
Introduction

rimary thyroid lymphoma (PTL) is a Prare malignancy and represents 2%-

5% of all thyroid malignancies and 1%-
1,22.5% of all malignant lymphomas.  This 

rare disease usually affects middle to 

older-aged individuals with a female 

predilection and presents with a rapidly 

enlarging anterior neck mass with or 

without cervical lymphadenopathy, often 
3,4leading to compressive symptoms.  PTL is 

associated with Hashimoto's thyroiditis, 

and the relative risk of developing 

malignant lymphoma of thyroid is greater 
5,6in patients with Hashimoto's thyroiditis.  

Most thyroid lymphomas are B-cell type 

non-Hodgkin's lymphomas (NHL), and T-

cell lymphomas are extremely rare. 

With advances in the histopathology 

interpretation, up to 69% these 

lymphomas demonstrate tumour origin 

from mucosa associated lymphoid tissue 
7(MALT).  Associated Hashimoto's 

thyroiditis has been found in more than 
7-1185% of thyroid lymphomas.  The 

relationship between Hashimoto's disease 

and thyroid lymphomas remains obscure. 

Whether the presence of lymphocytes in 

the thyroid provides the tissue in which 
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Abstract 

Background: Diffuse large B cell lymphoma is an uncommon malignancy that occurs 

in the setting of lymphocytic thyroiditis or Hashimoto's disease. Primary thyroid 

lymphoma (PTL) is a rare malignancy and represents 2%-5% of all thyroid 

malignancies. 

Patient and methods: We report a case of a diffuse large B cell lymphoma in a 57-

year-old woman with Hashimoto's thyroiditis (HT) who presented with gradually 

increasing swelling in right side of neck since 3 years and breathlessness since 3 

months. Histological examination showed polymorphic appearance with centroblast 

and occasional immunoblast.

Results: Primary thyroid lymphomas arise in a background of lymphocytic or 

Hashimoto's thyroiditis, this association representing pathogenetic link between 

immunoproliferation and autoimmune disease. 

Conclusion: Our finding suggests that in case of lymphocytic thyroiditis a careful 

examination of the thyroid specimen is warranted, in order to disclose areas or small 

foci of lymphomatous transformation. 
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the lymphoma can develop or chronic 

s t imulat ion o f  the  lymphocytes  

predisposes the cells to develop malignant 

clones has not been defined. The 

presented patient had one predisposing 

factor of Hashimoto's thyroiditis that 

developed to PLT. 

Here, we report a case of primary 

thyroid lymphoma i.e. diffuse large B cell 

lymphoma in 57 years woman in 

background of Hashimoto's thyroiditis.

Case Report
A 57 - year-old woman presented with gradually 

increasing swelling in right side of neck since 3 years. 

From three months, she was complaining of 

breathlessness and Thyroid function tests revealed 

hypothyroidism. Complete blood count, serum 

electrolytes, BUN, creatinine, liver function test was 

normal. USG showed enlarged bilateral thyroid lobes 

with heterogeneous echo texture with multiple 

enlarged lymph nodes in neck.  

Fine needle aspiration revealed sheets of atypical 

lymphocytes with very little colloid and infiltrative 

lymphocytes of varying sizes; the cytopathological 

result favoured malignancy and to confirmed by 

histopathology.  Total thyroidectomy was performed.

Gross examination; right lobe measuring 6.5 x 5 

x 4.5 cm. External surface was smooth. Cut section - 

gray white, homogenous, firm. Foci of haemorrhage, 

No normal thyroid identified. Left lobe on cut surface 

revealed an irregular, firm whitish area measuring 

2 x 1 x 1 cm, surrounding thyroid shows streaky 

fibrosis. (Fig. 1)

Fig 1.Gross-Right lobe measures 6.5 x 5 x 4.5 cm - 

Cut section - gray white, homogenous, firm. Foci of 

haemorrhage, No normal thyroid identified. Left lobe- 

cut section- an irregular, firm whitish area 

measuring 2x1x1 cm, surrounding thyroid shows 

streaky fibrosis.

Microscopic examination: Diffuse involvement of 

thyroid by lymphoma (Fig. 2a), High power view 

showing polymorphic appearance with centroblast, 

occasional immunoblast which are medium to large 

cells with oval to round, vesicular nuclei with fine 

chromatin. Centroblastic cells shows 2-4 membrane 

bound nuclei and cytoplasm is generally scant and 

amphophilic (Fig 2b). Neoplastic cells in variably 

sized nests infiltrate within and between the thyroid 

follicular epithelium seen (Fig. 3c). Lymphoid cells 

infiltrate the thyroid follicular epithelium, but not the 

colloid space, forming classic LEL with hurthle cell 

change in thyroid follicle (Fig. 3d). 

