 exposures.3

Adrenal Cancers

 In our study, half of the adrenal cancers were due 
to adrenocortical carcinoma followed by metastases 
to the adrenals and adrenal neuroblastoma.
 Adrenal cortical carcinomas (ACC) are rare tumors 
with an incidence of one per million population 
per year, accounting for about 3.0% of endocrine 
malignancies.3 In this study, we encountered seven 
patients with ACC. Other studies have revealed that 
there are more women than men (2.5:1) with ACC, 
however in this study, finding is different. The mean 
age of onset is 40-50 years, which was in accordance 
with our finding with mean age of diagnosis at 44.5 
years old. Adrenal cortical carcinomas tend to be 
large tumors (greater than 5.0–6.0 cm); the largest 
ACC noted in this study was 17.5 x 14 x 11.5 cm 
and weighed 1,695 grams.
 Adrenal Neuroblastoma is the most common cancer 
in infants less than one year old and it accounts 
for about 7.0% of all cancers in children and there 
are about 700 new cases of neuroblastoma being 
discovered each year in the United States, according 
to American Cancer Society.25 In our case, our patient 
was diagnosed at four years old and underwent 
chemotherapy. The very low number of reported 
cases in this study is because pediatric patients are 
being referred to pediatric oncologist and pediatric 
endocrinologist and not to the adult endocrinologist. 
 Secondary tumors of the adrenal gland increase 
in frequency with advancing age, and are most 
commonly diagnosed in the sixth to eighth decades.26,27 
In our institution, Primary Adrenal Carcinoma was more 
common than Adrenal metastases which is contrary to 
several studies. We had only four documented cases 
of adrenal metastases and seven cases of primary 
adrenal carcinoma. Adrenal Metastases is the fourth 
most common site for distant metastases following 
lungs, liver and bone.28 In a more recent series, 
the most common primary sites of malignancy that 
metastasised to the adrenal gland involve the lung, 
stomach, oesophagus, liver/bile duct.27 In our study, 
two cases of adrenal metastases came from a primary 
lung cancer, and one case came from pancreatic 
cancer and another case from renal carcinoma. The 
mean diameter of adrenal metastases was 2.0 cm in 
one series.27 The largest adrenal metastases from our 
study measured 6.5 x 6.0 x 4.0 cm.

Neuroendocrine Tumors

 Neuroendocrine tumors (NET) are solid malignant 
tumors that arise from dispersed neuroendocrine cells 
found throughout the body.29,30 It is divided into two 
groups: pancreatic neuroendocrine tumors (PNETs, also 
known as pancreatic islet cell tumors) and other 
NETS that generally arise from the gut (excluding the 
pancreas) and the bronchopulmonary system.
 Of the seven patients encountered, four are 
due to PNET and the rest belongs to other NETS. 
Pancreatic endocrine tumors are uncommon and 
represent 1.0-2.0% of all pancreatic neoplasms. In this 
study, there were a total of 117 pancreatic cancers 
admitted and treated at our institution in five years, 
and four of them belong to neuroendocrine carcinoma 
representing 3.4%. The tumors show no significant 
gender predilection and occur at all ages, with a 
peak incidence between 30-60 years.
 The reported overall incidence of tumors of the 
endocrine pancreas has increased during the recent 
years which are probably due to the application 
of more sensitive diagnostic approaches such as 
imaging techniques, reliable laboratory test and careful 
“morphofunctional” analysis by immunohistochemical 
and molecular biological techniques.31

 Pancreatic endocrine tumors are separated based 
on their clinical manifestation into functioning and 
non-functioning. Among the functioning tumors, we 
only encountered two malignant insulinomas. In the 
literature, it usually occurs in older age group32 and 
males are more frequently affected than females.33 This 
is contrary to our study; the two affected patients 
were females with mean age of 53.5 years.
 Malignant insulinomas are usually large (average 
size 6.2cm). In this study, the tumor ranges from 
1.4 cm up to 8.0 cm. Half of the cases have no 
metastases while the other half have metastasized 
to the inferior mesenteric lymph nodes and liver. 
The median survival in metastatic disease to the 
liver ranges from 16-26 months. The five year survival 
probability for certain NET patients (well to moderately 
differentiated NETs) with distant metastases: NET colon, 
14%; NET lung or pancreas, 27%.30

Conclusion

 Th i s  s tudy shows that  thyro id mal ignancy, 
particularly papillary thyroid carcinoma, is the most 
common endocrine malignancy; whereas, parathyroid 
carcinoma is the least common endocrine cancer. 
In our population, there was more primary adrenal 
carcinoma than adrenal metastasis.
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Recommendation

 A follow up study is recommended to determine 
the surv ival  rate of  these di f ferent endocr ine 
malignancies.
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