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Anaplastic Thyroid Carcinoma Arising from Latent Cervical
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—ABSTRACT —

Anaplastic thyroid carcinoma (ATC) has the most aggressive progression among thyroid malignancies and its

prognosis is almost invariably fatal. ATC may arise

de novo, but in most cases it develops from a pre-existing

well-differentiated thyroid cancer. We present the case of a 77-year-old woman complained of neck mass and
pain. She had a history of papillary thyroid carcinoma (PTC) and underwent total thyroidectomy in 14 years
ago. 6 years ago, follow-up ultrasonography revealed cervical lymph node enlargement in left level III and fine

needle aspiration cytology showed PTC. Because of

the reluctance for surgery, the metastatic node was closely

observed without re-operation. Ultrasonography guided core needle biopsy for cervical mass was performed
and histopathology was consistent with ATC. Rapid deterioration of the patient’s general condition finalized
with death within in six months from the initial presentation. Despite its rare occurrence, the possibility of ana-

plastic transformation from latent cervical metastas
ered. (J Clinical Otolaryngol 2018;29:128-132)

is of PTC and aggressive management should be consid-

KEY WORDS : Anaplastic thyroid carcinoma - Cervical metastasis - Anaplastic transformation.
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Fig. 1. Size of the level Il ymph nodes in the ultrasonograms performed 6 years ago (A) was increased in the ultra-
sonograms performed 3 years ago (B). Left neck level II-V lymph nodes show increased FDG uptake without distant

metastasis (C, D).
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Fig. 2. Neck CT scan shows no evidence of tumor recurrence or remnant (A, C) in 13 years ago, but in 4 years ago,
CT scan shows heterogeneous enhancement mass with necrotic portion at left neck level lIA, 1B, lll, IV and left thy-
roid bed. Mass compress left internal jugular vein and encased left common carotid artery, left internal carotid ar-
tery. Also found para cervical muscles invasion (B, D).
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Fig. 3. Histopathologic findings of the left cervical level V lymph node. Aimost malignant tumor cell with lymphoid tis-
sue. It can predict to lymphnode with metastatic carcinoma (H&E, Mag. % 40) (A). Tumor cells had a fair amount of
cytoplasm with enlarged nuclei, mitosis and contain gland cell (H&E, Mag. x400) (B). Immunohistochemistry was
done and positive for CK7, TTF-1 (Mag. x200) (C, D).
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