Fig. 2: H and E (a) Diffuse involvement of thyroid by 

lymphoma and fibrosis. (b) high power of 2 (a) 

Polymorphic appearance with centroblast. (400x) (c) 

Neoplastic cells in variably sized nests infiltrating 

within and between the thyroid follicular 

epithelium.(100x) (d) high power of 2(c) - classic LEL 

with hurthle cell change in thyroid follicle. (400x)

Discussion 

The normal thyroid gland contains no 

lymphoid tissue. However lymphocyte 

infiltration into the thyroid can be seen in 

various pathological conditions, most 

notably in autoimmune thyroid disease 

such as Hashimoto's thyroiditis. Some 

authors have postulated that thyroid 

lymphoma may actually arise from the 

autoimmune thyroiditis transition to 

mucosa associated lymphoid tissue 

(MALT). The transition of MALT to other 

more aggressive lymphomas with poorer 
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prognosis, such as diffuse B-cell 
12,13,14lymphoma, has been observed.  In 

fact, preexisting autoimmune thyroiditis is 

the only known risk factor for primary 

thyroid lymphoma. Not surprisingly, the 

risk of thyroid lymphoma is 67 times 

higher in patients with Hashimoto's 

thyroiditis than in patients without 
14,15thyroiditis.  

The most common initial presenting 

symptom of thyroid lymphoma is a rapidly 

enlarging neck mass (goitre) that 

frequently causes compressive symptoms. 

Therefore, thyroid lymphoma should be in 

the differential of any patient who presents 

with an enlarging neck mass over few to 

several weeks, especially if they also have a 

history of Hashimoto's thyroiditis.
1 5Primary Thyroid lymphomas  

classified as 

lNon-Hodgkin's lymphoma of B  cell 

origin ( most common)

Diffuse large B-cell (most common)

Marginal zone B- cell (MBCL)

(Mucosa-associated lymphoid tissue 

has been postulated to be the origin of 

most non-Hodgkin's lymphomas of the 

thyroid).

lNon-Hodgkin's lymphoma of T  cell 

origin (very rare)

Our clinical presentation and 

histological features correspond to the 

DLBCL (Diffuse large B cell lymphoma), 

representing the most frequent histology 

in thyroid lymphoma. We kept marginal 

zone B- cell as second differential 

diagnosis which was excluded. 

Majority of diffuse large B cell 

lymphoma cases presents with rapidly 

enlarging masses and have greater 

frequency of associated symptoms 

resulting from compression/ infiltration of 

the neck structures which is less common 
16in MBCL.

Microscopically DLBCL shows large 

cells - centroblast, immunoblast, and 

plasmacytoid like cells, and MBCL shows 

small lymphoid cells with centrocyte-like 

cells, plasma cells, lymphoplasmacytoid 

lymphocytes, monocytoid B-cells. 

Abundant apoptosis, high mitotic rates 

and tumour necrosis more common in 

DLBCL as compared to MBCL. Reactive 

secondary lymphoid follicles, with or 

without follicular colonisation and/or a 

follicular pattern (90%) more common in 

MBCL than DLBCL. LEL- usual type in 

which neoplastic cells in variably sized 

nests or rounded groupings infiltrating 

within and between the thyroid follicular 

epithelium. LEL  which diffusely 

efface the thyroid parenchyma support 

a lymphoma of MALT-type in the 

thyroid which is seen in our case. 

Consider ing physical  symptoms, 

microscopy we favour diagnosis of 
16diffuse large B cell lymphoma.    

In conclusion, we confirmed, very close 

relation between Hashimoto's thyroiditis 

with antigenic stimulations and the 

occurrence of the MALT lymphoma 

subtype. Unfortunately, there is actually 

no really simple test, such as a 

blood test, to easily diagnose the 

evolution from chronic Hashimoto's 

thyroiditis to lymphoma without 

resort to biopsy. Diffuse large cell 

lymphoma, which can evolve from 

MALT lymphoma, is the most frequent 

subtype.
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Penile Fracture

A healthy 42-year old man presented to the emergency department after the acute onset of penile 
pain during sexual intercourse. The erect penis had inadvertently collided with his partner's 
perineum. He heard a snap, noticed a rush of blood from the meatus, had immediate detumescence, 
and had severe pain. The penile "fracture" refers to a tear in the tunica albuginea, the watertight 
fibrous outer sheath of the corpora cavernosa that is responsible for maintaining the structural 
integrity of an erection. 

The patient was seen 3 months and 6 months after surgery and had regained erectile function 
without appreciable plaque formation or penile curvature.

Robert J. Hartman, N Engl J Med, 2015, Vol 372, 1055
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