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Abstract
We experienced a case of huge chronic

thyroiditis with malignant lymphoma that
caused dyspnea with tracheal stenosis, dys-
phagia with esophagus stenosis and recur-
rent nerve paralysis. In this case, thyroidec-
tomy was performed and, after the surgery,
there was no sign of breathing or swallow-
ing difficulties, and it was confirmed by the
postoperative computed tomography that
the tracheal stenosis had improved. We con-
sidered two possible explanations for the
preoperative right recurrent nerve paralysis.
In the first, the right recurrent nerve could
have suffered from mechanical stimulation
such as compression and traction to the
recurrent nerve due to enlargement of the
malignant lymphoma together with chronic
thyroiditis. The second possible explanation
was that malignant cells had invaded neu-
rons. We could not distinguish between the
two possibilities, since this right recurrent
nerve was spared and could not be exam-
ined histopathologically.

Introduction
Thyroid malignant tumors often cause

difficulty in breathing because of the result-
ing tracheal stenosis and recurrent nerve
paralysis. It has been reported that cases of
thyroid malignant lymphoma coexisting
with chronic thyroiditis could lead to rapid
growth and result in difficulty in breathing
due to tracheal stenosis.1,2 However, recur-
rent nerve paralysis with thyroid malignant
lymphoma is quite rare. We experienced a
case in which thyroid malignant lymphoma

with a huge area of chronic thyroiditis
caused respiratory and swallowing difficul-
ties due to tracheal and esophagus stenosis,
in addition to recurrent nerve paralysis. This
case report presents the clinical findings,
image examination, operative findings,
histopathologic examination and other con-
siderations. 

Case Report
We present a case of an 84-year old,

Japanese male patient, complaining for
breathing difficulty and hoarseness.

Preoperative course
The patient had been administered thy-

roid hormone (levothyroxiline sodium
25μg/day) for chronic thyroiditis from three
years before at the referring hospital. His
goiter began increasing from one month
before and his hoarseness, breathing and
swallowing difficulties occurred within a
month. This hospital introduced him to our
hospital for examination and treatment. At
the first examination, both of his thyroid
lobes were enlarged (Figure 1, left). He
complained of dyspnea in the neck anterior
bending position. Fiberscopy showed right
vocal cord paralysis but no tumor or
inflamed lesions in the larynx or pharynx
(Figure 1, middle). In the neck computed
tomography (CT), both thyroid lobes
showed diffuse swelling and the right lobe
invaded into the anterior mediastinum.
Moreover, this right lobe occupied the
space between the posterior wall of the tra-
chea and esophagus, creating pressure from
the back of the trachea. Therefore, the cir-
cumference of his trachea was narrowed by
the thyroid gland (Figure 1, right). CT, MRI
and MRA did not show any apparent lesions
in the neck, lung, mediastinum esophagus,
aortic arch, brain or cerebrovasculature that
could cause right recurrent nerve paralysis.
Blood examination data were as shown in
Table 1. The thyroid function was hypothy-
roidism [freeT3: 2.5 pg/mL (normal range:
2.4-4.5pg/mL) free T4: 0.7 ng/mL (normal
range:1.0-1.7 ng/mL), TSH: 32.0 (normal
range: 0.56-4.30 μIU/mL)]. Thyroglobulin
was 321 ng (normal range: 0-33 ng/mL). In
the anti-thyroid autoantibodies, both the
microsome test and thyroglobulin test were
in the normal range (under 100). The diag-
nosis by fine needle aspiration cytology of
the right lobe of the thyroid was chronic
thyroiditis. However, soluble interleukin-2
receptor (sIL-2R) as a tumor marker of the
lymphoma showed a high level (3319, nor-
mal range 122-496 U/mL). In the thyroid
function examinations, hypothyroidism was

observed. Therefore, levothyroxiline sodi-
um hydrate was increased from 25 μg/day
to 50 μg/day and was able to correct the thy-
roid function to within the normal range. 

We considered three potential causes of
the right vocal cord paralysis as follows: i)
A merger of idiopathic recurrent nerve
paralysis; ii) The inflammation from the
chronic thyroiditis might have spread, caus-
ing the recurrent nerve paralysis; iii) As a
tumor marker of malignant lymphoma, the
sIL-2R was at a high level. Therefore, the
right recurrent nerve would be mechanical-
ly compressed by the rapidly increasing
malignant thyroid lymphoma coexisting
with chronic thyroiditis, resulting in paraly-
sis. The patient received gradually deceased
steroid therapy (prednisoline 30 mg/day ×3
day→ 20 mg/day ×3 day→ 10 mg/day ×3
day) in order to improve the tracheal steno-
sis, compression and edema of the recurrent
nerve by reducing the enlargement of the
thyroid lesions. However, the right recur-
rent nerve did not improve. 
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Operative findings
We performed a right-thyroid lobecto-

my including the isthmus in order to
improve the tracheal stenosis and for
histopathologic examination. The right
recurrent nerve with preoperative paralysis
showed edema and was spared in the opera-
tion. The weight of the resected samples
was 270 g (Figure 2, left). Intraoperative
rapid pathology test suspected thyroid lym-
phoma.

