
International Journal of Surgery Case Reports 89 (2021) 106615

Available online 22 November 2021
2210-2612/© 2021 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).

Case report 

Follicular thyroid carcinoma with an iliac wing metastasis – Rare case 
report at Bugando Medical Centre in Tanzania 

Olivia Michael Kimario a,*, Patric Ngoya b, Osca Otman c, Leonard Washington d, 
Alicia Massenga d, ZephaniaSaitabau Abraham e 

a Department of Otorhinolaryngology, Catholic University of Health and Allied Sciences, Mwanza, Tanzania 
b Department of Radiology, Catholic University of Health and Allied Sciences, Mwanza, Tanzania 
c Department of Pathology, Catholic University of Health and Allied Sciences, Mwanza, Tanzania 
d Department of General Surgery, Catholic University of Health and Allied Sciences, Mwanza, Tanzania 
e Department of Surgery, University of Dodoma, School of Medicine and Dentistry, Dodoma, Tanzania   

A R T I C L E  I N F O   

Keywords: 
Follicular 
Thyroid carcinoma 
Metastasis 
Iliac wing 

A B S T R A C T   

Thyroid carcinoma is uncommon in our geographical setting. When it occurs the leading histological type is 
papillary thyroid carcinoma followed by follicular thyroid carcinoma which are differentiated thyroid carci-
nomas. Differentiated thyroid carcinomas usually have a good prognosis as compared to undifferentiated thyroid 
carcinomas. Follicular Thyroid Carcinoma usually presents with a solitary thyroid nodule with or without cer-
vical lymphadenopathy. We present a 57 year old female with history of anterior neck swelling for 5 years and 
inability to walk using the left lower limb for 2 years. Total thyroidectomy and modified neck dissection was 
done. Histopathology results revealed follicular thyroid carcinoma. Patient was received radiochemotherapy 
treatment post-surgery. Follicular thyroid carcinoma may present with a symptomatic distant metastatic bony 
lesion as presented. It is important for clinicians to be aware this and carry out confirmatory relative 
investigations.   

1. Introduction 

Thyroid cancer is a relatively rare disease, accounting for approxi-
mately 1% of all malignant neoplasms, about 0.5% in men and 1.5% in 
women [1]. Various histological types of thyroid cancers have been 
identified, including differentiated thyroid cancers (DTC), hürthle-cell, 
undifferentiated carcinoma and medullary carcinoma. About 90% of 
thyroid cancers are differentiated, including both papillary (70–75%), 
and follicular (15–20%) cancers. Papillary DTC is characterized by 
indolence and localized spread, but may metastasize to the lungs and 
bones. Follicular DTC is known to preferentially metastasize to the lungs 
and bones via hematogenous spread [2]. Bone metastases have been 
reported in 2.3–12.7% of patients with DTC [3]. Most bone metastases 
occur in areas of high blood flow, including the red marrow regions of 
the axial skeleton, including the vertebrae (42–52%), femur (9–20%), 
skull (2–16%) and pelvis (5–13%) [4]. 

The pelvis is the second most common region of the metastatic bone 
lesion following the spine. Metastatic tumors of the pelvis may cause 
pain and a significant loss of function and weight-bearing capacity. Due 

to the relatively large size of the pelvic cavity, the elastic nature of the 
organs it contains, and its surrounding muscles, tumors at that site 
usually reach considerable size before causing symptoms. While some 
locations of metastases within the pelvis have no impact on pelvic sta-
bility and function (e.g., ilium, pubis), lesions of the posterior ilium may 
pose a threat to lumbosacral integrity while lesions involving the ace-
tabulum may profoundly impair hip function and the weight-bearing 
capacity of the lower extremity [5]. 

DTC is one of the most curable cancers [6]. DTCs are characterized 
by a slowly progressive course, and have a 10-year survival rate of 
80–95% [7]. However, the occurrence of distant metastases reduces the 
overall 10-year survival rate to 40% [8]. Previous studies have reported 
that 25% of metastases were to the bone, 49% to the lung and 15% to 
both. Bone metastases have been reported in 2–13% of patients with 
DTC, being significantly more frequent in patients with follicular cancer 
(7–28%) than in those with papillary cancer (1.4–7%) [9,10]. Patients 
with thyroid cancer and bone metastases have a poor prognosis, with 10- 
year survival rates ranging from 0 to 34% [11]. Complete resection of 
bone metastases of DTC has been associated with a significant 

* Corresponding author. 
E-mail address: oliviakimario@icloud.com (O.M. Kimario).  

