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A Case of Thyroid MALT Lymphoma Accompanied
with Papillary Thyroid Carcinoma

Eunsoo Lee, MD, Heon Soo Park, MD, PhD, Eunji Lee, MD and Dong Kun Lee, MD, PhD
Department of Otolaryngology-Head and Neck Surgery, Dong-A University College of Medicine, Busan, Korea

—ABSTRACT —

Papillary thyroid carcinoma (PTC) is the most prevalent type of thyroid cancer. In contrast, thyroid lymphoma
is a very rare disease. Concurrent onset of both is very rare in the thyroid gland. Ultrasound (US)-guided Fine
needle aspiration (FNA) is a useful diagnostic tool, but occasionally pathology results may change after the sur-
gery. A 56 years old woman visited with Hashimoto’s thyroiditis and nodule on the thyroid gland isthmus on
US exam. US-guided FNA was performed at thyroid nodule and diagnosed as PTC. The patient underwent total
thyroidectomy. The pathological findings revealed a mucosa associated lymphoid tissue (MALT) lymphoma ac-
companied with PTC. Authors report this unusual case with a review of literature. (J Clinical Otolaryngol 2018;

29:311-315)
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Fig. 1. Thyroid ultrasound. The oval markedly hypoecho-
ic 7 mm sized nodule (arrow) is shown at the isthmus.
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Fig. 2. Axial contrast-enhanced computed tomography scan of neck. A : il defined hypodense nodule (arrow) at
the Isthmus. B : Cystic and hypodense nodules (arrow) at the right lobe.
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background (H-E, x 40). B : Follicular variant of papillary carcinoma showing the CK19 positivity on immunochesmistry

assay (CK19, x200).

positivity (Bcl-2, x200).
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