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 Primary Non-Hodgkin’s Lymphoma (NHL) of the thyroid gland is a rare disease comprising of 

2.5 - 5% of all thyroid malignancies. It has the female preponderance, found mostly in 6th or 

7th decade. The most common sub type is diffuse large B cell lymphoma (DLBCL). 

Ultrasonography of the neck and thyroid gland along with Fine Needle Aspiration Cytology 

(FNAC) are essential tools for early diagnosis of this disease. The main treatment of choice is 

chemotherapy following this radiotherapy. The prognosis of the patients mainly depended upon 

the size and grade of tumor, stage of disease and patient’s age. In this study, we report a case of 

a 73-year-old women rapidly growing neck mass deteriorated quickly within 10 days. The 

thyroid gland invades and compresses the trachea led to succumb early. 
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Introduction  

The non-Hodgkin’s lymphoma (NHL) involving thyroid is a very 

rare entity. The malignant lymphomas occur only 2% to 8% among 

all the malignancies of thyroid and around 2-3% cases are NHL (1-5). 

It is usually affecting the older age group mostly over 6th decade with 

female predilection. Female are more prone that of male (3:1). Most 

of these Lymphomas are B Cell type of NHL in comparison to T cell 

Lymphoma, which is rare. Most of the cases are euthyroid in nature 

(4,6).  NHL has the feature of clinical and histological 

polymorphisms, which leads to late diagnosis hence worsening the 

disease prognosis (7). 

Case Report 

A 76-year-old female was presented with rapidly increasing 

thyroid gland in the last 10 days. It appeared suddenly and size was 

increased progressively, associated with mild pain. Subsequently after 

4 days she developed breathlessness on exertion which was gradually 

progressed to breathlessness on rest. Breathlessness was associated 

with cough and scanty mucoid expectoration. Before one day of 
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admission, she felt discomfort in chest on left side anteriorly with dull, 

continuous, non-radiating pain by nature and aggravated on exertion. 

There was no history of fever, dysphagia, hemoptysis or palpitation. 

Only she had significant past history of COPD, for which she had 

taken treatment for off and on. She was conscious and oriented to 

time, place and person. She presented with pulse rate-84/min, BP-

140/80, respiratory rate-20/min and temperature-980F. On physical 

examination there was a large mass over anterior part of neck, on 

palpation which was firm, smooth, immobile and non-tender without 

any thrill. She had kyphosis with barrel shaped chest. Trachea was not 

visible. Apex beat was also neither visible nor palpable. Chest 

movements were restricted bilaterally(B/L) with diminished vocal 

fremitus and less than 2cm chest expansion. Hyper resonant 

percussion note was detected all over the chest with obliterated liver 

dullness and cardiac dullness. There were vesicular breath sound and 

diminished vocal resonance B/L with few rhonchi and crepitation over 

infra scapular area. Heart sounds S1 and S2 were muffled. Other 

systems were seemed to be intact. With this finding our provisional 

diagnosis was COPD with acute exacerbation, acute coronary 

syndrome and thyroid mass.  

 Significant Laboratory investigations were found to be 

leukocytosis with neutrophilic     predominance. Thyroid profile was 

within the normal limit FT3-2.92 (N-2.5-3.9pg/ml), FT4-0.99(N-

0.61-1.12ng/dl), TSH-1.3(N-0.34-5.00µIU/ml). Serum cholesterol 

was high up to 215 mg/dl. X-ray chest showed the usual COPD 

features. ECG was done at that time showed heart rate of 110/mm 

with T wave inversion in L1 and aVL. Also, the Trop-I was positive 

at that time. The patient was resuscitated with routine emergency 

treatment. The patient was stable over next 5 days of treatment. In the 

meantime, Echocardiography of heart revealed normal LV function 

and 60% ejection fraction. Ultrasound of abdomen were done, 

suggested no abnormality.  Other important investigations like 

Ultrasonography of neck, FNAC of thyroid and High-Resolution 

Computer Tomography (HRCT) of thorax were being performed. 

Ultrasonography of neck suggested enlarged hypoechoic multiple 

strands in right lobe and isthmus of thyroid while color Doppler of left 

lobe of thyroid showed a hypoechoic lesion. There were also few 

enlarged lymph nodes along with loss of fatty helium observed 

through the scan. FNAC of thyroid suggested high cellularity with 

immature large lymphoid cells in dispersed pattern mixed with few 

mature lymphocytes and plasma cells. Cells were highly fragile 

having large irregular nuclei with nuclear cleaving, 1-3 conspicuous 

nucleoli and moderate cytoplasm. Impression of FNAC was non-

Hodgkin’s lymphoma of thyroid gland (DLBCL centroblastic type). 

