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Co-Occurrence of Papillary Thyroid Carcinoma and
Primary Thyroid Lymphoma in a Patient with Tuberculous Lymphadenitis

Min Joo Lee, MD', Kyu Ho Lee, MD", Jin Hwan Kim, MD',
Young Soo Rho, MD', Hye Kyung Ahn, MD?, Dong Jin Lee, MD'

Department of Otorhinolaryngology-Head and Neck Surgery’ and Pathology,” Kangnam Sacred Heart Hospital,
Hallym University College of Medicine, Seoul, Korea

Primary thyroid lymphoma is rare and accounts for less than 5% of all thyroid malignancy. The clinical presen-
tation includes a rapidly enlarging neck mass, associated with dysphagia, dyspnea or hoarseness. The most com-
mon histologic type is diffuse large B cell non-Hodgkin’s lymphoma. Papillary thyroid carcinoma is the most com-
mon type of thyroid malignancy. Co-occurrence of papillary thyroid carcinoma and primary thyroid lymphoma
is very rare. Recently, we experienced a case with co-occurrence of papillary thyroid carcinoma and primary thy-
roid lymphoma in a 79-year-old woman, who had tuberculous lymphadenitis presented as lateral neck mass. We
present this case with a review of the literature.
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Fig. 1. Contrast-enhanced axial CT scan(A&B). A : Enlarged necrotic lymph node with surrounding fat infiltration is observed in left level
lli{arrow). B : Inhomogenous density is observed in left thyroid gland(arrow).
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Fig. 4. Light microscopic finding shows numerous lymphoid folli-
cles(H & E stain, x100).

Fig. 5. Immunostaining showing diffuse membrane positivity of B-
lymphocyte antigen CD20(x 400).
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Fig. 6. The neoplastic cells show a strong nuclear staining BCL&(

400).
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Fig. 7. Post-operative PET-CT scan showed intense hyperemeta-
bolic lymph node at left level V(arrow) which was not found in the
pre-operative CT scan.
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