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MBSTRACT

Follicular thyroid cancer is differentiated thyroid cancer (DTC). It is relatively common of malignancy but skull
metastasis is rarely case. We report a case of follicular thyroid cancer with skullmetastasis.A 51 year-old Indonesian
woman was referred to our department with growing mass at her head. Biopsy of the mass indicated a tumor of thyroid
origin. The patient underwent a near-total thyroidectomy. Pathology result confirmed a follicular thyroid cancer.
Radioiodine scintigraphy shows no uptake of 1-131 at the skull area. Bone scan confirmed hot spot spot at
parietal bones and coldEsSiomEat ettt sof frontal bone.

Prognosis of follicular thyroid cancer is poorer once distant metastases have occurred. Furthermore, non-
responsiveness to radioiodine can be caused by cell dedifferentiation. This is due to the fact that cell dedifferentiation
results in loss of ability to accumulate 1-131. Appropriate treatment is essential key for successful management of this

patient.
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BACKGROUND

Thyroid cancer is relatively common of malignancy but skull metastasisis rarely case. Follicular thyroid cancer is
differentiated thyroid cancer (DTC). It is a slow growing tumor and has a good prognosis. However if a distant metastasis
is present the prognosis usually becomes poor. lodium-131(1-131) has been used for 70 years to treat thyroid cancer. Patients with
follicular and papillary cancer who undergo total or near total thyroidectomy are subsequently treated with 1-131.
However, bone metastases sometime fail to uptake radioiodine.

METHODOLOGY

A 51 year-old woman was referred to our department complaining of lump size increase at her head. In beginning,
she was diagnosed with adenomatous thyroid but eight years later, she complained of growing mass at her head. Biopsy
results of the mass confirmed a follicular thyroid cancer. She underwent a total thyroid surgery and was followed by I-
131 treatment (100 mCi) at other hospital and never came back to the hospital for follow up. She came to our hospital
and we examined thi,_rlroid-stimufating hormone (TSH), thyroglobulin, anti-thyroglobulin level proceed with
thyroid scintigraphy. She received 29,5 mCi of |-131, was followed by whole body scintigraphy four three days later.

RESULTS

After four weeks of thyroxin withdrawal, TSH, thyroglobulin, and anti-thyroglobulin results are 2.77 mU/L, 1.78 ng/mL, and negative,
respectively. Level of TSH does not increase after thyroxin withdrawal. Thyroid scintigraphy using 99mTc showed no uptake in thyroid
bed.Furthermore, she received 29.5 mCi of I-131. Image from iodine-131whole body scan does not show uptake of I-131 at thyroid bed
and skull area.” Tc-methylene disphophonate (MDP) bone scintigraphy demonstrated high uptake at right and left parietal bones and
cold lesion at frontal bone. Hot spot also notice at 1/3 distal of right femur bone.
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Figure 1: Scintigraphy result after received 29,5 mCi of Nal-131(A) Whole body image. Figure 2 : Bone scan (99Tc-MDP) shows high uptake at right and left parietal bones

(B) thyroid bed image. Images only show lacrimal glands and gastro-intestine tract avid with cold lesion at left frontal bone. Hot spot also detect at 1/3 distal right of femur bone,
radioiodine. We cannot detect avid of radiciodine the rest of the body.

CONCLUSION

It is difficult to make a distinction between benign and malignant follicular thyroid cancer. Prognosis of DTC is poorer once distant
metastases have occurred. Furthermore, non-responsiveness to radioiodine can be caused by cell dedifferentiation. This is due to the
fact that cell dedifferentiation results in loss of ability to accumulate 1-131. Metastases behave like thyroid tissue, and withdrawal of
thyroxin did not increase TSH level. Appropriate treatment is essential key for successful management of this patient.