Then further it was planned to do, biopsy of thyroid gland and 

immunohistochemical markers but before it could be done, on 6th 

day, the patient was suddenly detoriated with dyspnea worsening by 

progression of time. HRCT thorax revealed the thyroid mass invaded 

into trachea, multiple mediastinal lymphadenopathies, fibrosis of 

lower lobe of right lung, and traction bronchiectasis. Tracheostomy 

and intubation could not be possible due to massive obstruction as 

invasion of thyroid mass into the trachea at that time, as a result she 

succumbed on that day. The final diagnosis was done- Aggressive 

primary thyroid non hodgking’s lymphoma (diffuse large b-cell 

centroblastic type lymphoma) with tracheal invasion.   

 

Figure 1: Premature lymphocytes 

 

 

Figure 2: Lymphoid follicular cells with lymphocytes 

 

 
Figure 3: Thyroid Gland (Front left and Lateral right) 

 

Discussion 

 Primary Thyroid Lymphomas (PTL) is the lymphomas of thyroid 

gland only or it may involve adjacent lymph nodes along with the 

thyroid gland without distance metastasis. NHL of thyroid is a rare 

condition, which can be arising from the parenchyma of thyroid (8). 

The occurrence is less than 5% of all thyroid malignancy and within 

a range of 2.5% of all lymphomas (9). It primarily affects older 

individuals and is more common in women than in males (2.5 – 8.4:1) 
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(10). The enlargement of thyroid can be often rapid, which leads to 

tracheal or laryngeal compression seen in our case. 

Mostly the patients are diagnosed with a cervical mass having 

rapid and painless growth, which coincides to our study. Some of the 

patients (30%) can be diagnosed by the signs and symptoms like 

dyspnea, coughing, choking dysphagia, and hoarseness of voice due 

to compression of adjoining structures (11,12). Other symptoms like 

fever, weight loss and night sweating are less common (13). Most of 

the neoplasms are B cell lymphoma, where T cell is very less. DLBCL 

is the most common sub types found in our case, which has the 

occurrence rate of 70% (14). DLBCL of thyroid at a stage of localized 

area is usually having a better prognosis, but mostly heterogeneous 

hence leads to poor prognosis (3). 

Presently Fine Needle Aspiration Cytology (FNAC) is essential 

for such diagnosis. The positive diagnosis through this method ranges 

from 25-90%. Mostly there are features of plenty typical lymphoid 

cells with pleomorphism showing prominent nucleoli, presence of 

lymphoglandular bodies and absence of cellular cohesion (14). It can 

be used for accurate diagnosis of thyroid gland NHL. Open biopsy 

should be performed where the diagnosis couldn’t be decided by 

FNAC alone or kept reserved where this facility is not available. (15) 

In our case we could not able to do this test due to shortage of time 

and severity as the patient was suddenly detoriated. This lesion is so 

aggressive, it invades the trachea with in few days. (16)  Radiological 

investigation through ultrasonography, these can be distinguished 

from thyroid parenchyma by presence of hypoechoic mass (8). The 

above features are figured in our study. 

The therapeutic approach in this type is controversial due to rare 

entity. Multidisciplinary approach like Surgery, Chemotherapy and 

radiotherapy can be modalities of treatment (14).  Radiotherapy can 

be applied for local control of disease which is more sensitive, 

whereas chemotherapy aims at controlling hidden or disseminated 

disease, hence improving the longer out come through conventional 

Cyclophosphamide, Doxorubicin, Vincristine and Prednisolone 

(CHOP) regimen (13,14). Radiation is commonly given after 

chemotherapy of 3-6 courses. Recently Rituximab has been 

introduced, which is being effective in DLBCL elderly patient (17). 

But the role of surgery of the mass is controversial (18). The prognosis 

depends upon the age of patient, grade of tumor, and stage of disease 

(3,4,8). MALT Lymphoma has a better prognosis than that of DLBCL 

(3). Similarly, tumors seen in children and young adult have a good 

prognosis (8). 

Conclusion  

 Primary lymphoma of thyroid is rare entity. We are describing a 

rare case of PTL, where our report is stressed the requisite for clinical 

understanding such a baffled case. In case of thyroid enlargement, 

there are difficulties in diagnosis to confirm a case of primary thyroid 

NHL resulting starting the treatment late. Due to rare incidence of 

such disease, each case should be evaluated and treated separately. 

Early diagnosis and aggressive treatment may save the life of the 

patient. 
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