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ABSTRACT

Medullary thyroid carcinoma is a rare tumor arising from parafollicular or C cells of thyroid gland. As it is a rare
tumor, cytological diagnosis is often difficult due to various patterns of growth and cytological features. Here we
report a case of medullary thyroid carcinoma with metastases to cervical lymph node and skull bone. The diagnosis
was established by fine needle aspiration cytology of the thyroid, cervical lymph node and scalp swelling.
Preoperative serum calcitonin was done and was elevated.
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INTRODUCTION

Medullary Thyroid Carcinoma (MTC) is a malignant
neoplasm of thyroid gland arising from calcitonin
secreting cells. It is sporadic in 80% cases and familial in
around 20% and associated with MEN (Multiple
endocrine neoplasia ITA or IIB)." Sporadic forms are most
common in women in older individuals with a mean age
of 5 to 6 decades. MTC clinically presents as a unilateral
palpable nodule with 50% of cases associated with
cervical lymph node metastases. Distant metastases occur
through hematogenous spread to liver, lungs, bone and
occasionally brain.”

Here we present a case of MTC metastastatic to lymph
node and skull bone which was diagnosed on cytology
along with discussion of differential diagnosis.

CASE REPORT
A 58 year old male presented with left cervical lymph

node enlargement and scalp swelling initially for the past
2 years, now presented with thyroid swelling. CT picture

of skull bone showed a lytic destruction of frontoparietal
bone with intense enhancing large soft tissue component.
Preoperative calcitonin’® was done and elevated to 155
pg/ml.

Fine needle aspiration cytology from thyroid lesion, left
cervical lymph node and left side scalp swelling was
done using 23 gauge needle and 5 ml syringe.

Microscopic examination of thyroid cytology showed a
cellular smear with singly dispersed and clusters of
spindle shaped cells with scant cytoplasm and
hyperchromatic nuclei with stippled nuclear chromatin. A
diagnosis of MTC was made.

Smear from cervical lymph node shows spindle shaped
cells with similar morphology in the background of
lymphocytes.

With these features a diagnosis of secondary deposit from
MTC was made out. Smears from scalp swelling also
showed secondary metastastic deposit.

International Journal of Advances in Medicine | January-March 2015 | Vol 2 | Issue 1  Page 51



Alagarsamy J et al. Int J Adv Med. 2015 Feb;2(1):51-53

Figure 1: Thyroid swelling involving the left lobe.

Figure 3: CT picture showing a lytic lesion involving
the frontoparietal bone.
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Figure 4: Cytology from thyroid shows clusters of
spindle shaped cells with hyperchromatic nuclei.
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Figure 5: Cytology from scalp swelling showing
clusters of spindle shaped cells.

DISCUSSION

Incidence of MTC metastatic to bone is very rare (<1%),
follicular thyroid carcinoma metastastic to bone 7-28%
and papillary thyroid carcinoma 1.5-4%.° Hence we
present this case for its rare mode of metastases.

Vertebra is the most common site of bone metastases in
thyroid carcinoma around (52.2%), followed by femur
(20%), pelvis (16%) and skull (15%). Pain is the most
common complaint observed in our patient. Hence it was
bone metastases that made him seek medical assistance.
Metastases detected at the time of diagnosis are known as
synchronous metastases. Synchronous metastases are
reported to occur in 40-75% cases of thyroid cancers
mostly to cervical lymph node. There have been a few
case reports in literature of intracranial metastases in
MTC.” Our patient likely had sporadic MTC in the
absence of raised catecholamine and normal parathyroid
status. Lack of genetic testing is one of the limitations of
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this report. Anti TTF-1 antibodies are very useful in
distinguishing thyroid carcinoma from other carcinomas.
Metastatic thyroid carcinoma can be easily mistaken for a
soft tissue tumor or skin adnexal tumour and cinically
depending on specific cytomorphology of the tumor, *
number of differential diagnosis may arise.” FNAC
smears from the plasmacytoid medullary thyroid
carcinoma are usually cellular, yielding tumor cells that
are dispersed and are characterized by eccentric nuclei,
“neuroendocrine  type”  chromatin, inconspicuous
nucleoli, binucleated and multinucleated cells and a
relatively clean background.” Apart from the classic
plasmacytoid cell pattern, the neoplastic cells may
resemble spindle cells or small cells with scanty
cytoplasm and moulding of nuclei.* Spindle cell pattern
can mimic a fibroblastic tumor and melanoma. Hence
measurement of serum calcitonin levels is very helpful in
diagnosis.®

CONCLUSION

This report intends to highlight the clinical presentation
of a rare variant of thyroid carcinoma. Any patient with
lytic skull metastases with unknown primary should
undergo evaluation to rule out occult thyroid malignancy.
As fine needle aspiration cytology is a simple OPD
procedure it can greatly help us in a definitive pre-
operative diagnosis of MTC.
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