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Quiz Case

Unusual case of parietal scalp swelling without palpable 
swelling in head and neck region
Priyanka Gautam, MD1 , Anshi Singh, MD1 , Vikas Shrivastava, MD1 , Divya Singh, MD1 , Mukul Singh, MS2 , 
Brijnandan Gupta1

1Department of Pathology, AIIMS, Gorakhpur, Uttar Pradesh, India. 
2Department of Surgery, AIIMS, Gorakhpur, Uttar Pradesh, India.

A 73-year-old woman presented with the swelling in the left parietal region of the scalp, 
measuring 3 × 3 cm, which was cystic in consistency, and the overlying skin was normal without 
any palpable swelling in head and neck region. Clinical picture, contrast-enhanced computed 
tomography (CECT), and cytomorphology of fine-needle aspirate are shown in Figure 1.
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Figure  1: (a) Swelling over 
the left parietal scalp region; 
(b)  contrast-enhanced 
computed tomography brain 
shows destructive mildly 
enhancing bony mass lesion; 
(c) aspirate from scalp swelling 
showing round cells with 
moderate amount of cytoplasm 
in sheets and groups with 
mild nuclear atypia (×  400, 
Papanicolaou stain); and 
(d)  round cells arranged in 
small groups and clusters with 
central nuclei and moderate 
amount of granular cytoplasm 
(×400, May–Grunwald–
Giemsa stain).
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QUESTION 1
What is your most probable diagnosis?

a. Metastatic renal cell carcinoma
b. Primary adnexal tumor of skin with apocrine differentiation
c. Granular cell tumor
d. Metastatic Hurthle cell carcinoma
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ANSWER

d. Metastatic Hurthle cell carcinoma.

e scalp swelling was [Figure 1a] on CECT brain revealed a 
destructive, mildly enhancing bony mass lesion with intra- and 
extra-cranial extension in the left parietal bone [Figure 1b]. e 
aspirate from scalp swelling of moderate cellularity showing 
round cells with central nucleus with nuclear dysplasia in the 
form of high nucleocytoplasmic ratio, nuclear enlargement, 
mild-to-moderate pleomorphism, and binucleation 
[Figures 1c, d and 2a, b]. In addition, some of the groups of 
cells also had presence of fire flares. e thyroid function test 
was within normal limits. No mass lesion was seen in kidneys 
on ultrasound. CECT neck showed few hypodense and 
calcified nodules in bilateral thyroid lobes. Ultrasound-guided 
aspirate from thyroid showed similar morphology as seen in 
scalp swelling [Figure 3a and b]. Final diagnosis was metastatic 
Hurthle cell carcinoma (HCC) of thyroid.

QUESTION 2

Who gave the description of Hurthle cells?
a. Max Askanazy
b. Karl Hurthle
c. James Ewing

Figure  3: (a and b) Aspirate from thyroid showing the sheet of 
Hurthle cells with moderate amount of granular cytoplasm in 
sheet with well-defined cell border with central round nucleus and 
occasional binucleation (×400).
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Figure  2: (a) May–Grunwald–Giemsa stained smear from scalp 
swelling showing the cohesive sheet of round cells with large central 
nuclei and moderate granular cytoplasm. Occasional binucleation 
also noted (×400) and (b) Papanicolaou stained smear showing 
round cells with moderate amount of granular cytoplasm in sheet 
with well-defined cell border (×400).
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ANSWER

a. Max Askanazy.

HCC is a rare differentiated thyroid carcinoma of follicular 
origin, and it accounts for approximately 3–7% of all thyroid 
carcinomas.[1] Max Askanazy, in 1898, described the Hurthle 
cells/Oncocytic cells in Graves’ disease and Karl Hurthle 
described the C cells. James Ewing, in 1919, wrote the 
textbook “Neoplastic Diseases,” described large, granular 
eosinophilic cells in thyroid carcinoma, and named them 
Hurthle cells of the thyroid alveoli. Since then, the “Hurthle 
cell” term has been used in the literature for the cells that 
were originally described by Max Askanazy, and it is a 
misnomer.[2]

QUESTION 3

In the recent, the World Health Organization (WHO) 
classification of Tumors of Endocrine Organs published in 
2017, how the HCC is classified?

a. Variant of follicular carcinoma
b. Separate entity

HCC has traditionally been classified as a variant of follicular 
carcinoma of the thyroid, but it was reclassified as a separate 
entity under the differentiated thyroid carcinomas in the 
4th  WHO classification of Tumors of Endocrine Organs 
in 2017, because it has a distinct clinical presentation, 
pathological features, and genetic profile.[3] e present case 
is being reported due to the rarity of HCC in the thyroid 
and even rarer is its primary presentation as scalp swelling 
without any palpable mass in the thyroid.

