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ABSTRACT 

 

INTRODUCTION 

Metastasis of a Follicular Thyroid Carcinoma (FTC) to the skull is very rare. We present a case of multiple lytic skull metastasis 

of a FTC in a 48-year-old woman. The patient presented with multiple bulged metastasis on head along with midline thyroid 

swelling. Cytology from thyroid and scalp swellings proved to be a follicular carcinoma. 
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INTRODUCTION: Thyroid malignancies comprise of most 

common endocrine malignancy of which follicular carcinoma 

comprising approximately 10% to 15% of thyroid 

carcinomas.1 Although follicular carcinoma is second most 

common after papillary carcinoma but it is notorious for 

producing distant metastasis. It most commonly spreads to 

lung and bone. Metastasis to skull has been reported from 

lung, breast and prostate but rarely from thyroid. We report 

a 48-year-old female presenting with massive skull 

metastasis from follicular thyroid carcinoma. Most cases 

reported have been solitary metastasis but multiple and 

extensive skull metastasis is very rare. 

 

CASE REPORT: A 48-year old lady who had swelling in 

midline neck since 18 years presented with frontal and 

parieto-occipital region swelling since 6 months. There was 

history of bloody discharge from her right ear on and off. On 

examination all the swellings were massive involving frontal, 

parieto-temporo-occipital region with largest measuring 15 

cm. The veins over swelling were distended and it was 

pulsatile in nature, soft in consistency and fixed to skull 

[Figure 1A]. The skin over the swelling was stretched but 

otherwise normal. She had no significant medical history. 

Routine blood tests and thyroid function tests were normal. 

X-ray of skull showed lytic lesion in frontal and occipital 

region of skull [Figure 1B]. Fine Needle Aspiration Cytology 

(FNAC) from thyroid swelling was reported as Follicular 

Neoplasm. FNAC from skull swelling obtained was stained 

with May Grunwald Giemsa stain. Smears showed thyroid 

follicular cells arranged in uniform microfollicular pattern 

containing colloid [Figure 1D]. Further CT scan revealed 

multiple lytic lesions in skull [Figure 1C] and other parts such 

as humerus, pelvic bone. Patient is started with radioactive 

iodine and is in follow-up. 
 

Figure 1A: Showing midline thyroid swelling and frontal, 

parieto-occipital scalp metastasis. Figure 1B: X-Ray skull 

(Lateral view) showing geographic lytic lesion in parieto-

occipital region. FIGURE 1C: CT scan (with contrast) 

showing frontal, parieto-occipital lesion. Figure 1D: FNAC 

showing microfollicles filled with colloid. (Giemsa Stain, 

100x). 
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DISCUSSION: FTC is commonly seen to occur in age group 

of 40-60 years as in our case. However it has been reported 

in childhood also.2 Skull is a rare site of metastasis with 

occipital region being the commonest.3 Skull metastases 

from FTC most commonly present as a slow-growing soft, 

painless usually hemispheric and singular lump in the 

occipital region.2 The rate of skull metastasis is around 15-

25% in cancer patients.4 Tumors most frequently 

encountered are breast cancer, lung cancer, prostate 

cancer, thyroid cancer and melanoma. Incidence of 

metastasis of FTC into skull is only about 1.7%.3 

A largest case series of skull metastases from all types 

of thyroid cancers consists of 12 cases reported by 

Negamine, et al.5 In this series, mean time from the 

diagnosis of thyroid tumor until discovery of skull metastasis 

was 23.3 years. Very similar in our case it was 18 years. 

Various authors6,7 have reported solitary skull metastasis 

from FTC but multiple skull metastasis is very rare. Also 

follicular carcinoma thyroid presenting as metastasis to 

kidney,8 skin,9 mandible10 have also been reported. 

FNAC smears from metastatic follicular neoplasm are 

usually cellular with classic pattern showing uniform 

microfollicles arranged in monolayered sheets or groups with 

scanty colloid. Individual cells have bland nuclei and scanty 

cytoplasm. In our case marginal vacuoles (fire-flares) were 

also seen. Kumar, et al have reported that marginal vacuoles 

are helpful in establishing the diagnosis of metastatic FTC.11 

 

CONCLUSION: Although skull metastasis is a rare 

occurrence but a differential diagnosis from follicular 

carcinoma thyroid must be kept in mind whenever a huge, 

pulsatile single or multiple swellings of scalp is seen. FNAC 

is a very helpful tool for diagnosis in these cases. 
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