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Abstract: 
Although the incidence of thyroid carcinoma has 

increased in recent years, metastatic spread to the skull 

is rare. Here we report a case of an occult follicular 

thyroid carcinoma. A 65 year old female patient 

presented with a large swelling of 20 × 20 cm over the 

frontal and parietal regions for 2 years. Magnetic 

Resoning Imaging (MRI) showed well defined 

lobulated mass in bilateral frontal and parietal regions 

with cystic and solid components. Incisional biopsy of 

the mass was done and was reported as metastatic 

follicular carcinoma with transformation to anaplastic 

variant. In view of this report the patient underwent 

total thyroidectomy, the biopsy report confirmed the 

diagnosis of follicular carcinoma. Surgery is the main 

treatment for resectable metastatic differentiated 
131

thyroid carcinoma, followed by I  ablation and 

thyroid stimulating hormone suppression with 

levothyroxine.
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Introduction:

Follicular carcinoma is the second most common 

thyroid malignancy after papillary carcinoma and 

comprises of 5-10% of all primary thyroid cancers 

[1]. Follicular carcinoma is most often seen in 

patients over 40 years of age. The tumour usually 

presents as an asymptomatic solitary thyroid 

nodule. These neoplasms tend to metastasize 

hematogenously, with lung and bones most 

commonly affected, while distant metastasis at the 

time of diagnosis are reported in 11-20% of 

patients [2]. Manifestation of secondary thyroid 

deposits from a silent thyroid cancer is one 

presentation of the condition defined as occult 

thyroid carcinoma, the presence of distant 

metastasis is reported to decrease 10 year survival 

rate by 50% [3]. Bone metastasis is most likely to 

occur in the scapula, sternum and ilium. Skull 

metastases are uncommon, being found in only 

2.5% to 5.8% of cases of thyroid carcinoma [4]. In 

most reported cases, skull metastases were found 

in the base of the skull and occiput area [1]. The 

metastatic deposits from follicular carcinoma are 

morphologically similar to the primary tumour, 

but they can be deceptively bland as to mimic 

normal thyroid tissue [1]. The initial presentation 

of differentiated thyroid malignancy is an increase 

in the size of the thyroid gland or otherwise neck 

swelling, however, in very rare cases, the patients 

present with atypical complaints, and after an 

evaluation, thyroid malignancy with distant 

metastasis is revealed [5]. 

Case Report:

Here we report a case of an occult follicular 

thyroid cancer, whose initial presentation was a 

bosselated mass in the frontoparietal region with 

intracranial and extracranial extension of the 

mass. A 65 year old female patient presented with 
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a large swelling of 20 × 20 cm over the 

frontoparietal region for 2 years. The swelling was 

soft in consistency with increased local 

temperature and dilated veins over the swelling 

with occasional discharge of blood clots from it. 

The patient was then investigated with clinical 

suspicion of haemangioma, dermoid cyst and 

eosinophillic granuloma.

Magnetic Resoning Imaging (MRI) showed well 

defined lobulated mass in bilateral frontoparietal 

region with cystic and solid components. Lesion 

was iso and hypo intense and showed destruction 

of frontal and parietal bones with intracranial 

extension of mass. Incisional biopsy of the mass 

was done and was reported as metastatic follicular 

carcinoma with transformation to anaplastic 

variant. In view of this report the patient underwent 

total thyroidectomy; the biopsy report confirmed 

the diagnosis of follicular carcinoma. The follow 

up with the patient was lost as she was sent to the 

higher center for radioactive iodine treatment.

Fig. 1: Showing Skull Wall Metastasis of 
Tumour

Fig. 3: Metastatic Follicular Thyroid Cancer 
with Areas of Necrosis (10X H&E)

Fig. 4: Lateral View on MRI showing Extra 
Cranial as well as Intracranial 
Extension of Tumour Involving Dura

Fig. 2: Foci of Transformation of the Tumour 
to Anaplastic Component (40X H&E)
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Discussion:

Differentiated Thyroid Cancer (DTC) is the 

commonest endocrine malignancy, wherein 

follicular carcinoma comprises of 10% [3]. 

Accurate diagnosis has major implications for 

tumour management, as different tumour types 

respond differently [4]. Fine Needle Aspiration 

Cytology (FNAC) examination is important to 

differentiate follicular or papillary carcinoma. 

Many a times, patient remains asymptomatic and 

may present as nodal or bony metastasis [6]. Blood 

borne metastases are common with spread to lung, 

bone and other solid organs. In less than 10% of 

cases of follicular carcinoma, there is evidence of 

lymphatic involvement [2]. The overall survival 

from localized thyroid carcinoma is 85-90% at 10 

years but reduces by 50% in metastatic disease. 

