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Follicular carcinoma is the second most common histological type of 

thyroid carcinoma and has a particular tropism for the bone. However, 

costal metastases remain rare events. We report two cases of unique 

costal metastases, the first of which is indicative and the second a late 

recurrence of thyroid follicular carcinoma.  We performed in both cases 

a complete removal with parietal reconstruction followed by 

radioiodine therapy. No recurrences were recorded after 06 months of 

follow-up. This demonstrates the importance of surgery in the 

management of oligometastases during follicular thyroid carcinomas 

for better long-term results.   
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Introduction:- 
Chest wall tumours represent a heterogeneous group of lesions whose diagnosis and treatment are a real challenge. 

They represent less than 5% of thoracic malignancies and can be of primary or secondary origin. In the latter case, 

they follow a haematogenic, lymphatic or trans diaphragmatic release (1). Thyroid cancers (TCs) are osteophilic 

cancers, particularly thyroid follicular carcinoma (FTC), which is described as the histological type with the most 

bones metastases (BM), approximately 7-28% (2). In 50 -80% of cases the BM are multiple during the FTC (3). The 

coast represents the 6th site of occurrence of BM which makes it a rare location (4).  The presence of bone meta and 

a large tumour volume are factors limiting the effectiveness of Iodine 131 radiation therapy (5). Thus, the proper 

management of patients with BM consists of surgical excision, Iodine 131 radiation therapy, external radiation 

therapy and see therapeutic trials. For isolated bone metastases it is recommended to perform complete surgical 

removal for long-term overall survival benefit in patients (6). Here we report two cases of patients >65 years of age 

with isolated costal metastases of FTC in their oncocytic form who received complete surgical excision followed by 

adjuvant treatment. 

 

Cases Series 

Case 1 

In our unit, we received patient E. F, 68 years old, with no contributory medical history, who had a left lower retro 

breast swelling accidentally discovered during a health campaign. At her initial clinical examination, she also had a 

thyroid-like anterior cervical swelling developing for about 06 months, without cervical lymphadenopathy, 

described in the cervical ultrasound as a multi-heteronodular goitre with nodules (02 rights measuring 2.45x2.21 and 

2.94x1.91cm respectively and 01 left measuring 1x0.67cm) classified EUTIRADS 5 on the right and 3 on the left. 

His thyroid status was 0.87mUI/L and his Thyroglobulin was >500 ng/ml. She received a primary lobo isthmectomy 

whose extemporaneous examination revealed a suspicious vesicular lesion. As a result, a total thyroidectomy with 

bilateral central curagewas performed. The anatomopathological examination and immunohistochemistry of the 
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operating room were in favour of follicular carcinoma in its oncocytic variant with capsular invasion without 

vascular invasion whose tumour focus measured 2cm long axis and classified pT1b according to the 2017 pTNM 

classification. In a second time the patient was referred to thoracic surgery for management of the left retro-breast 

mass which was hard, fixed in the deep plane, about 6cm long axis next to the inferior-external quadrant and not 

painful at the clinical examination. At the chest-abdominal-pelvic CT scan, it was a large posterior parietal tissue 

tumour mass left breast measuring 63x73mm centred by a lytic lesion blowing from the anterior arch of the 6th left 

rib with anarchic bone tissue without lesion of the pulmonary parenchyma, pleura, mediastinum, or abdominal 

pelvic stage (Figure 1). A trucut biopsy of this mass revealed fibrofatty and muscular tissue containing pseudo-

thyroid vesicles without mammary parenchyma requiring an immunohistochemical complement. The 

immunohistochemistry carried out at the time confirmed the thyroid origin of the tumour proliferation with a 

positive immunolabeling for the Antibodies anti- Pan-cytokeratin, anti-TTF1, anti-PAX8 and negative for the 

Antibodies anti-GATA-3. In front of these data a complete excision of the mass in monobloc taking away the coast 

with reconstruction of the defect by a polypropylene plate surmounted by a metal bar with 12 holes is made. The 

surgical follow-up was simple. Subsequently, the patient was referred to radiotherapy where she started Iodine 131 

radiation. At 6 months post-operative and management, the patient shows no recurrence or complication as 

evidenced by the control imaging. 

