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Background and Objectives Primary thyroid lymphoma is rare in thyroid cancer and also
in extranodal lymphoma. As such, there has been only a few studies done on this rare disease,
and this study evaluated its clinical characteristics and prognosis.

Subjects and Method A retrospective review was conducted on 18 patients who were treat-
ed for primary thyroid lymphoma between January 2006 and December 2021. We investigated
clinical, radiologic, pathologic findings, treatment modalities and prognosis.

Results The study involved 18 patients, all of whom were confirmed through histopathologi-
cal assessments via thyroidectomy (5/18), core needle biopsy (12/18), and incisional biopsy

Recei (1/18). Among these, three patients were male, while 15 were female, with a mean age of
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Table 1. Demographics of patients with thyroid lymphoma (n=18)

Variable Value

Sex

Male 3(16.7)

Female 15(83.3)
Age (yn) 66.4+8.78
Underlying disease

Hypertension 7 (38.9)

Diabetes mellitus 1(5.6)

Hypothyroidism 6(33.3)
Body mass index 23.97 +4.48
Smoking history

Smoker 1(5.6)

Non-smoker 0(0.0)
Alcohol history

Non-drinker 0(0.0)

Social drinker 3(16.7)

Heavy drinker 0(0.0)
Chief complaint

Palpable neck mass 8 (44.4)

Hoarseness 3(16.7)

Hearing loss 1(5.6)

Globus 2(11.1)

Asymptomatic 4(22.2)
Mean follow up period (month) 61.8+47.9

Data are presented as n (%) or mean +standard deviation
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Table 2. Radiologic and pathologic findings of thyroid lymphoma
(n=18)

Variable Value

Ultrasonography

Hypoechoic mass 16 (88.9)

Heterogenous echoic mass 2(11.1)
Computed tomography (n=16)

Heterogenous 4(25.0)

Extrathyroidal extension 6(37.5)

Cystic change 1(6.3)

Calcification 2(12.5)

Necrotic change 1(6.3)

Cervical ymphadenopathy 10 (62.5)
FNAB (n=8)

Hashimoto thyroiditis 3(37.5)

Suspicious lymphoma 3(37.5)

Benign follicular nodule 1(12.5)

Non - diagnostic 1(12.5)
Biopsy method

Core needle biopsy 2 (66.7)

Thyroidectomy 5(27.8)

Incisional biopsy 1(5.6)
Concomitant thyroid disease

Hashimoto's thyroiditis 6(33.3)

Subacute granulomatous thyroiditis 1(5.6)
Histologic subtype

Diffuse large B-cell ymphoma 9 (50.0)

Mucosa-associated lymphoid 6(33.3)

fissue lymphoma
Mantle cell ymphoma 1(5.6)

Peripheral T cell ymphoma

Smaill lymphocytic lymphoma/ 1(5.6)
chronic lymphocytic leukemia

Data are presented as n (%). FNAB, fine-needle aspiration biopsy
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Fig. 1. Computed tomographic and ultrasound findings of primary thyroid lymphoma. About 5.1x6.4x10.0 cm sized huge hypoechoic
mass in ultrasonography and it was homogenously enhanced in CT scan.

Table 3. Stage and prognosis of patients (n=15)

Variable Value
Stage
[ 3(20.0)
I 8 (53.3)
Il 0(0.0)
\Y 4(26.7)
Treatment
Chemotherapy 12 (66.7)
R-CHOP 10 (55.6)
CVP 1(5.6)
CVAD 1(5.6)
Radiation therapy 3(16.7)
Response
Complete remission 11 (73.3)
Partial remission 1(6.7)
Stable disease 1(6.7)
Died of disease 2(13.3)
Recurrence 1(6.7)

Data are presented as n (%). R-CHOP, rituximalb, cyclophospha-
mide, hydroxydaunomycin, vincristine, and prednisone; CVP,
cyclophosphamide, vincristine, and prednisone; CVAD, cyclo-
phosphamide, vincristine, adriamycin, and dexamethasone
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Fig. 2. DSS and DFS. 5-year-disease specific survival rate was 86.2%.
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