
INTRODUCTION
The thyroid gland, usually located below and anterior to the 
larynx, consists of two bulky lateral lobes connected by a 
relatively thin isthmus. The thyroid is divided by thin brous 
septae into lobules composed of about 20 to 40 evenly 
dispersed follicles, lined by a cuboidal to low columnar 

[1]epithelium, and lled with PAS-positive thyroglobulin.  The 
thyroid secretes hormones that control the heart rate, blood 
pressure, body temperature and basal metabolic rate.

There has been a dramatic increase in the number of people 
[2]diagnosed with thyroid cancer in the past few decades.  This 

may be attributable to the widespread use of imaging studies, 
such as ultrasounds, computed tomography, magnetic 
resonance imaging and positron emission tomography (PET) 

[3]scans that incidentally detect thyroid nodule 

Thyroid cancer occurs more frequently in women than in men, 
at an approximate ratio of 3:1, more so in adults aged 45 to 54 

[4]years, with a mean age of 50 years at diagnosis.

Follicular thyroid carcinoma is the second most frequent 
malignancy of the thyroid gland after papillary carcinoma. It 
accounts for about 10% of thyroid malignancies, with a higher 

[5]occurrence in women aged 40–60 years.  They are usually 
slow growing tumours and known to disseminate 
hematogenously and metastasize in advanced cases. Distant 
metastases are seen in about 10–15% cases, with bone and 

[6]lungs as preferred metastatic targets.  FTC metastases to the 
skull are exceedingly rare and challenging.

From available data, around 2.5% to 5% of cases of thyroid 
cancers may spread to the skull. [7]

We present a rare case report of follicular thyroid carcinoma 
metastasis to skull.

CASE REPORT 
A 64 years old female from rural part of Jharkhand presented 
to the surgery out-patient department with complaints of 
swelling in the right side of head since two months. It was 
small initially but grew to a size of 13*10. There was no pain or 
any other distressing symptom. On examination, the swelling 
was soft and uctuant with engorged veins on the surface and 
was xed to underlying bone. There was no appreciable 
pulsation or cough impulse over the swelling. Further, a 
swelling measuring about 15*5 cm was noticed on her neck 
suggestive of thyroid enlargement.[Figure 1] The swelling 
moved on deglutition and was multinodular on morphology. 
There were no palpable regional lymph nodes. On taking a 
detailed history, she revealed that she was having this 
swelling for about 20 years but since she did not have any 
symptom associated with the swelling, she had not undergone 
any evaluation for the same and was not under any 

medication. Also, she had not noticed any recent increase in 
the size. Apart from these, the patient had no symptoms 
suggestive of pressure on neck structures, no features of 
toxicity and no features of any swellings elsewhere in the 
body. All the other systems including the respiratory and 
central nervous systems were found to be normal.

Thyroid function test revealed normal values and euthyroid 
status. An ultrasound of the neck was done and the report was 
given as 'Multi-nodular goitre involving both lobes of the 
thyroid gland, with a hypo-echoic suspicious area of 
differentiated thyroid malignancy in the left lobe'.

An X-ray of the skull was done and it revealed a discrete 
osteolytic lesion in the frontal bone on the left side. CT scan 
revealed no dural defects or intracranial lesions.

A Fine Needle Aspiration Cytology (FNAC) of the thyroid 
swelling was done which showed a highly cellular smear of 
follicular epithelial cells in microfollicular pattern reported as 
Follicular neoplasm. [Figure 2,4] FNAC of the skull lesion 
showed similar pattern of cells and suggested a possibility of 
metastases from differentiated thyroid neoplasm[gure3]. A 
cell block preparation was made using 2ml isopropyl alcohol 
and 2ml normal saline along with FNAC of aspirate and a 
pallet was obtained. Slide was prepared from the pallet and 
stained with hematoxylin and eosin. Highly cellular smear 
with follicular cells in micropapillary pattern was seen. [Figure 
5] Chest X-ray and other routine investigations were all within 
normal limits. Based on these ndings, the patient was 
diagnosed as follicular thyroid carcinoma with skull 
metastases.

DISCUSSION
Follicular carcinoma is the second most frequent malignancy 
of thyroid gland after papillary carcinoma among the various 
subtypes. It occurs in much older age group than papillary i.e. 

[8]in the 40 to 60 years. and generally seen in elderly females, 
primarily having longstanding non-toxic multi-nodular goitre 
(50.2%), solitary thyroid nodule (44.2%) and rarely in patients 

[9]with endemic goitre.  Unlike papillary cancers which 
metastasizes mainly to lymph nodes, FTC metastasizes to 
lymph nodes in only 5% to 10% of patients at the time of 
diagnosis. Haematogenous spread is much more common in 
FTC. Lungs and bones are commonly involved sites by 
metastasis but the brain, skin, liver, adrenal gland and even 

[10]mediastinum may also be involved. 

They are slow growing tumours, probably induced by 
chronically elevated Thyroid-Stimulating Hormone (TSH) 
levels.

There are reported cases of metastases from follicular 
[11]carcinoma to the kidneys and even the choroid of the eye.  

Among bones, skull is a rare site for metastasis.
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The commonest mode of presentation of skull metastases from 
follicular cancer is as pulsatile skull swelling. Symptoms due 
to increased intracranial pressure, features of cranial nerve 
dysfunction or focal decit maybe present rarely. These 
tumours are usually highly vascular, with evident osteolytic 
changes in the skull. The largest case series of skull 
metastases from all types of thyroid cancers consists of 12 

[7]cases reported by Nagamine et al.  In this series, mean time 
from the diagnosis of thyroid tumour until discovery of skull 
metastasis was 23.3 years.

Histologically these lesions demonstrate features of well 
differentiated follicular adenocarcinoma. They can be 
distinguished from other adenocarcinoma metastasis by 
immunohistochemistry using Thyroid Transcription Factor-

[12]1(TTF-1) and Thyroglobulin (TG).  Also these lesions are 
[13]highly vascular on angiographic assessment  and can 

cause signicant morbidity and mortality during surgical 
resection. So it is recommended that resection of the 
metastatic lesion should only be performed in carefully 

[14]selected cases because of the associated complications.

CONCLUSION
Though the incidence of papillary thyroid carcinoma is much 
higher, mortality is associated more with follicular carcinoma. 
[15] The prognosis of follicular carcinoma commonly depends 
on the presence and extent of distant metastatic disease. In 
locally limited disease, 90% ten year survival can be expected, 
whereas with distant disease that value drops to below 50%. 
Thus metastasis from differentiated thyroid malignancy 
should always be suspected in patients who present with 
suspicious skull metastases.

Figure 1 Appearance of thyroid mass and skull swelling

Figure 2. clusters of follicular epithelial cells (Thyroid: LG 
10X)

Figure 3. follicular epithelial cells from skull swelling (LG 
40X)

Figure 4.Follicular cells showing micro-follicular 
arrangement (LG 40X)

Figure 5. Cell Block preparation showing microfollicles (LG 
40x)
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