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Papillary thyroid carcinomas are the most common type of ut ijﬂ jii:loﬂ XLZEE - T—'—i %%ﬁ%ﬂ el A
thyroid malignancy, and have more excellent prognosis com- oldl SelE Aystod v AT} A Harshe violrh
pared to other types of thyroid malignancy, with rare occur-
rences of distant metastasis. The most frequent sites for = 2|
distant metastases are the lungs and bones, but brain me- °
tastases are extremely rare, with a frequency of only 0.1~
5% in reported series. Hence we report a patient with a H 32 614 GAE 20001 109HE] £ =] H

papillary thyroid carcinoma metastasis to the right parietal
lobe of brain, the lung, the left chest wall and right aceta-
bulum, with a review of the literature. (J Korean Surg Soc
2003;64:505-509)
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Fig. 1. Microscopic features of the scalp mass. The tumor cells show the characteristic papillary pattern with fibrovascular core. (A) H&E

staining, x100, (B) Immunostaining for thyroglobulin, *100.

Fig. 2. Brain MRI shows a 7.5x7 cm sized, metastatic mass with
high signal intensity in right parietal lobe.
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Fig. 3. Neck sonogram shows multiple masses with mixed
echogenicity and irregular margins in both lobe of
thyroid.
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Fig. 4. Whole body scan with
parietal area of skull, left ribs and right ischium.

' show increased uptake of right
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Fig. 5. Microscopic feature of the resected thyroid. The microscopic finding shows that tumor cells grow with papillary pattern (A) and
they invade the capsule of thyroid gland (B) (H&E stain, A: %200, B: %x400).
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