CASE REPORT

Unexpected Lung Metastasis After Left
Hemithyroidectomy for Follicular Adenoma in a
Young Adult Male: A Case Report

Papia Akhter, Jasmine Ferdous, Zeenat Jabin and Fatima Begum
National Institute of Nuclear Medicine & Allied Sciences (NINMAS)
Correspondence Address: Dr Papia Akhter, Assistant Professor & SMO,National Institute of Nuclear Medicine & Allied Sciences (NINMAS).
Block-D, BSMMU Campus, Shahbag, Dhaka-1000. Bangladesh. papial078@gmail.com.

ABSTRACT

Follicular neoplasms of the thyroid gland are benign follicular adenoma
and follicular carcinoma. To distinguish follicular carcinoma from a
follicular adenoma based on cytologic, sonographic or clinical features
alone is very difficult. As follicular adenoma of the thyroid is a benign
tumor usually do not metastasize. Here, a case is presented with follicular
variant of papillary thyroid carcinoma (FVPTC) with lung metastasis
which was treated as follicular adenoma four years back. Patient had left
hemithyroidectomy for follicular adenoma and ignored to have regular
follow up. He suddenly developed fever, chest pain and dry cough. CT
scan evaluated a fairly big lung mass which eventually came out as
metastatic follicular carcinoma. From this reported case, it is evident that
regular checkup of patient with follicular adenoma should be ensured for
early diagnosis of further transformation of adenoma to malignancy.
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INTRODUCTION

General consideration for thyroid tumor is that only
malignant tumor can metastasize, and the pathogenesis is

known to us. There are some benign lesions that may show
distant metastasis by time, such as benign nodular goiter,
follicular adenoma, and benign oncocytic follicular
thyroid tumor may be due to the limitations of pathological
examination (1-5). Several studies stated that
encapsulated thyroid follicular tumors without histological
evidence of carcinoma can metastasize (1-5); which are
referred to as metastasizing adenomas (2). Here, we
present a case of follicular variant of papillary thyroid
carcinoma (FVPTC) that exhibited lung metastasis which
was initially diagnosed as follicular adenoma.

CASE REPORT

A 32 year old male with a palpable mass on the left side of
the neck visited a physician. Patient has no past medical
history or risk factors for thyroid malignancy. His thyroid
function tests were within normal limits. Thyroid
ultrasonography (USG) revealed a predominantly solid
thyroid nodule in left lobe with benign sonographic features.

Figure 1: USG of thyroid gland showing predominantly solid nodule in left lobe & right lobe showing uniform echo texture.
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Figure 2: CT Scan of chest axial and sagittal view showing right sided lung metastasis.

Figure 3: *"Tc thyroid scan showing extensive uptake of radiotracer on right side of chest

Right lobe showed uniform parenchyma without any nodule. ~ done on 2016 and histopathology report showed follicular
USG guided FNAC demonstrated nodular goiter withoutany — adenoma. After surgery patient did not have regular checkup
conclusive information. For confirmation of the diagnosis ~ for three years as he was apparently healthy.

and treatment of the nodule left hemithyroidectomy was
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In 2019 patient revisited to a physician as he developed
fever, chest discomfort and pain, dry cough. With all the
baseline investigation CT scan of chest was done. Chest
CT scan showed bone destroying mildly enhancing
pleural based soft tissue density mass measuring about 9
cm x 6 cm located in apical and posterior segment of right
upper lobe. Then CT guided FNAC was done and
revealed metastatic follicular carcinoma of the thyroid.
So,completion of thyroidectomy was done. After the
second surgery he was referred to NINMAS for
radioactive iodine ablation (RAIA).

This time his serum thyroglobulin level was > 300 ng/ml.
Doing proper evaluation Nuclear Medicine specialist from
NINMAS and abroad decided to treat him with external
beam radiation therapy (EBRT) for symptomtic relief and
volume reduction of the tumor followed by RAIA.

DISCUSSION

A follicular adenoma is a benign encapsulated tumor of
the thyroid gland. It is a firm or rubbery, homogeneous,
round or oval tumor that is surrounded by a thin fibrous
capsule. Follicular adenoma has microscopic features
that are similar to follicular carcinoma. A follicular
adenoma cannot be distinguished from follicular
carcinoma based on cytologic features alone. It can be
distinguished on the basis of capsular invasion, vascular
invasion, extrathyroidal tumor extension, lymph node
metastases, or systemic metastases. A follicular neoplasm
with tumor invasion into but not through the entire
capsule is considered a follicular adenoma (6).

Follicular carcinoma is divided into minimally invasive
and invasive variants based on morphologic criteria.
Minimally
encapsulated tumor with microscopic penetration of the
tumor capsule without vascular invasion (6,7). Minimally
invasive follicular carcinoma is a less aggressive tumor
with a disease-free survival that has been reported to be
similar to a benign follicular adenoma (8, 9). Follicular
carcinoma which was initially diagnosed as follicular

invasive follicular carcinoma is an

adenoma was likely that areas of microinvasion were not
included in the examined histological sections because of
limitations in histopathological tumor sampling (3-5).
The new terminology, “non-invasive follicular thyroid
neoplasm with papillary-like nuclear features” (NIFTP),
which has key histopathologic features [i.e., lack of
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invasion, follicular growth pattern, and nuclear features
of papillary thyroid carcinoma (PTC)] should be
considered (10). Interobserver variability may be
involved in the diagnosis of FVPTC (11). According to a
recent study, the diagnosis of NIFTP/encapsulated
FVPTC with invasion should be made based on careful
and extensive review of the tumor capsule interface to
exclude minimal invasion (10). In a previous study, 5
(0.17%) of 2,975 adenomatous thyroid nodules without
pathological evidence of carcinoma exhibited metastases
to lymph nodes or distant organs (1).

In this reported case, FVPTC exhibited no feature of
malignancy on USG. Histopathological examination
revealed thick fibrous encapsulated tumor which has
corresponded to the smooth margin with a hypoechoic
halo on USG. However, when assessing follicular
adenomas, follicular thyroid carcinoma, and FVPTC USG
examinations can be limited because these tumors tend to
exhibit no malignant USG findings, unlike classic PTC
(12). Follicular thyroid adenoma and carcinoma could be
differentiated only on the basis of histopathology (10).

In this reported case there are some possibilities:

First, the
encapsulated microinvasive follicular carcinoma as

follicular adenoma actually was an
morphology do not always reflect the biological
behavior. Histopathology examination of this adenoma
employed only 3um thick HE sections of the paraffin
tissue blocks. No step and serial section observations
were performed. So, it is likely that microinvasive area (s)
of follicular carcinoma may not be present in the
examined sections rather was present on other sites.

Second; intact right lobe of the thyroid had follicular
carcinoma. As patient was not under regular follow up
and proper scrutiny was not done. Another very rare
possibility is the lung tumor is lung teratoma with an
exclusive differentiation into thyroid tissue, similar to
struma ovarii.

CONCLUSION

In this reported case, FVPTC with lung metastasis was
found after three years of surgical removal of the tumor
which was initially diagnosed as follicular adenoma.
From this observation it is recommended to be more
meticulous to review the histopathological findings.

159



Lung metastasis in thyroid follicular adenoma

Regular observation and follow up of patients with
follicular adenoma should be ascertained to avoid
unexpected disease outcome.
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