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Synchronous Bony and Soft Tissue Metastases from Follicular

Carcinoma of the Thyroid

Follicular carcinoma of the thyroid rarely manifests itself as a distant metastatic lesion,
and, when present, is usually found in flat bones. A soft tissue metastasis is extremely
rare, and synchronous metastases to the bone and soft tissue is not reported in the
literature so far. We report such a case of a 42-yr-old male, who presented with a
goiter, scalp and forearm soft tissue swellings, and, fine needle aspiration cytology
of all these swellings revealed a follicular neoplasm. A wide excision of the forearm
swelling was carried out and the histopathology was consistent with features of me-
tastatic follicular carcinoma of the thyroid. The main stay of treatment is surgical re-
section of the primary tumor. The various modalities of treatment of metastasis is

discussed with a review of literature.
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INTRODUCTION

Follicular thyroid carcinoma (FTC) is a slow-growing tumor,
and is the second most common cancer of the thyroid. Dis-
tant spread may occur commonly to bones, brain and lungs.
Soft tissue metastasis is extremely rare and the reported inci-
dence of distant metastasis is between 11 and 25%, while the
initial presentation with distant metastasis is uncommon (1).
So far to our knowledge, there is no report of a synchronous
bone and soft tissue metastases in the literature. We conduct-
ed this study based on the extremely rare case of soft tissue
metastasis.

CASE REPORT

A 42-yr-old male presented with a non-toxic solitary thy-
roid nodule (STN) of 5 yr of duration with swellings on the
scalp and on the right forearm with the durations of 3 and 2
months respectively. There was no other significant contrib-
utory history.

On examination, the general condition and vital signs were
normal. A left STN measuring 5 X 3 cm was present, and was
hard in consistency. There was no cervical lymphadenopathy.
The left parietal region swelling was firm, non-tender, well-
defined and measured 7 X 5 cm. A bony defect was palpable.
The right forearm subcutaneous swelling was hard, non-ten-
der, mobile and well-defined (Fig. 1).

Investigations revealed a normal hemogram and chest radio-
graphy. Radiography of the skull revealed the erosion of the
outer table of the left parietal bone (Fig. 2). Fine needle aspi-
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ration cytology (FNAC) from the thyroid nodule, swellings
on the scalp and the forearm revealed atypical follicular cells,
suggesting a follicular neoplasm. A complete excision with
adequate free margins (2 cm) of the swelling on the forearm
was carried out under local anesthesia, and the histopathology
revealed fibrous septae separating colloid-filled follicles lined
by cuboidal follicular cells with areas of Hurthle cell change,
anisonucleosis and scalloping of colloid with pseudopapillary
hyperplasia (Fig. 3). Serum thyroglobulin (TG) level was found
to be 580 ng/mL (normal <60 ng/mL). Hence, a diagnosis
of FTC with synchronous metastases to bone and soft tissue
was made.

The patient was operated upon in two phases. First a total
thyroidectomy was executed. There were no palpable enlarged
lymph nodes, intraoperatively, in the neck. A week later, the
scalp swelling was excised widely with adequate margins (2
cm). Final histopathology report showed follicular carcinoma
in both specimens (features as described above, with presence
of both capsular and vascular invasion). Post-operative period
was uneventful. At the end of the 3rd week, serum thyroglob-
ulin levels had reverted back to normal. A *'I whole body scan
at the end of the 5th week showed no residual thyroid tissue
in the thyroid bed (neck), except for a hot spot in the scalp
which was ablated with *'T (30 mCi). Patient has been put on
thyroxine 0.3 mg/day for life and kept under close follow-up.
The patient has been free of symptoms for the next 3 yr.

DISCUSSION

FTC is the second most common differentiated thyroid ma-
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Fig. 1. Photograph showing right forearm swelling.
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Fig. 3. Photomicrograph showing colloid filled follicles, Hurthle cell
change, anisonucleosis and scalloping of colloid with pseudo-
papillary hyperplasia (H&E, x 40).

lignancy. It is usually seen in elderly females, unlike our patient,
primarily having a long-standing non-toxic multinodular
goiter (50.2%) (2). Nearly 80% of patients with FTC are seen
to have a STN, and it can also be rarely seen in patients with
endemic goiter (3). Neoplastic change in an existing goiter
is most probably brought about by chronically elevated TSH
levels. In India, for example, the incidence of FTC is 43.9%
of all the differentiated thyroid malignancies (2). The inci-
dence of presentation with distant metastasis increases among
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Fig. 2. Lateral radiography of the skull showing bony erosion.

patients over 45 yr of age, and the age at presentation is the
single most important prognostic factor in differentiated thy-
roid cancers (4, 5).

A follicular neoplasm should be regarded as potentially ma-
lignant and surgically excised, as it is impossible to cytolog-
ically differentiate between a follicular adenoma and carcino-
ma, the diagnosis being based on histological evidence of cap-
sular or vascular invasion. Biopsy of the metastatic lesion makes
the diagnosis straightforward (5), as in our case, where his-
tology of the forearm swelling helped establishing the diag-
nosis of the primary pathology. Hematogenous spread occurs
to the bones, lungs, brain, liver and adrenal glands in decreas-
ing order of frequencies (6). Bony metastasis frequently involves
the vertebrae, pelvis, sternum, long bones and the ribs (7).
There are only a few reports regarding the initial presentation
of patients with distant metastasis leading to a diagnosis of
FTC. The rate of distant metastasis was reported to be 25%
in a series of 448 patients with FTC (6). Emerick et al. (3)
reported 2 patients (3.6%) with distant metastasis at presen-
tation, and Shaha et al. (8) reported a higher incidence of dis-
tant metastasis (11%) in a series of 1,038 patients with FTC,
in which 4% presented initially with distant metastatic dis-
ease. However, presentation with synchronous metastases to
the bone and soft tissue, as in our case, is an extremely rare
event and has not been reported so far. The aggressiveness of
FTC varies widely and metastatic disease is the primary cause
of death (1).

The management strategy of FTC with distant metastasis
is well-defined, and it includes a total thyroidectomy with a
block dissection of the neck nodes, when present, followed by
whole body scan with 5 mCi of ' after 4 to 6 weeks (2). An
ablative dose of *'T (=30 mCi) is given if there is any residual
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thyroid tissue or metastases concentrating ' (9). All patients
receive life long suppressive dose of thyroxine (0.3 to 0.4 mg
daily) (2). Preoperative measurement of serum thyroglobulin
is an important additional tool for the diagnosis of thyroid
carcinoma, and the postoperative level acts as a marker for
recurrent disease or distant metastasis (10). Total body radio-
iodine scan during the first few years is routinely used as the
follow-up for high-risk patients.
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