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ABSTRACT
Occult thyroid carcinoma presenting with clinically apparent
metastasis is rare and is a diagnostic challenge. Here, we
report a 67-year-old male who presented with a left side chest
wall mass resembling a soft tissue sarcoma of 1 year duration. The mass showed rapid enlargement at the latter end of
its course, following an initial asymptomatic period. Imaging
studies showed a soft tissue mass eroding into several ribs.
Wide local excision with primary reconstruction was performed.
Histological studies and immune staining revealed metastasis
from a follicular thyroid carcinoma. Total thyroidectomy follo
wed, confirming the diagnosis. Postoperatively, radioisotope
ablation (I131) was done. A suppression dose of thyroxin was
continued with regular thyroglobulin assays. Painful bone metastasis responded well to analgesics, bisphosphonates and
external beam radiotherapy. Follicular carcinoma comprises
10 to 15% of thyroid malignancies. Localized thyroid carcinoma
has a very good prognosis, 10 years survival rates reducing
by 50% with metastatic disease. Commonly, thyroid cancer
presents as detectable thyroid nodules, 25% having metastasis.
In contrast, metastatic manifestations are reported in less than
5% of occult thyroid cancers.
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introduction
Manifestation of secondary deposits from a silent thyroid
cancer is one presentation of the condition defined as
occult thyroid carcinoma.1 Approximately, 25% of metastatic2 spread from differentiated thyroid cancer (DTC)

1,3
4,6

is to bone. Secondary deposit from occult thyroid cancer
is rare3 and presents a challenge to the clinician in its
diagnosis. The presence of distant metastasis is reported
to decrease 10 years survival rate by 50%.4 In this paper,
we present a middle aged male who presented with a
thoracic wall mass suggestive of a soft tissue tumor.
Histological analysis revealed a metastatic deposit of an
occult follicular thyroid cancer.

Case Report
A 67-year-old male, presented with a lump on the left
side of his chest for duration of 8 months. Initial gradual
enlargement was noted with rapid enlargement over the
preceding 2 months associated with intermittent pain. He
was a known diabetic on oral hypoglycemics.
Clinical examination revealed a painless mass of 10 ×
15 cm on the left side posterolateral chest. Further examination suggested attachment to the thoracic wall (Fig. 1).
Regional lymphadenopathy was not present, and organ
system evaluation was unremarkable. The provisional
diagnosis was soft tissue sarcoma.
Contrast-enhanced computerized tomography scan
revealed a mixed density mass (cystic and solid areas)
within the chest wall eroding into the 9th, 10th and 11th
ribs (Fig. 2). Its deep surface was seen to protrude into the
pleural space, yet the pleura was intact. Mediastinal node
enlargement as well as pulmonary or liver secondaries
was not seen. Fine needle aspiration of the mass done
twice was inconclusive and revealed blood only.
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Fig. 1: thoracic wall metastasis
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A left sided thoracotomy was performed and the
mass surgically excised with resection of the involved
ribs. The thoracic wall defect was primarily repaired
with a prosthetic mesh and primary closure was
achieved.
Macroscopically, it an encapsulated mass with solid
and cystic areas was seen. Hematoxylin and eosin stain

showed packed small follicles with empty lumina. The
tumor infiltrated the capsule and skeletal muscle (Fig. 3).
Appearances were highly suggestive of a metastatic folli
cular carcinoma of the thyroid. Malignant neoplasms of
renal and pulmonary origin were other differential diag
noses which were excluded by immunohistochemistry
(Figs 4 to 6).

Fig. 2: CT film of thoracic wall metastasis

Fig. 3: High power view of thoracic wall metastasis from the
follicular carcinoma of the thyroid

Fig. 4: Metastasis was immunopositive for thyroglobulin

Fig. 5: Metastasis was immunonegative for epithelial
membrane antigen

Fig. 6: Metastasis was immunonegative for
carcinoembryonic antigen
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Fig. 7: Tc-99m methylene diphosphonate bone scan; high uptake areas are suggestive of bone metastasis

Further radiological imaging was performed on the
thyroid and abdomen. Imaging of the thyroid gland
revealed a multinodular goiter with a suspicious nodule of
the right lobe. Abdominal imaging studies were normal.
Radioisotope scanning with Tc-99m methylene diphosphonate showed significant tracer uptake of multiple ribs
on both sides, compatible with bone metastasis (Fig 7).
Patient underwent total thyroidectomy. Histology
confirmed a follicular carcinoma of the thyroid. Supp
ression doses of thyroxin were prescribed in the postoperative period followed by I131 ablation. Pain from
metastatic bone lesions were managed with analgesics,
bisphosphonates and physiotherapy.

Discussion
Differentiated thyroid carcinoma is the commonest endo
crine malignancy.5 Papillary carcinoma comprises the
majority whilst 10% are follicular carcinomas. The overall
survival from localized thyroid carcinoma is 85 to 90% at
10 years but reduces by 50% in metastatic disease. About
25% of follicular carcinomas eventually develop meta
stasis, with increasing age being a significant risk factor.
Reports of metastatic disease as the initial presentation of occult thyroid follicular carcinoma are limited,
with an incidence of about 3 to 4% according to previous
studies.7,8
Occult thyroid carcinoma can be categorized as; inci
dentally found thyroid carcinoma or microcarcinoma
in thyroidectomised specimens for benign disease or at
autopsy, incidentally detected papillary thyroid microcarcinoma on imaging studies, clinically apparent metastasis
from a clinically undetectable thyroid malignancy and
thyroid cancer localized in ectopic thyroid tissue.1
In this case, our patient presented with clinically apparent metastatic deposits. Skeletal metastases of carcinoma
of the thyroid normally present with pain but maybe
clinically silent. Pain maybe due to release of cytokines

from the tumor or maybe due to pressure or mass effect
within the bone. Additionally, patients may present with
fractures in some situations of skeletal metastasis.
The main mode for spread of follicular thyroid carcinoma is the hematogenous route. The commonest site of
metastasis being, the lung followed by bone.9,10 More than
80% of bone metastasis is to the axial skeleton, commonly
the vertebrae, ribs and pelvis. The excised soft tissue mass
in this patient was well encapsulated and attached to ribs.
Hematoxylin and eosin staining of the excised tumor
showed cells arranged in small follicles, which were empty.
Thyroid follicular carcinoma could not be confirmed by
light microscopy. Differential diagnoses included renal
and lung malignancy. A positive thyroglobulin and
epithelial membrane antigen (EMA) as well as negative carcinoembryonic antigen (CEA) in immunohistochemistry studies confirmed the origin of the tumor.
Ultrasonic imaging of the neck showed a multinodular goiter with a suspicious nodule on its right
side. Lung and renal malignancies were excluded. The
patient underwent total thyroidectomy and the histology
confirmed a follicular carcinoma of the thyroid gland.
Postoperatively, he was started on suppression thyroxin
doses. Subsequently, a methylene diphosphonate Tc-99m
bone scan was performed as a staging investigation.6
Multiple hot areas of the axial skeleton were compatible
with bone metastasis from a thyroid follicular carcinoma.
Surgery is the main form of treatment for resectable
metastatic differentiated thyroid carcinoma,11,12 followed
by I131 ablation. Since our patient had multiple painful
bone deposits we started him on analgesics and bisphos
phonates13 to which he responded. Skeletal metastasis
have osteolytic effects on bone thus the anti osteoclastic
activity of bisphosphonates are known to have a beneficial
effect on such patients.11 However when surgery is an
impractical option, other modalities need to be consi
dered. External beam radiotherapy12 is an alternative for
iodine unresponsive metastatic lesions.
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