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Case Report

A 56-year-old female was admitted to the medical 
casualty ward with stridor. Examination revealed a 
moderate sized goiter and her trachea could not be 
palpated. Her lungs were clinically normal and the 
radiographs showed a marked tracheal shift to the 
right side with a narrow subglottic airway (Fig 1,2). 
The patient also complained of dysphagia and 
hoarseness of voice. A nasogastric tube was inserted 
and oxygen inhalation was started with a venti mask. 
Intravenous steroids too were given. CT scan of the 
neck and chest revealed a large left thyroid growth 
with a few enlarged lymph nodes in the superior 
mediastinum (Fig 3). The thyroid growth was seen to 
extend posterior to the trachea and larynx, and 
retrosternally too. Indirect laryngoscopy revealed 
left vocal cord palsy. Fine needle aspiration cytology 
showed malignant cells.

After aneasthetic and cardiac risk assessment, 
elective thyroidectomy was planned. All attempts at 
endotracheal intubation including direct 
laryngoscopy and guided intubation, failed. An 
elect ive t racheostomy fol lowed by lef t  
hemithyroidectomy was performed. Left recurrent 
laryngeal nerve could not be identified. The left 
thyroid lobe was dissected off the left carotid vessels 
and the left internal jugular vein. The right thyroid 

lobe appeared normal. Postoperatively, the patient 
was ventilated electively for 48 hours. After an 
apparent initial clinical improvement the patient 
developed swelling of both upper limbs and the 
head/neck region indicating obstruction of the 
superior vena cava. Meanwhile, the histology of the 
resected thyroid confirmed a non-Hodgkins 
lymphoma (NHL). Three cycles of combination 
chemotherapy and systemic steroids did not help and 
the patient died on the post-op day 21.

Figure 1 - Lateral radiograph of the neck
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Figure 2 - Chest and neck AP radiograph 
showing severe right shift and narrowing of 
trachea

Figure 3 - CT scan of the neck showing the narrow 
trachea, shifted to the right.

Discussion

Primary malignant lymphoma of the thyroid gland is 
uncommon, and represents less than 5% of all 
thyroid malignancies (1). NHL of the thyroid gland 
generally presents in the sixth or seventh decades of 
life and there is a female preponderance (2,3). 
Patients typically present with painless rapid thyroid 
enlargement with pressure symptoms of dysphagia, 
hoarseness, and stridor.

NHL originates from large B-cells but rarely, T-cell 
types have been reported (4). About 30-70% of NHL 
are reported to arise in glands with Hashimoto's 
thyroiditis (5,6).

As with NHL elsewhere in the body, advanced NHL 
of the thyroid gland carries a poor prognosis and 
treatment of choice is the combination 
chemotherapy with rituximab, cyclophosphamide, 
doxorubicin and vincristine combined with 
prednisolone. Radiotherapy may be given in selected 
cases, with stage I / stage II extranodal disease.  Place 
of surgery is to relieve pressure symptoms where 
indicated and as a primary treatment modality in 
NHL of thyroid, stomach and colon.
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