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Letters to Editor

Multiple paranasal 
sinus involvement 
from a metastatic 
follicular carcinoma 
thyroid
Sir,
A great majority of tumors affecting the paranasal 
sinuses (PNS) are primary carcinomas; metastasis to the 
PNS is extremely rare.[1‑4] Among the various PNS, the 
maxillary sinus is reported to be the most commonly 
affected by metastatic tumors, followed by the sphenoid, 
ethmoid, and frontal sinuses.[1‑2] Metastasis to the PNS 
can occur from a primary tumor anywhere in the body; 
metastases from primaries of the kidney, lung, prostate, 
and breast have been described to be more frequent. 
There have been only isolated case reports of PNS 
metastasis from thyroid cancers.[3‑4] We present a rare 
case of metastasis from a follicular carcinoma thyroid 
with multiple paranasal sinus involvement.

A 55‑year‑old woman underwent a total thyroidectomy 
and a right functional neck dissection for a follicular 
carcinoma thyroid. She was on follow‑up with 
suppressive doses of thyroxin after remnant radioiodine 
ablation. Two years later, she presented to us with 
a right‑sided facial swelling, nasal obstruction with 
occasional bouts of epistaxis, and a prominent bony 
swelling arising from the manubrium sterni [Figure 1]. 
Evaluation with a computed tomography (CT) scan of 
the PNS revealed an irregular lytic lesion measuring 
7.9 × 3.8 cm involving the right maxillary sinus with 
extension to the ethmoidal sinuses, sphenoid sinus, 
greater wing of sphenoid, and basi‑sphenioid [Figure 2a]. 
The soft tissue infiltration was noted in the right 
retrobulbar space, which caused extra axial proptosis 
in the right eye. A bone scan confirmed increased 
uptakes in the multiples PNSs, corresponding to the 
tumor, and also in the manubrium sterni [Figure 2b]. 
A chest skiagram revealed multiple pulmonary nodules, 
suggestive of pulmonary metastasis. A diagnosis of 
metastatic follicular carcinoma thyroid was made; the 
same was confirmed by aspiration cytologies from the 
soft tissue component overlying the right maxillary 
sinus and from the manubrium strerni [Figure 3]. An 
attempted biopsy from the PNS tumor transnasally 
resulted in brisk bleeding, which was managed 
conservatively by anterior nasal packing. None of 
the lesions concentrated radio‑iodine in a whole 

Figure 1: Clinical photograph at presentation showing right facial swelling with 
proptosis and also the bony swelling arising from the manubrium sterni

Figure 3: Aspiration cytology from the soft tissue overlying the right maxilla 
and the manubrium sterni swelling showing atypical follicular cells, suggesting 

a diagnosis of metastatic follicular carcinoma

Figure 2: (a) Evaluation with a CT scan of the PNS revealed an irregular lytic 
lesion measuring 7.9 × 3.8 cm involving the right maxillary sinus with extension 

to the ethmoidal sinuses, sphenoid sinus, greater wing of sphenoid, and 
basi‑sphenioid; (b) A bone scan confirmed increased uptakes in the multiples 

PNS, corresponding to the tumor, and also in the manubrium sternum
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body Iodine‑131 scan. The patient was hence offered 
palliative external beam radiotherapy to the tumor bed 
in the PNS and the manubrium sterni. She continues to 
live with disseminated disease for the past 6 months on 
suppressive doses of thyroxin.

Follicular carcinoma is the second most common 
thyroid cancer, accounting for 15-20% of all thyroid 
gland malignancies. Distant metastasis, although 
relatively uncommon, has been known to occur more 
commonly to the lungs and bone. Radioactive iodine 
therapy is considered to be the first line of treatment 
for distant metastasis from thyroid carcinomas that 
concentrate radioiodine. External irradiation should 
be considered when the cancer is unresectable and in 
the palliation of bony, spinal, and brain metastasis.[5] 
It is occasionally used as adjunctive therapy in the 
management of patients with advanced thyroid cancers 
and in recurrent tumors that do not concentrate 
radioiodine.[5]

Metastases to the PNS usually respond poorly to 
treatment and usually have a poor prognosis.[3] This 
report highlights the importance of suspecting metastases 
as a differential diagnosis of vascular tumors in the PNS 
in patients with a previous history of malignancy.
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Practical draining 
technique using Foley  
catheter for maxillofacial  
spatial infections
Sir,
Surgical exploration of involved spaces and 
maximum pressure reduction of pus‑filled spaces are 
main steps of abscess treatment.[1] Accurate placement of 
drains in the involved compartments provides effective 
drainage and fast resolution of the spatial infections. The 
general purpose of the Foley catheter is to drain urine 
but it may serve as a very effective abscess drain.

It could be used both as a passive or active drain. 
The rigidity and diameter of a Foley catheter poses 
advantages over Penrose drains, which allows placement 
and directing the drain into desired facial planes 
without any collapse and folding of its tip.[2] The Foley 
catheter allows monitoring of the draining process 
with computed tomography (CT), magnetic resonance 
imaging (MRI), and ultrasonography [Figure 1]. In some 
catheter models, a thin wire is integrated along the long 
axis of the catheter for easier radiological identification. 
This gives the chance to visualize the exact position of 
the catheter in situ.

The most common sizes are 10 F (3.3 mm) to 28 F (9.3 mm). 
We prefer mostly 14 F or 16 F sizes for abscess draining. 
After aseptic skin cleansing, the skin is incised with no. 11 
blade and blunt dissection is performed with a curved 
clamp until pus‑filled space is entered. The Foley catheter 
is advanced with the clamp through the dissected space 
and secured to skin with 3/0 silk suture. The space is 

Figure 1: CT showing the localization of Foley catheters in situ
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