BRIEF REVIEW OF THE TOPIC

Hurthle cells are also known as oncocytic/oxyphilic/
eosinophilic cells. Hurthle cell change is observed in a 
variety of thyroid entities ranging from benign to malignant 
(including lymphocytic/Hashimoto thyroiditis, nodular 
goiter, long-standing chronic hyperthyroidism, Hurthle 
cell adenoma, and HCC), and it is not specific to any single 
entity.[4] Hurthle cell tumors with malignant behavior show 
metastasis to the lungs, bones, lymph nodes, and brain.[5] 
Bone metastasis has been reported in 10–40% of cases, with 
skull bone metastases only in 2.5–5.8% of cases.[6] Lymph 
node metastasis is also observed in various studies, ranging 
from 9% to 20%.[7] Sometimes, the primary presentation of 
thyroid carcinoma is a metastatic lesion, and the present 
case is one such rare example. If the cytomorphology shows 
a follicular pattern along with the classic malignant nuclear 
features in fine-needle aspiration (FNA) of metastatic sites, 
diagnosis of HCC on FNA is also possible. HCC can be 
misdiagnosed as some oncocytic neoplasms from other 
organs are also present with Hurthle/oncocytic cells with 



Gautam, et al.: Unusual case of parietal scalp swelling

CytoJournal • 2023 • 20(33) | 3

granular cytoplasm, central nucleus, and bland chromatin. In 
such cases, it is imperative to take into consideration the other 
clinical and radiological features before making a definitive 
diagnosis. In cutaneous metastatic lesions, apocrine cells 
of sweat glands, granular cell tumors, and adnexal tumors 
of skin with apocrine differentiation may create confusion 
with Hurthle cells.[8] Granular cell tumor, on cytology, shows 
tumor cells predominantly in cohesive/syncytial pattern, as 
well as scattered singly with ill-defined abundant granular 
cell borders. Tumor cell nuclei show pleomorphism ranging 
from round/oval to spindle cells. ese cells are slightly 
smaller in size compared to cells of HCC and tumor cells 
of HCC have well-defined cytoplasm.[9] Cytomorphology 
of metastatic renal cell carcinoma may show round to 
oval tumor cells in clusters, sheets, acini, and papillaroid 
fragments with pale to clear foamy and vacuolated 
cytoplasm. Some of the cells may show adherence to 
endothelial cells. ere can be mild-to-moderate cellular 
and nuclear pleomorphism. Foamy cytoplasm on cytology in 
some cases can help it to differentiate from HCC. However, 
ancillary studies and radiology are required for making a 
definite diagnosis.[10] Primary adnexal tumor of skin includes 
clear cell hidradenoma which shows biphasic cell population 
comprising of round to polygonal cells with eosinophilic 
cytoplasm and vesicular nuclei; other population of cells 
include clear cells containing glycogen with eccentric 
nuclei.[10] HCC is usually treated with total thyroidectomy 
and skull metastasis by excision of the lesion.[6] However, 
there are no consistent guidelines or recommendations for 
the treatment of skull metastasis.[6] Total surgical clearance of 
foci of tumor can be achieved with total thyroidectomy and 
follow-up of the patient for recurrence or metastasis can be 
done using thyroglobulin marker.[6]

SUMMARY

As discussed in the present case, HCC can present as an 
isolated metastatic disease without palpable thyroid swelling. 
In such cases, cytomorphological features can point toward a 
possible primary in the thyroid and lead to an accurate and 
timely diagnosis. e case also highlights the importance of 
cytology, radiology, as well as clinical features to arrive at a 
definitive diagnosis and appropriate treatment in such rare 
cases.
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