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Thyroid carcinoma with metastatic intracranial involvement is very rare. Intracranial
metastases occur in < 1% of all cases. Even in thyroid carcinoma medullary carcinoma
with intracranial metastasis is extremely rare. This is a case report of 58-year-old
male presenting with scalp swelling over the left fronto parietal region, which was
diagnosed as medullary carcinoma thyroid with intracranial metastases. This case
presented because of it rarity of presentation.
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INTRODUCTION

Medullary thyroid carcinoma was least common thyroid malignancies compared to papillary thyroid
carcinoma. In medullary thyroid carcinoma most common presentation was neck swelling with
secondaries neck. Thyroid carcinoma with metastatic cranial involvement is very rare. Intracranial
metastasis in thyroid carcinoma was <1%. In thyroid carcinoma, medullary catcinoma was <10%.

Medullary carcinoma with isolated skull metastasis even rare.!

CASE REPORT

A 58-year-old male patient admitted with a complaint of swelling over the left side of the scalp for
two years duration. He noticed a swelling in front of the neck after he noticed a swelling over the
scalp for 1-year duration, and also he noticed a swelling over the left side of the neck for the past
1-year duration. No history of headache, seizure episode, blurring of vision and vomiting. No history
suggestive of either hypothyroid or hyperthyroid features. No history suggestive of compressive
symptoms. History of loss of appetite and lose of weight present. No history of previous surgery
or surgical intervention. No history of prolong drug intake. No history of previous irradiation. No
history of similar episodes in the family.

Scalp examination shows a swelling of 8 cm X 7 cm over the left fronto parietal region, irregular
surface, hard in consistency. A neck examination shows a swelling of the size about 4 cm X 3 cm,
irregular surface, seen in front of the neck [Figure 1]. Moves with deglutination. Cervical region
examination shows multiple cervical lymph node largest measures 3 cm X 3 ¢cm, which was hard in
consistency, not mobile [Figure 2]. Investigations show anemia and normal thyroid function test.
Serum calcium shows normal level. Serum calcitonin shows >100 ng/dl. Fine needle aspiration of
the thyroid gland shows features of medullary thyroid carcinoma [Figure 3]. Computed tomography
(CT) brain shows lytic destructive lesion of left fronto parietal bone with intensely enhancing large
soft tissue component 5.5 cm X 5.9 cm X 5.9 cm noted. The soft tissue components have extra-dural
and scalp components causing compression on the brain parenchyma, effacement of adjacent sulci
and midline shift [Figure 4]. Bone scan shows metastatic bone disease in the region corresponding to
the parietal bone of left side skull with nonspecific polyarthritis [Figure 5].

Because of the rare presentation of medullary thyroid carcinoma with brain metastasis the treatment
modality and availability of treatment options also limited. As the patient presented with metastatic
disease over the skull without compressive symptoms planned for palliative radiotherapy with palliative
chemotherapy.
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