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DesCripTion
An 81-year-old female patient noticed a left-side 
cervical lump with no associated symptoms 6 
months before admission on our institute. Days 
before presenting to the Endocrinology Depart-
ment, there was a sudden rapid growth of the neck 
mass, causing dysphagia for liquids and dysphonia, 
but no dyspnoea. The patient denied family history 
of thyroid pathology.

Clinical examination revealed a massive mass 
extending from the mandible angle to the supra-
clavicular region, occupying the anterior and both 
lateral cervical compartments, especially on the 
left side. The mass was fixed and of hard consis-
tency, with associated bilateral cervical lymphade-
nopathies difficult to distinguish from the mass. 
Laboratory work-up identified hypokalaemia 
and hypernatraemia. The definite diagnosis of 
anaplastic thyroid carcinoma (ATC) was obtained 
by fine needle aspiration cytology.

Contrast-enhanced CT (figure 1) was performed 
for tumour staging and showed a heterogeneous 
and infiltrative mass, with origin on the left lobe 
of the thyroid gland, measuring approximately 
12×8×14 cm (great diameters in transversal, 

anteroposterior and craniocaudal axis, respec-
tively). The tumour incarcerated the left common 
carotid artery, which was permeable, and caused 
thrombosis of the ipsilateral internal jugular vein. 
The air column was deviated to the right, with a 
minimal diameter of 6 mm at the supraglottic level. 
The lesion extended to the skin on the left side and 
to the prevertebral space. The bone integrity was 
maintained. There were also multiple lymphade-
nopathies on level II bilaterally, and the remaining 
lymph node cervical levels were occupied by the 
tumour. There were no lung metastases.

The patient was admitted to supportive medical 
care, namely nutritional and hydration, and pallia-
tive radiotherapy. There was rapid disease progres-
sion, as the mass continued to enlarge in spite of 
radiotherapy, causing cervical pain, complete 
dysphagia, and progressive dyspnoea and stridor. 
Unfortunately, the patient died 1 week after 
admission.

ATC is a rare malignancy, accounting for 1%–2% 
of all thyroid cancers, and one of the most aggres-
sive tumours, with a median survival of 3–5 months 
following diagnosis.1 2 Nearly 50% of patients have 
metastatic disease at initial diagnosis.3 This tumour 

Figure 1 Cervical contrast-enhanced CT on axial (A) and coronal (B) planes depicting a massive, expansive 
and infiltrative lesion originating from the left lobe of the thyroid gland and occupying the anterior and lateral 
compartments of the neck, especially on the left side. The mass is heterogeneous, predominantly hypodense, suggesting 
extensive necrotic component due to the aggressive behaviour. The lesion incarcerates the left common carotid artery 
(*), which is still patent, and invades and causes thrombosis of the ipsilateral internal jugular vein. There is extension to 
the skin on the left side (short arrow), involvement of the prevertebral space (dashed arrows on A), and deviation of the 
larynx and air column to the right (long arrows) causing marked reduction of its lumen (arrowhead on B).
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often originates in a pre-existing differentiated thyroid cancer 
but can also occur de novo.2 Anaplastic transformation must 
be suspected if patients present with a rapidly enlarging, firm, 
palpable neck mass, as well as hoarseness, neck pain, dysphagia 
and/or dyspnoea, which should prompt a rapid assessment and 
biopsy of the lesion.2 3

Clinical management of ATC is multidisciplinary and requires 
referral to a centre with experience.2 Conventional therapies, 
including surgery, radiotherapy and systemic chemotherapy, have 
limited efficacy.3 Molecular targeted therapies such as receptor 
tyrosine kinase inhibitors are promising treatment modalities.1 3 
Between 20% and 50% of ATCs harbour activating B-Raf kinase 
(BRAF) V600 mutation, and the combination of dabrafenib/
trametinib showed incredible efficacy in patients with locally 
advanced or metastatic BRAF V600E-mutated ATC. Hence, 
BRAF mutation should be obtained on all patients with ATC at 
diagnosis.1 Lenvatinib, a multikinase inhibitor, showed moderate 
efficacy in patients with ATC with a manageable safety profile.3
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Learning points

 ► Anaplastic thyroid carcinoma is a rare and aggressive form 
of thyroid cancer that represents diagnostic and therapeutic 
challenges. It often originates in a pre-existing thyroid cancer 
lesion but can occur de novo.

 ► Most patients present with a rapidly enlarging, firm, palpable 
neck mass, dysphagia and dyspnoea.

 ► Imaging is essential to tumour staging and to define the plan 
of treatment, which must be implemented rapidly due to the 
poor prognosis.
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