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This 50-year-old woman presented with headaches, torticollis
and a large craniocervical mass which had grown rapidly over
the previous four months. She had also a thyroid tumefaction
neglected for more than 20 years. Physical examination showed
normal vital signs, without neurological deficits. It was an
evident bilateral exophtalmia with anterior cervical painful mass
originating from both lobes of the thyroid gland. The scalp mass
(24 × 12 × 20 cm) was noted on the right temporoparieto-
occipital region with laterocervical extension (Figure 1). This
enlarged tumefaction was not tender, and showed an elastic, firm
consistency with immobility. She had no hepatosplenomegaly
and other lymphadenopathy. Thyroid function tests showed
hyperthyroidism. Cranial computed tomography scan revealed a

large skull mass with marked destruction of both cranial tables,
skull base extension and soft tissue infiltration. The mass had a
heterogeneous density with areas of intratumoral calcifications.
There was also a brain cystic process on the left temporo-
occipital region (Figure 2). Other examinations including
thoracic and abdominal imaging did not reveal any other
tumourous lesions. Fine needle aspiration of the cervical mass
showed malignant cells of papillary carcinoma. The scalp mass
biopsy confirmed the diagnosis of metastatic thyroid papillary
carcinoma on histopathologic examination. The patient refused
any surgical treatment or further examinations and returned
home. Unfortunately, she died three months later.
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Figure 1: Patient’s picture showing a giant temporo-parieto-occipital mass was seen with laterocervical extension.
Note the large thyroid tumefaction.
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DISCUSSION
Papillary carcinoma of the thyroid, the most common form of

thyroid malignancy, generally carries a good prognosis since it
usually remains intrathyroidal and tends to metastazise locally to
regional lymph nodes alone. Skull and brain metastasis are
exceptional, but significantly increase the risk of mortality.1-4
The metastatic lesion usually presents as a soft painless scalp
mass and it is usually single.2 It rarely causes increased
intracranial pressure or brain compression, but occasionally an
intracranial extension causes severe neurological symptoms. In
our patient, despite the extensive bone destruction and
intracranial extension, she showed no neurological sign.
Although other primary tumours may involve the calvarium,
metastases and multiple myeloma are the most common
malignant tumours in adults; and lytic expansible metastases are
most often associated with lung, breast and prostate
carcinomas.2,5
In the clinical course of thyroid papillary carcinoma, skull

and brain metastasis should not be excluded. Patient should be
meticulously followed up. Rapid detection and appropriate
treatment are critical for obtaining a good prognosis. To our
knowledge, we present the first case report of thyroid papillary
carcinoma with huge cranial vault, skull base and brain
metastasis.
Early total excision of brain metastasis is the treatment of

choice. Today administration of radioactive Iodine-131 is widely
used for ablation. However, this treatment has some difficulties
because of affinity of Iodine-131 to the tissues. Only 17 % of
metastatic lesions to the brain take up iodine-131, so the effect of

radioactive ablation on brain metastasis is very restricted. The
size is another problem. Only small size metastasis are
candidates for this therapy.
The surgery with excision is the only method to improve the

prognosis. Total excision is correlated with longer survival.6
Yoshikazu Ogawa7 suggested that the brain metastasis

treatment is radical surgery, thyroxin supplementation and
radiosurgery for intracranial metastasis lesions. But radiosurgery
is limited in huge lesions like those in our patient.
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Figure 2: Cranial Computed tomography scan on axial view revealing a large skull mass with marked
destruction of both cranial tables, skull base extension and areas of intratumoral calcifications. Note the
brain cystic mass on the contralateral temporooccipital region.
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