Contents lists available at ScienceDirect 

International Journal of Surgery Case Reports 

journal homepage: www.elsevier.com/locate/ijscr 

https://doi.org/10.1016/j.ijscr.2021.106615 
Received 22 September 2021; Received in revised form 16 November 2021; Accepted 16 November 2021   

mailto:oliviakimario@icloud.com
www.sciencedirect.com/science/journal/22102612
https://www.elsevier.com/locate/ijscr
https://doi.org/10.1016/j.ijscr.2021.106615
https://doi.org/10.1016/j.ijscr.2021.106615
https://doi.org/10.1016/j.ijscr.2021.106615
http://creativecommons.org/licenses/by/4.0/


International Journal of Surgery Case Reports 89 (2021) 106615

2

improvement in survival [3,12]. 

2. Case presentation 

57 year old female referred from Kitete Regional Referral Hospital, 
Tabora with main complains of anterior neck swelling for 5 years and 
inability to walk using the left lower limb for 2 years. 

The anterior neck swelling increased gradually in size with time 
associated with pressure symptoms such as difficulty in swallowing 
however no change in voice. Patient provided history of cooking using 
firewood however, no history of radiation exposure nor having a close 
relative with goiter. 

History of inability to walk using the left lower limb also started 
gradually by having limited movement and later inability to bear weight 
on the limb, when done so results to pain. No history of trauma reported 
by patient. 

On general examination, patient was oriented to time, place and 
people, not wasted, not jaundiced, not cyanotic, not pale, no enlarged 

cervical lymph nodes, no lower limb edema. Vital signs were normal 
(Fig. 1). 

On local examination, patient had a right sided anterior neck mass 
which moved up on swallowing, it was mobile, firm, non tender and 
measured about 4 cm by 5 cm in size. The mass involved only the right 
thyroid lobe - the left thyroid lobe was not palpable. There was neither 
shift of trachea nor retro-sternal extension. There was no vocal cord 
palsy on fiber-optic laryngoscopy (Fig. 2). 

We had a preoperative diagnosis of thyroid carcinoma whereby total 
thyroidectomy and modified neck dissection was performed and the 
specimen taken for histopathological analysis. The histopathology re-
sults (Figs. 3–6) had a confirmatory diagnosis of follicular thyroid 
carcinoma. 

3. Discussion 

Thyroid carcinoma is uncommon in our Tanzania although when it 
does occur major histological type is papillary thyroid carcinoma fol-
lowed by the follicular thyroid carcinoma. Both of are well differentiated 
tumors with a good prognosis upon treatment. Females are more 
commonly affected as shown in our case presentation [1]. 

The patient had a confirmatory histological diagnosis of follicular 

Fig. 1. Thyroid ultrasound illustrated an enlarged right thyroid lobe (red arrows) with a heterogeneous nodular parenchymal echo relative to the left thyroid lobe 
(white arrows) which had a normal size and homogenous parenchymal echo. 

Fig. 2. X-ray of the pelvis demonstrated a large lytic bubbly lesion (solid white 
arrows) within the left iliac wing extending to involve the left acetabulum but 
sparing the left femur demonstrating a lobulated sclerotic superior border and 
ill defined inferior, medial and lateral borders suggestive of a bony metastasis in 
the context of a malignant thyroid mass. 

Fig. 3. Shows a gross thyroidectomy specimen (black solid arrow) with mul-
tiple nodules of variable sizes infiltrating the capsule. 
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thyroid carcinoma with a metastatic lesion to the left iliac wing 
involving the left acetabulum which rich in blood as has been described 
[4]. 

The pelvis is the second most common region of the metastatic bone 
involvement followed by the spine. Metastases in the pelvis may cause 
pain and a significant loss of function and weight-bearing capacity. Due 
to the relatively large size of the pelvic cavity, the elastic nature of the 
organs it contains, and its surrounding muscles, tumors at that site 
usually reach considerable size before causing symptoms. While some 
locations of metastases within the pelvis have no impact on pelvic sta-
bility and function (e.g., ilium, pubis), tumors of the posterior ilium may 

pose a threat to the lumbar-sacral integrity, and tumors of the acetab-
ulum may profoundly impair hip function and the weight-bearing ca-
pacity of the lower extremity [5] as presented in our case. 

Despite intra-operative hemorrhage, the patient was managed suc-
cessfully by total thyroidectomy and modified neck dissection and later 
underwent radiochemotherapy treatment at the Oncology Department. 
Patient continued follow up at the out-patient clinic after treatment. 

4. Conclusion 

Follicular thyroid carcinoma may present with a symptomatic 
distant metastatic bony lesion as presented. 

Recommendation 

It is important for clinicians to be aware this and carry out confir-
matory relative investigations. 
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Fig. 4. Shows hematoxylin and eosin sections (×4 hpf) of numerous microfollicles forming diffuse solid tumor infiltrates into the capsule (black solid arrows).  

Fig. 5. Shows a hematoxylin and eosin section (×10 hpf) of the solid micro-
follicles some with scanty colloid material formed a trabecular arrangement. 

Fig. 6. Shows a hematoxylin and eosin section (×40 hpf) of the vascular in-
vasion (black solid arrow). 
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