 

Case 2 

We report the case of a 70-year-old woman, hypertensive under treatment, who had received a total thyroidectomy 

25 years ago and was put on Levothyroxine 75 mg. She had left parietal swelling that had been developing for about 

04 years, initially presenting with basithoracic pain associated with a dry cough without haemoptysis and a 

progressive alteration of the general condition with unencrypted weight loss. The thoracic CT showed a left intra-

thoracic mass of tissue density, containing small calcifications, well limited oval, peripheral, measuring 65x45mm, 

causing a lysis of the 7th rib and extending outside the chest wall, without parenchymal abnormality, pleural or 

mediastinal (Figure 2).  A CT-guided biopsy revealed thyroid vesicular structures with no obvious cytological 

abnormalities. An excision of the mass in monobloc with reconstruction of the defective by a polypropylene plate 

surmounted by a metal bar with 12 holes is made (Figure 3). The surgery was simple. Pathological examination of 

the operating room confirmed metastasis of infiltrating thyroid follicular carcinoma. The patient was referred for 

radiotherapy for additional management. She is now at 6 months of post-operative management and does not report 

any abnormalities or recurrence to the control scanner.  

 

Discussion:- 
Bones metastases (BM) are found in all histological types of thyroid carcinoma (CTs) with a prevalence around 2-

15% according to published case series(7,8). Thyroid follicular carcinoma (FTC) shares with medullar carcinoma 

(MCC) the highest prevalence of bone metastases, respectively (7-28%) and (16-19%); compared to papillary 

carcinoma (CTP) around (1.4-7%) (2). The costal location of TC BM appears to be the 6th location (after the limbs, 

spine, skull, pelvis and sternum) described in the Kallel et al series in patients with multiple metastases during 

differentiated thyroid carcinomas (5).  Very few cases of single costal metastasis have been described (1,9–11). The 

hematogenic nature of FTCs and its preference for areas with high blood flow such as bone marrow would explain 

these remote locations (1,9). In 52.2% of cases bone metastasis presents as the first manifestation of FTC (8) as was 

the case in the first patient we described. Rare are the cases where this metastasis develops years after 

thyroidectomy. Kara et al nonetheless reported in 2021 a case of costal metastasis of FTC 10 years after 

thyroidectomy (1). Our second case occurred about 25 years after our patient received a thyroidectomy. 

 

Bone metastases during CTs are discovered on average around the age of 60 with a female prevalence which was the 

case for our patients (3). The female sex is also reported to be a factor of good long-term overall survival for bone 

metastasis(1,9,10) . They are rarely symptomatic. However the manifestations when present, are marked by pain , a 

pathological fracture(4) as was the case in our patients. 

 

Initial management of bone metastases consists of iodine-131 radiation therapy and/or external radiation. However, 

this modality showed limitations in the reduction of metastases due to a lack of absorption by these tumours(12–14). 

For this purpose, surgical excision appears as an adequate initial modality before any other adjuvant treatment as 

regards the improvement of the quality of life, the long-term prognosis of the patient and especially the response to 

these adjuvant treatments. This method is all the more beneficial when pathological fractures exist and must be 

considered when the metastasis is unique and operable. Thus, we performed a complete removal of these bone 

metastases in our patients with parietal reconstruction by a polypropylene plate surmounted by a metal bar to fill the 
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parietal defect. This process has the advantage of improving the quality of life of patients, the response to the 

adjuvant treatment but also of promoting a better long-term overall survival with less recurrences.    

 

In these reported cases, we described two patients >60 years of age with a rare costal location of an FTC in its 

oncocytic variant who benefited from complete removal of the metastases as well as adjuvant treatment by iodine 

131 radiation therapy. At 6 months post management, patients are well without local or remote recurrence or 

complication. 

 

 
Figure 1:- Axial slice CAT scan showing the left retro mammary mass with lysis of the 6th rib. 

