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ABSTRACT 
Background. Follicular carcinoma thyroid usually metastasises to bone. Common 

sites of bone metastasis include skull and spine. Spinal metastasis are more common 

in the cervical region followed by dorsolumbar spine. Cervical extradural lesions 

present with progressive quadriparesis, sensory loss, dysautonomia, and respiratory 

distress. Typical Elsberg phenomenon in a cervical extradural lesion is rare. Elsberg 

phenomenon involves the involvement of ipsilateral upper limb, ipsilateral lower limb 

followed by contralateral lower limb and contralateral upper limb. 

Case presentation. We are reporting a case of 47-year-old lady presented with 

progressive quadriparesis of 1-month duration. Her weakness started in left upper 

limb followed by left lower limb, right lower limb and right upper limb weakness. She 

also had sensory loss below the level of C7. She had undergone near-total 

thyroidectomy for solitary thyroid nodule 14 years back and was on thyroid 

supplementation since then. Histopathology at that time was reported as follicular 

adenoma with Hashimoto thyroiditis. Her right upper limb power was grade 4- Left 

upper limb grade 1 right lower limb Grade 3, left lower limb grade 2 with hypertonia 

of both upper and lower limbs. She was evaluated with MRI Spine which showed a 

dumb bell-shaped extramedullary lesion involving the C5-C6 vertebra with significant 

cord compression and encasement of the left vertebral artery. USG neck showed left 

supraclavicular lymph node enlargement and small residual thyroid tissue in the left 

side of the thyroid. USG guided FNAC from the thyroid tissue and neck nodes were 

inconclusive. The patient underwent C4 and C5 laminectomy and subtotal excision 

from the cervical lesion. Histopathology was reported as metastasis from follicular 

carcinoma thyroid. Postoperatively patient limb power improved to grade 3 left 

upper and lower limbs and was discharged and later referred for radioiodine ablation 

Conclusion. Cervical extradural metastasis from follicular carcinoma thyroid can 

present with Elsberg syndrome even without any neck swelling even after decades of 

post thyroidectomy status for a benign aetiology. Laminectomy and decompression 

may lead to clinical improvement. 

 

INTRODUCTION 

Carcinoma thyroid is the fifth common malignancy in women and can 

be broadly classified in to papillary, follicular, medullary and anaplastic. 
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(1) Papillary carcinoma thyroid is the most common 

variety, which usually metastasise to neck nodes via 

lymphatic system. Whereas the follicular carcinoma 

thyroid spreads hematogenously to lungs and 

bones.More than 80% of bone metastases from all 

tumors including DTC are located in the axial 

skeleton red marrow (vertebrae, ribs and hips) owing 

to high blood flow. (1)Clinically, they present with 

bone pains, pathological fractures or signs of cord 

compression. Progressive Quadriparesis  with typical 

Elsberg phenomenon as the presenting 

manifestation  of follicular carcinoma of thyroid in a 

post near- total thyroidectomy for a benign etiology 

after several years of thyroidectomy is quite 

uncommon in medical literature related to this (2). 

 

CASE PRESENTATION 

A 47-year-old lady presented with complaints of neck 

pain of 4 months duration followed by progressive 

paraparesis of 1 month duration. Weakness initially 

started as left upper limb weakness 1 month back 

followed by weakness of left lower limb, right lower 

limb and right upper limb. At the time of 

presentation, she was bed ridden. She also 

complained of numbness over all the four limbs and 

chest and abdomen and had urinary retention and 

constipation. She had underwent near total 

thyroidectomy for Solitary thyroid nodule 14 years 

back and histopathology was reported as follicular 

adenoma with Hashimoto thyroiditis.  She was under 

follow up for next 2 years and was on thyroid 

hormone replacement. On examination, she was 

conscious, alert, hemodynamically stable. No signs 

of hyperthyroidism or hypothyroidism. She had a 

healed thyroidectomy scar in the neck with Left 

supraclavicular lymphadenopathy and no other 

palpable swellings. Her right upper limb power was 

grade 4-  Left upperlimb grade 1 right lower limb 

Grade 3, left lower limb grade 2  with hypertonia of 

both upper and lower limbs. She had sensory loss 

below the C7 level. Triceps jerk, knee jerk and ankle 

jerk were exaggerated bilaterally and plantar was 

extensor bilaterally. 

Her routine blood investigations were normal. 

