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Introduction

Metastatic carcinomas of the oral cavity are very rare and 
represent approximately 1 % – 2 % of all oral malignan-
cies. This is probably due to the paucity of red marrow in 

the mature jaw.1 The most common tumors of origin  are breast, 
lung, adrenal, kidney, gastrointestinal tract, and prostate, respec-
tively.2,3  On the other hand, distant metastasis of thyroid carcino-
ma is also rare (about 1 % – 2 % of the well- differentiated types) 
and occurs most frequently in the lung and bone (vertebrae, pel-
vis, and the ribs).4,5 One of the uncommon sources of metastatic 
cancers of the oral cavity is thyroid carcinoma. Some researchers 
reported the prevalence of thyroid carcinoma about 6.1 % of all 
jaw metastasis.6  But the true incidence is unknown because the 
jaw bones rarely included in radiographic skeletal survey which 
can detect the bone metastasis.4,7 In this study, we are presenting a 
case of mandibular metastasis with a history of follicular thyroid 
carcinoma (FTC) twelve years earlier. 

Case Report

A 58-year-old woman was referred to the otorhinolaryngology 
clinic with a complaint of swelling in the right side of her face 
over the angle of mandible (Figure 1). She reported extraction of 
the  molar tooth two months earlier because of tooth mobil-
ity and pain. After the tooth extraction, she noticed the swelling 
which was gradually increasing in size. She had no complaints of 
pain or discharge from the mentioned mass. Reviewing her medi-
cal records, twelve years ago, she had undergone total thyroidec-
tomy due to FTC. But there was no history of radioiodine therapy, 

external radiotherapy, or a watchful follow-up.
On physical examination, a  to stony mass was palpated in 

the right angle of the mandible extending to the ramus on the right 
side. It was about 2 3 cm and had intact mucosa. No effect on 
the teeth and occlusion was seen except for the  molar tooth 
which was extracted earlier. The scar of thyroidectomy could be 
seen on her neck. No lymphadenopathy or thyroid mass could be 
palpated in the neck. Radiographic and CT scan images revealed 
a solid osteolytic lesion (mass) in the right mandibular angle with 
cortical expansion (Figure 2).

An incisional biopsy was performed intraorally. The histopatho-
logic study revealed neoplastic cellular proliferation with round 
monomorphic nuclei in a follicular pattern with colloids. These 

 were consistent with metastatic FTC (Figure 3). No oth-
er metastatic lesions were detected in whole body scan. For this 
reason and to improve the patient’s quality of life, surgery was 
planned. The mandibular mass was removed by segmental man-
dibulectomy through a midline labiotomy incision and the bone 
defect was reconstructed with a 2.7 mm titanium reconstructive 
plate (Figure 4).

Discussion

Although the true incidence of metastatic tumors to the jaw 
bones is unknown, these metastatic lesions make up around 1 % 
of all oral malignancies. Mandible is the most common location 
and the molar area is the most frequent site of involvement.1,4,7 

This may be due to greater hematopoietic tissue in the mandible 
than the other jaw bones. However, the overall incidence of the 
jaw bones metastasis is less than other bones in the body which 
is probably because of gradual replacement of red marrow with 
yellow or fatty marrow.7   

As mentioned before, metastasis to the mandible is rare and 
among them, the thyroid origin is extremely rare. The primary 
sites of metastatic lesion to the jaw bones are different between 
genders. The most common site is breast in female and lung in 
male.2 The symptoms of a metastatic tumor in the mandible in-
clude pain, swelling, loosening of teeth, paresthesia, cervical 
lymphadenopathies,3,8 and rarely pathologic fracture.7,9 In some 
cases these symptoms or signs may be the only manifestation of 
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an undiscovered disseminated malignancy.10

Symptoms of metastasis may present before the diagnosis of the 
primary tumor or after surgical removal of the primary tumor.3,4,11 

But late emergence of metastatic FTC twelve years after thy-
roidectomy is so rare. The similar cases in the literature include 
a 61-year-old woman reported by Anil, et al. with the history of 
thyroidectomy eight years earlier,4 and another one reported by 
Colella, et al. with mandibular involvement  years after a right 
thyroid lobectomy and isthmectomy (for papillary carcinoma).12

FTC is the second most common well-differentiated cancer of 
the thyroid.13 It accounts for 10 % of all thyroid malignancies. The 
mean age of presentation is about 50 years.14 Distant metastases 

have been reported in 10 % to 15 % of patients with differentiated 
thyroid carcinomas. Bone metastasis is the second most common 
site after lungs.4,5,10 Bone metastases are found in 1 % – 3 % of 
well- differentiated thyroid carcinomas, occurring more often in 
follicular carcinoma due to greater hematogenous spread  and in 
patients more than 40 years of age.5,12 Orita, et al. reported a worse 
prognosis among patients with differentiated thyroid and meta-
chronous bone metastasis. The type of cancer, either papillary or 
follicular carcinoma did not have any prognostic value in their 
study.15 However, distant metastasis of FTC reduces the 10-year 
survival by 50 %.16

Although relatively rare, metastatic lesion should be considered 

Figure 1.

