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Anaplastic carcinoma of thyroid is one of the most lethal tumours in humans. They are rare 

and usually occur in cases of long standing thyroid disease and other thyroid tumours. Prog-

nosis is poor with a mean survival rate of about 6 months after diagnosis. However patients 

with small foci of anaplastic carcinoma, in well-differentiated thyroid tumours, that are ex-

cised completely, are reported to have better survival rates. Death is usually due to local re-

currence or distant metastasis to lungs, bone or brain.  

We report an interesting case of anaplastic thyroid carcinoma, in a 47 year old lady with 

longstanding co-existing goiter.  
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Introduction 

Anaplastic thyroid carcinomas (ATC) are the most lethal tumors in humans
1
. Anaplastic thyroid carcinoma (ATC) 

is a rare malignancy, accounting for only 1to 2% of all thyroid cancers
2
. It usually occurs in a case of long stand-

ing thyroid disease and other thyroid tumors
3, 4

. Prognosis is poor with mean survival rate of about 6 months after 

diagnosis
4, 5

. Here we report a case of anaplastic carcinoma of thyroid in a middle aged female with co-existing 

goiter.  

Case Report 

A 47 yrs old female presented with a large midline neck swelling 5cm X 4cm moving freely upwards with deglu-

tition since last 4yrs. Patient also complained of mild dysphagia. There was no history of pain, fever, altered voice 

or breathlessness. No history of sudden increase in size. No palpable cervical lymph nodes were noted. Patient 

was euthyroid clinically and thyroid function tests were within normal limits. 

X ray neck showed an ill-defined soft tissue mass in pre tracheal space with multiple foci of calcification sugges-

tive of goiter with minimal deviation of trachea. X ray chest was within the normal limits. 

A blind fine needle aspiration cytology (FNAC) was done, 4cc of frank colloid was aspirated and diagnosis of 

colloid goiter with cystic change was given. However correlation with ultrasonography was advised to rule out 

any solid area but unfortunately it was not done. 

A sub total thyroidectomy was performed and the specimen was sent for histopathological examination. Grossly 

the specimen was measuring 7x4x3 cm. and was externally unremarkable. On cut section one lobe was completely 

cystic containing colloid and other lobe showed well circumscribed encapsulated grayish white solid tumor sur-

rounded by thyroid tissue (Fig 1, 2, 3). On microscopy sections from solid tumor mass showed tumor composed 

of large pleomorphic cells, few were spindle shaped arranged in groups, clusters and solid sheets and interlacing 

fascicles and showed atypical mitotic figures. Also seen were tumor giant cells, capsular invasion and vascular 

emboli. The tumor was surrounded by thyroid tissue showing changes of goiter (Fig 4 & 5). From the histopatho-

logical features the diagnosis of Anaplastic thyroid carcinoma was made.   

 

Fig 1 Showing Specimen of subtotal thyroidectomy and  
Fig 2 Showing Specimen of thyroidectomy with one completely solid and other completely cystic lobe 
Fig 3 Tumor mass along with normal thyroid 
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Fig 4 Photomicrograph showing anaplastic areas. Inset shows tumor giant cells. 
Fig 5 Photomicrograph Showing Capsular invasion and inset shows vascular emboli 
 

The patient was lost to follow up for 4 months. After that patient came with complaints of right sided neck swel-

ling and PET scan reports. The fluorin -18-FDG-(fluorodeoxyglucose)-positron emission tomography (18 F-FDG 

PET) scan showed small FDG avid right level II cervical lymph node. No evidence of any other FDG avid distant 

metastasis was present on whole body survey. Hence, a left hemithyroidectomy with right sided modified radical 

neck dissection was done & the specimen was sent for histopathology. 

Gross: left hemithyroidectomy specimen measuring 4x3x0.5cm was received with two small lymph nodes.  No 

obvious tumor was seen on grossly. Microscopy show colloid goiter and lymph nodes showed no evidence of tu-

mor mass. Right sided radical neck dissection showed tumor mass measuring 4.5x4x2cm with surrounding mus-

cles showing infiltration of the same tumor. On cut section the mass was friable, soft, grayish white with areas of 

necrosis (fig 3). On microscopy no lymph node tissue was identified. The tumor mass showed histological fea-

tures of anaplastic thyroid carcinoma invading the muscles. So this whole tumor mass is the metastasis of Anap-

lastic Thyroid Carcinoma (ATC), which was diagnosed previously. 

Discussion 

Anaplastic thyroid carcinoma usually presents in elderly patients as rapidly growing mass associated with hoarse-

ness, dysphagia and dyspnoea
5, 6

. The sex distribution shows that females are affected more frequently than males 

with ratio of 1.5:1
6
. In our case, the patient was a middle aged female with complaints of dysphagia.  

Etiological factors including iodine deficiency, radiation exposure, preexisting thyroid disease, long standing goi-

ter is a well-known risk factor for ATC
3
.In our case, the patient had history of goiter since more than 4 yrs. The 

tumor has higher incidence in regions of endemic goiter and history of goiter is reported in over 80% cases
4
. 

The FNAC is reported to be 90% accurate in diagnosing ATC
2
. But in our case the swelling was diffuse and cystic 

and initial aspiration showed 4 cc frank colloid hence diagnosis was colloid goiter was made, which was mislead-

ing. Hence, even though on blind FNAC we get ample cellularity, a USG correlation and USG guided FNAC 

from solid areas should be mandatory in cases of solid-cystic lesions of thyroid. 

ATC is an extremely lethal tumor seen in usually elderly but should be considered in any age group as in our case 

patient was a middle aged female. A close follow up of such patients is extremely mandatory as the tumor is 
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highly aggressive and death is usually due to distant metastasis. In our case, the patient was young at the time of 

diagnosis, but showed the presence of metastasis in right sided radical neck dissection. 

Grossly, ATC is usually fleshy and tan – white with areas of hemorrhage and necrosis.  

Microscopically, it is typically composed of a variable admixture of spindle cells, epithelioid cells, and giant cells. 

Necrosis, vascular invasion and mitoses are quite prominent
4, 5. 

Similar findings were noted in our patient also. 

Conclusion 

ATC is rare malignancy.
2
Imaging techniques and USG-guided FNACs will be helpful in diagnosis of thyroid le-

sions. A close follow up of such patients is extremely mandatory as the tumor is highly aggressive and death is 

usually due to distant metastasis. 
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