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Thyroid cancer is the most common 
malignant disease of the endocrine system. 
Follicular thyroid carcinoma accounts for 
10% of thyroid carcinomas and is rare in 
young populations. It is most common in 
iodine-deficient areas and tends to occur in 
an older age group than papillary thyroid 
cancer.[1] Follicular thyroid cancer has a 
propensity to spread haematogenously to 
bone, lung or liver.[2] Cutaneous metastases 
are rare and usually indicate an advanced 
tumour stage. Scalp metastases are a rare 
presentation, seen in 2.5 - 5.8% of follicular 
thyroid carcinomas.[3]

Case report
A 60-year-old woman was referred to our 
department by a neurosurgeon. She had a 
newly developed scalp tumour, suspected 
to be of metastatic origin from a thyroid 
gland. It was a parieto-occipital mass ~7 
× 5 cm in size, and the patient’s forehead 
veins were very distended (Fig.  1). There 
was no significant anterior neck swelling, 
or history of dysphagia or voice changes. 
An excisional biopsy specimen from the 
mass had features of an underlying 
neoplastic infiltrate. The patient underwent 
full metastasis work-up. The results of 
thyroid function tests were within normal 
limits. A thyroid ultrasound scan showed 
multinodular goitre (TIRADS 5), and fine-
needle aspiration of the gland showed 
features of follicular neoplasm. A computed 
tomography scan showed thyroid carcinoma 
with skeletal and pulmonary metastases 
(T3b, N1b, M1) as well as dilated biliary 
ducts. She developed obstructive jaundice 
while awaiting further surgical treatment. 
Liver function test results confirmed the 
clinical suspicion of obstructive jaundice. 
Subsequently, endoscopic retrograde 
cholangiopancreatography (ERCP) was 

performed and the patient was found to have 
a peri-ampullary tumour that was causing 
obstructive cholangiopathy. A biliary stent 
was inserted to relieve obstruction, and 
biopsy of the tumour showed it to be benign 
(Fig. 2).

The patient’s jaundice subsided clinically 
and biochemically after the ERCP, and she 
underwent elective thyroidectomy. The 
thyroid gland was hard, deeply extended 
to the trachea and left recurrent laryngeal 
nerve. A near-total thyroidectomy was 
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Fig. 2. Endoscopic finding of peri-ampullary tumour.

Fig. 1. Distended forehead veins.
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performed, leaving a small amount of thyroid tissue to avoid 
damage to the vital cervical structures. There were no postoperative 
complications and the patient’s recovery was uneventful. She was 
discharged and referred to our nuclear medicine department for 
further management with radioactive iodine therapy.

Discussion
Metastatic thyroid carcinoma of the scalp can be a diagnostic challenge. 
Scalp metastases of thyroid carcinoma appear as solitary or multiple 
reddish nodules. In a world literature review, only 38 cases of scalp 
metastases from thyroid carcinoma were reported.[4] The most common 
histological type was follicular carcinoma (46%). A follicular neoplasm 
is potentially malignant, but it is impossible to differentiate cytologically 
between a follicular adenoma and carcinoma.[5] The treatment of 
patients with scalp metastases includes total thyroidectomy and excision 
of the scalp lesion, followed by administration of radioiodine therapy.

Conclusion
We present a rare case of metastatic follicular thyroid carcinoma. Any 
slowly growing scalp nodule should raise the suspicion of a metastatic 
thyroid carcinoma.
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