Postoperative course
Postoperatively, the patient recovered

from the breathing and swallowing difficul-
ties, but the right recurrent nerve paralysis
at pre-operation had not improved 4 months
after surgery. The trachea and esophagus
stenosis improved (Figure 2, middle). The
postoperative histopathologic diagnosis was
diffuse large B-cell lymphoma with chronic
thyroiditis as the background (Figure 2,
right). For the postoperative therapy,
chemotherapy was planned by the depart-
ment of hematology.

Discussion
It has been reported that some cases of

chronic thyroiditis with dyspnea were asso-
ciated with malignant thyroid lymphoma,
which can cause tracheal stenosis due to its
rapid increase.2,3 Most malignant thyroid
lymphomas arise in chronic thyroiditis, as
in our case.4,5 Our patient was 84 years-old.
Taura1 insisted that, in middle age or older
patients with increasing chronic thyroiditis,
the possibility of malignant lymphoma
should be considered. In general, the first
choice for the treatment of chronic thyroidi-
tis is administering a thyroid hormone
agent. The indications of surgical treatment
for chronic thyroiditis are the need for a
biopsy or to release tracheal compression.
The sIL-2R, as a tumor marker of malignant
lymphoma, was at a high level and the
chronic thyroiditis rapidly increased.
Therefore, in our case, we suspected the
possibility of coexisting malignant lym-
phoma in the chronic thyroiditis. The diag-
nosis by fine needle aspiration cytology for
the right lobe of the thyroid was chronic
thyroiditis. However, a diagnosis of malig-
nant lymphoma requires histopathologic
examination, including genetic and
immunohistological study. Therefore, in
order to release the stenosis of the tracheal
and esophagus caused by the goiter and for
the histopathologic diagnosis, we per-
formed a right-thyroid lobectomy including
the isthmus. The postoperative histopatho-

logic diagnosis was diffuse large B-cell
lymphoma with chronic thyroiditis as the
background. In our case, thyroid lesions
invaded the space between the posterior
wall of the trachea and esophagus causing
pressure from the back of the trachea. This
condition was considered to be the cause of
the breathing and swallowing difficulties. 

A case of recurrent nerve paralysis with
malignant thyroid lymphoma was previous-
ly reported by Jiu.6 His patient had com-
plete recovery of vocal cord function fol-
lowing radiation therapy for a large thyroid
lymphoma associated with vocal cord paral-
ysis. He described that the rather rapid and
complete recovery of the vocal cord func-
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Table 1. Laboratory results.

Free T3                                       2.5 pg/mL             (normal range: 2.4-4.5 pg/mL)
Free T4                                       0.7 ng/mL             (normal range: 1.0-1.7 ng/mL)
TSH                                              32.0 IU/mL          (normal range: 0.56-4.30 IU/mL)
Thyroglobulin                            321 ng/mL            (normal range: 0-33 ng/mL)
Microsome test                        Under 100            (normal range: under 100)
Thyroglobulin test                    Under 100            (normal range: under 100)
sIL-2R                                          3319 U/mL            (normal range 122-496 U/mL)

Figure 1. Both thyroid lobes showed diffuse swelling (left). Fiberscopy showed right vocal
cord paralysis but no tumor and inflamed lesions in the larynx and pharynx (middle).
Computed tomography showed that bilateral thyroid lobes were much enlarged and occu-
pied the space between the posterior wall of the trachea and esophagus with pressure from
the back of the trachea (right).

Figure 2. Resected sample (left). Histological examination (HE staining) of the resected
sample showed diffuse large B-cell lymphoma with chronic thyroiditis as the background.
Atypical circular cell nests were found in the lesions of malignant thyroid lymphoma
(middle). Postoperative computed tomography showed improvement of the trachea steno-
sis (right).
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tion suggested that the thyroid lymphoma
would cause paralysis merely by reversible
compression, rather than by neural invasion
or tumor-induced neurolysis. He performed
only a core needle biopsy of the thyroid, but
not thyroidectomy. In our operative find-
ings, the right recurrent nerve with preoper-
ative paralysis showed edema but was
spared. This right recurrent nerve paralysis
had not improved 4 months after surgery.
We also considered two possible causes of
the preoperative right recurrent nerve paral-
ysis. One possibility was that the right
recurrent nerve suffered from mechanical
stimulation such as compression and trac-
tion due to the enlargement of the malignant
lymphoma together with the chronic thy-
roiditis. The second possibility was that

malignant cells invaded the neurons. We
could not distinguish between the two since
the right recurrent nerve was spared in our
operation and could not be examined
histopathologically. 
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