Approximately 25% of metastatic spread from 

DTC is to bone [3]. Even though well 

differentiated thyroid cancers have an indolent 

nature, they may behave aggressively. The survival 

rate varies for patients who present with distant 

metastasis synchronously with the primary 

tumour, with the latter enjoying a better survival 

rate [5]. The prognosis of well-differentiated 

thyroid cancer has also been shown to be affected 

by histopathology. Age, gender and involvement 

of multiple organs are independent factors 

associated with mortality in thyroid cancer 

patients. Various models such as Mitogen-

Activated Protein Kinase (MAPK) and the 

phosphatidylinositol 3-kinase pathways have been 

developed, and they explain the spread of thyroid 

cancer to extra cervical sites but they fail to predict 

the phenomenon of rare organ metastases [5]. The 

mean age of presentation is 60 years and incidence 

is higher in females [7]. In our case the swelling 

was soft with signs of inflammation with 

occasional discharge of blood clots from it which 

was probably due to intracranial hemorrhage.

A very significant complication that may occur in 

patients with follicular carcinoma is transformation 

into anaplastic carcinoma. This may occur de novo 

in untreated follicular carcinoma of thyroid or in 

metastatic foci [8]. In our case, it was observed in 

primary as well as metastatic tumour. Surgery is the 

main treatment for resectable metastatic 
131differentiated thyroid carcinoma, followed by I  

ablation [3-4] and Thyroid Stimulating Hormone 

(TSH) suppression with levothyroxine. Thyroxine 

withdrawal causes prolonged TSH stimulation and 

may accelerate metastatic progression, with 

important clinical consequences, especially for 

patients with skull metastases. In our case, after 

confirmation of the diagnosis of follicular 

carcinoma on thyroidectomy tumour debulking 

was performed to decrease the amount of 

radioactive iodine needed. In addition to 

thyroidectomy and radioactive iodine treatment, 

the use of external beam radiation therapy for both 

loco-regional control and control of inoperable 

metastases is suggested [8]. Bisphosphonates are 

effective inhibitors of osteoclastic activity. They 

have been shown to reduce complications and pain, 

and represent an alternative approach for managing 

bone metastases [4]. 



 Journal of Krishna Institute of Medical Sciences University 89ÓÓ

Seema R. Balasubramaniam & Vishrabdha R. PawarJKIMSU, Vol. 8, No. 1, January-March 2019 

1. Chan JKC. Tumours of thyroid & parathyroid glands. 

In: C.D.M Flethcher editor. Diagnostic histopathology 
thof tumors, Volume 24  ed. Philadelphia: Elsevier 

Saunders 2013:1177-1272.

2. Parlea L, Fahim L, Munoz D, Hanna A, Anderson J, 

Cusimano M, et al. Follicular carcinoma of the thyroid 

with aggressive metastatic behavior in a pregnant 

woman: Report of a case and review of the literature. 

Hormones (Athens) 2006; 5 (4): 295-302.

3. Nawarathna NJ, Kumarasinghe NR, Chandrasekera 

DN, Senevirathna RJ. Unusual presentation of occult 

follicular carcinoma of thyroid: As thoracic wall lump. 

Thyroid Res Pract 2016;13:36-9

4. Li X, Zhao G, Zhang Y, Ding K, Cao H, Yang D, et al. 

Skull metastasis revealing a papillary thyroid 

carcinoma. Chin J Cancer Res 2013; 25(5):603-7.

5. Iftikhar H, Ikram M, Muhammad AY, Nathani KR. 
Unusual presentation of differentiated thyroid cancer 
metastasis. Int Arch Otorhinolaryngol 2017; 
22(2):167-70.

6. Jagtap SV, Patil D, Chetan, Gupta SO. Papillary 
carcinoma thyroid presented with extensive local 
lymph nodal metastasis.  IP Arch Cytol Histopathol Res 
2018; 3(2):113-5.

7. Shamim MS, Khursheed F, Bari ME, Chisti KN, Enam 
SA. Follicular thyroid carcinoma presenting as solitary 
skull metastasis: Report of two cases. J Pak Med Assoc 
2008; 58(10): 575-7. 

8. Baloch ZW, Livolsi VA. Pathology of thyroid and 
parathyroid disease. In: Stacey E.Mills editor: 

th Sternberg's Diagnostic surgical Pathology, Vol. 1. 5 ed 
Philadephia: LWW Wolter Kluwer Health; 2004: 493-
544. 

*Author for Correspondence: Seema R. Balasubramaniam, C5, Bharati Girls Hostel 3, BVDUMCH, 

Sangli- 416414 Email: rb_seema@yahoo.co.in, Mob: 8600070201

References