Figure 3.

Figure 4.

Figure 2. Cortical expansion by the metastatic follicular thyroid carcinoma.
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in the differential diagnosis of radiolucent jaw lesions. Long term 
survival may be achieved with early diagnosis and treatment. 

References 

1. Tamiolakis D, Tsamis I, Thomaidis V, Lambropoulou M, Alexiadis G, 
Venizelos I, et al. Jaw bone metastases: four cases. Acta Dermatoven 
APA. 2007; 16(1): 21.

2. Hirshberg A, Leibovich P, Buchner A. Metastatic tumors to the jaw-
bones: analysis of 390 cases. Journal of Oral Pathology & Medicine. 
2006; 23(8): 337 – 341.

3. van der Waal R, Buter J, van der Waal I. Oral metastases: report of 24 
cases. British Journal of Oral and Maxillofacial Surgery. 2003; 41(1): 
3 – 6.

4. Anil S, Lal PM, Gill DS, Beena VT. Metastasis of thyroid carcinoma 
to the mandible. Case report. Australian Dental Journal. 1999; 44(1): 
56 – 57.

5. Pittas A, Adler M, Fazzari M, Tickoo S, Rosai J, Larson S, et al. Bone 
metastases from thyroid carcinoma: clinical characteristics and prog-
nostic variables in one hundred forty-six patients. Thyroid. 2000; 10(3): 
261 – 268.

6. Batsakis J. Tumors of the head and neck: clinical and pathological con-
siderations. 2nd ed. Baltimore: Williams & Wilkins; 1979.

7. Algahtani M, Alqudah M, Alshehri S, Binahmed A, Sandor GK. Patho-
logic fracture of the mandible caused by metastatic follicular thyroid 
carcinoma. J Can Dent Assoc. 2009; 75(6): 457 – 460.

8. Harrison D, Lund V. Tumors of the upper jaw. New York; Churchill 
Livingstone; 1993. 

9. Gerhards F, Kuffner HD, Wagner W. Pathological fractures of the man-
dible: A review of the etiology and treatment. International Journal of 
Oral and Maxillofacial Surgery. 1998; 27(3): 186 – 190. 

10. Ismail SB, Abraham MT, Zaini ZB, Yaacob HB, Zain RB. Metastatic 
follicular thyroid carcinoma to the mandible: a case report. Cases J. 
2009; 2: 6533.

11. Achar M. Metastatic hypernephroma occurring in nasal septum. 
AMA Arch Otolaryngol. 1955; 62(6): 644 – 648. doi: 10.1001/ar-
chotol.1955.03830060076020. 

12. Colella G, Capone R, Cappabianca S. Mandibular metastasis from pap-
illary thyroid carcinoma: A case report. Tumori. 2003; 89(4): 452 – 454.

13. Gilliland F, Hunt W, Morris D, Key C. Prognostic factors for thyroid 
carcinoma: A population-based study of 15, 698 cases from the Surveil-
lance, Epidemiology, and End Results (SEER) program 1973 – 1991. 
Cancer. 1997; 79(3): 564 – 573.

14. Flint PW, Haughey BH, Lund VJ, Niparko JK, Richardson MA, Rob-
bins KT, et al. Cummings: Otolaryngology: Head & Neck Surgery. 5th 
ed. Philadelphia: Mosby; 2010.

15. Orita Y, Sugitani I, Matsuura M, Ushijima M, Tsukahara K, Fujimoto 
Y, et al. Prognostic factors and the therapeutic strategy for patients with 
bone metastasis from differentiated thyroid carcinoma. Surgery. 2010; 
147(3): 424 – 431.

16. Muresan MM, Olivier P, Leclere J, Sirveaux F, Brunaud L, Klein M, 
et al. Bone metastases from differentiated thyroid carcinoma. Endocr 
Relat Cancer. 2008; 15(1): 37 – 49.