ESR was slightly elevated (42 mm/hr). Mantoux test 

was negative. She was evaluated with MRI C-spine 

with screening of whole spine which showed an ill-

defined lobulated heterogenous enhancing 

dumbbell shaped probably extradural soft tissue 

lesion of size 3.5x3.3x3 cm (TxAPxCC) in the C5 and 

C6 vertebral level with infiltration in to the body of C6 

vertebra. The lesion was extending intraspinally 

causing severe spinal canal compromise with 

compression over the spinal cord . The lesion was 

extending superiorly in to the posterior epidural 

space from C4 to C7 and was encasing the left 

vertebral artery at level of C5- C6 vertebra.  USG 

abdomen and chest X ray were normal.  Ultrasound 

neck showed thyroid tissue in the thyroid bed and 

left supraclavicular lymphadenopathy. FNAC from 

the left supraclavicular lymphnode and recurrent 

thyroid were inconclusive.  

She underwent C5-C6 laminectomy and subtotal 

excision of the lesion. The intraoperative findings 

suggested an extradural lesion at C5-C6 level 

involving and destroying the C6 vertebra and 

compressing the spinal cord and encasing left 

vertebral artery. Histopathology was reported as 

metastasis from the follicular carcinoma thyroid with 

TTF-1 positivity. Patient improved clinically 

postoperatively. At the time of discharge, she had 

grade 3 power of left upper and lower limbs and 

grade 4 power of right upper and lower limbs. She 

underwent radio-iodine scanning followed by 

radioiodine ablation. She is presently on limb 

physiotherapy and rehabilitation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 1. MRI C-spine 

showing an ill-defined 

lobulated 

heterogenous 

enhancing dumbbell 

shaped probably 

extradural soft tissue 

lesion 
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Figure 2a. Intraoperative image showing extradural lesion with 

destruction of C5 and C6 vertebral body with encasement of 

left vertebral artery. 

 

 
 

Figure 2b. Histopathology was reported as metastasis from 

the follicular carcinoma thyroid with TTF-1 positivity. 

 

DISCUSSION 

Follicular carcinoma usually forms osteolytic 

metastasis and are common in the skull and spine. 

Usual site of spinal metastasis in follicular carcinoma 

is thoracic > lumbar> cervical. (1) Presentation of 

follicular carcinoma thyroid spinal metastasis may 

vary. Patient can present with destruction of the 

vertebral body, localised tenderness, radiculopathy 

and with features of myelopathy like quadriparesis 

or paraparesis, sensory deficits, sphincter 

disturbances, autonomic dysfunction and 

respiratory distress. In extradural lesions usually 

symptoms are progressive as the size of the lesion 

increases. (3,4) 

Elsberg U phenomenon is the progressive 

quadriparesis with sequential involvement of 

ipsilateral upper limb, ipsilateral lower limb followed 

by contralateral lower limb and contralateral upper 

limb, often described as U-shaped or clockwise 

involvement of limbs. Elseberg U phenomenon is 

commonly seen in cervical myelopathy due to 

cervical extradural lesions or in Foramen magnum 

pathology and very rarely due to  extradural 

metastasis from follicular carcinoma thyroid.(3,5,6,7)  

MRI spine is the investigation of choice for spinal 

tumours. MRI can help in differentiating the 

intramedullary tumours from extramedullary and 

extradural tumours. Bony structure can be properly 

evaluated by CT spine. (8) Contrast enhanced 

imaging helps in delineating the relationship of the 

cervical lesion with vertebral artery as well. If 

required vertebral artery reconstruction, along with 

bony reconstruction can help in perioperative 

planning. Extradural lesions are most commonly 

tuberculous, myelomatous or metastatic. Hence 

workup for primary is done routinely.  Surgical 

decompression and biopsy can help in confirmation 

of diagnosis and clinical improvement 

This case is reported in view of the rare clinical 

presentation of metastatic follicular carcinoma 

thyroid after 14 years post thyroidectomy without 

any neck swelling presenting with Elsberg 

phenomenon. It also suggests the need for more 

regular followup in cases of follicular adenoma and 

Hashimoto thyroiditis.  

 

 

 

CONCLUSION 

Cervical extradural metastasis from follicular 

carcinoma thyroid can present with Elsberg 

syndrome  even without any neck swelling even after 

decades of post thyroidectomy status for a benign 

etiology. Laminectomy and decompression may lead 

to clinical improvement. Postoperative radioablation 

may be required in case of incomplete excision. 
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ABBREVIATIONS 
MRI - Magnetic resonance imaging; CT - Computed 

Tomography; DTC - Differentiated thyroid cancer; FNAC - Fine 

needle aspiration cytology; ESR - Erythrocyte sedimentation 

rate. 
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