 

 
Figure 2:- Thoracic CT in axial section, mediastinal window showing the costal mass with lysis of the 7th left rib. 
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Figure 3:- Intraoperative view of the parietal reconstruction of the defect after removal of the mass. 

 

Acknowledgments:-  
Not applicable. 

 

Conflicts of interest:  

The authors declare that they have no conflict of interest. 

 

Funding:  

This study did not receive any specific funding  

 

Ethical approval: 

No ethical approval was required for these reports  

 

Consent: 

Written consent was obtained from the patient for publication 

 

Guarantor: 

Walid EL HARICH. 

 

References:- 
1. Kara M, Akgul T, Yegen G, Aksakal N. Late Onset of an Overlooked Follicular Thyroid Carcinoma 

Presenting as a Chest Wall Tumor 10 Years Following Thyroidectomy. AACE Clin Case Rep. 2021;7(4):268‑72.  

2. Iñiguez-Ariza NM, Bible KC, Clarke BL. Bone metastases in thyroid cancer. J Bone Oncol. 19 févr 

2020;21:100282.  



ISSN: 2320-5407                                                                            Int. J. Adv. Res. 11(04), 256-260 

260 

 

3. Stratmann M, Sekulla C, Dralle H, Brauckhoff M. [Current TNM system of the UICC/AJCC : the 

prognostic significance for differentiated thyroid carcinoma]. Chir Z Alle Geb Oper Medizen. juill 

2012;83(7):646‑51.  

4. Kallel F, Hamza F, Charfeddine S, Amouri W, Jardak I, Ghorbel A, et al. Clinical features of bone 

metastasis for differentiated thyroid carcinoma: A study of 21 patients from a Tunisian center. Indian J Endocrinol 

Metab. mars 2014;18(2):185‑90.  

5. Yanagawa J, Abtin F, Lai CK, Yeh M, Britten CD, Martinez D, et al. Resection of thyroid cancer 

metastases to the sternum. J Thorac Oncol Off Publ Int Assoc Study Lung Cancer. août 2009;4(8):1022‑5.  

6. Chen YC, Tan NC, Lu HI, Huang SC, Chou FF, Kuo YR. Wide composite resection of follicular thyroid 

carcinoma with metastases to sternum: report of two cases. Asian J Surg. juill 2013;36(3):130‑3.  

7. Pittas AG, Adler M, Fazzari M, Tickoo S, Rosai J, Larson SM, et al. Bone metastases from thyroid 

carcinoma: clinical characteristics and prognostic variables in one hundred forty-six patients. Thyroid Off J Am 

Thyroid Assoc. mars 2000;10(3):261‑8.  

8. Wu K, Hou SM, Huang TS, Yang RS. Thyroid carcinoma with bone metastases: a prognostic factor study. 

Clin Med Oncol. 2008;2:129‑34.  

9. Gertz R, Sarda R, Lloyd R. Follicular thyroid carcinoma presenting as a massive chest wall tumor. Endocr 

Pathol. mars 2013;24(1):20‑4.  

10. Palomares Avilés C, Balsalobre Salmeron MD, García Lopez MA, Martin López M. Single rib metastasis 

of follicular thyroid cancer. Cirugia Espanola. nov 2014;92(9):e51.  

11. Srinivasan A, Iliescu G, Chowdhuri SR, Grosu HB. Follicular Thyroid Carcinoma Presenting as a Large 

Rib Metastasis. J Bronchol Interv Pulmonol. oct 2019;26(4):e67‑8.  

12. Harness JK, Thompson NW, Sisson JC, Beierwaltes WH. Proceedings: Differentiated thyroid carcinomas. 

Treatment of distant metastases. Arch Surg Chic Ill 1960. avr 1974;108(4):410‑9.  

13. Tubiana M. External radiotherapy and radionuclide in the treatment of thyroid cancer. World J Surg. janv 

1981;5(1):75‑84.  

14. Charbord P, L’Heritier C, Cukersztein W, Lumbroso J, Tubiana M. Radioiodine treatment in differentiated 

thyroid carcinomas. Treatment of first local recurrences and of bone and lung metastases. Ann Radiol (Paris). 

1977;20(8):783‑6. 


