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AbSTRAcT
The occurrence of two malignant lesions synchronously of diffe- 
rent histology at same anatomical region of the patient is a rare 
presentation. Coexistence of squamous cell carcinoma and 
malignant lymphoma of head and neck region synchronously 
is uncommon. Here is a report of case of 65 years old female 
patient who presented with a mass in right side of neck and in 
midline of neck of 2 months duration. After thorough work up, 
the patient was diagnosed as having squamous cell carcinoma 
of right side base of tongue and non-Hodgkin’s lymphoma 
(NHL) of thyroid. The patient was treated with radiotherapy 
and chemotherapy. 
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INTRoducTIoN 

Multiple primary neoplasms are described as two or more 
abnormal growth of tissue occurring simultaneously and 
presumed to be of separate origin. Synchronous lesions 
are those in which both lesions appear at the same time 
or within 2 months.1,2 Primary non-Hodgkin’s lym-
phoma (NHL) of thyroid is an uncommon malignancy. 
The second malignancy in this case was squamous cell 
carcinoma of base of tongue; both are presumed to be 
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having different etiology, natural history, histopathology, 
treatment strategies and outcome.
 The cases of double malignancies may cause the 
problem of optimal treatment for the patient. Treatment 
strategies in case of synchronous malignancies depend 
on treating the malignancy that is more advanced first 
or sometimes both could be treated simultaneously. The 
case presented here is illustrating the dilemma involved 
in clinical decision making on treatment in a patient 
with two primaries with dissimilar histology in same 
anatomical region. 

cASe RePoRT 

A 65 years old postmenopausal female presented with 
swelling in midline of neck of 2 months duration. There 
was pain on right side of neck and, dyspnea, hoarseness 
and difficulty in swallowing for solids food. On exami-
nation, there was 5 × 5 cm swelling in midline of neck 
firm, tender that moves with deglutition (Fig. 1). Bilateral 
multiple cervical lymph nodes were palpable. No other 
lymph nodes were palpable.  
 On oral cavity, tongue mobility and mouth opening 
was normal. A large growth was palpable over right side 
base of tongue, extending toward tonsillolingual sulcus.
Contrast-enhanced computed tomography (CECT) neck 
showed heterogeneously enhancing hypodense lesion 
with low-density area in base of tongue mainly on right 
side, crossing midline. Enlarged nodes were seen in 

Fig. 1: Swelling midline neck region
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bilateral cervical chain more in left side with necrosis in 
few nodes. Bilateral lobes and isthmus of thyroid were 
enlarged and altered in size and shape with hypodensi-
ties (Figs 2A to C).  
 Histopathological examination of growth base of 
tongue and thyroid showed moderately differentiated 
squamous cell carcinoma and diffuse large cell B cell 
NHL respectively (Fig. 3). Immuno  histochemisty exami-
nation of thyroid was positive for leukocytes common  
antigen and negative for cytokeratin. Fine needle aspira-
tion cytology of cervical lymphnodes also revealed meta-
stases from squamous cell carcinoma. After confirmation 
of diagnosis NHL thyroid, the patient was investigated 
to rule out extrathyroidal extension. Thyroid-stimulating 
hormone (TSH) was 2.2 U/L.
 The patient was finally diagnosed having double  
malignancy synchronously, moderately differentiated 
squamous cell carcinoma base of tongue (staged T3N2c M0) 
and primary NHL of thyroid (stage IE). The patient 
was given radical radiotherapy. The dose of radiation 
prescribed was 44 Gy in 22 fractions over 4 weeks, 
by anterior posterior and posterior anterior field to 
lower face and neck exten ding 2 cm below the infra-
clavicular fossae. The patient was given boost 20 Gy 
by parallel opposed fields to base of tongue while 
sparing spinal cord and thyroid. At 3 months follow-up, 
base of tongue and thyroid swelling showed complete 
regression of disease, but nodal sites showed partial 

response. Modified neck dissection performed, the histo- 
pathological examination revealed metastases from squa- 
mous cell carcinoma. Then, the patient received combi - 
nation chemotherapy with paclitaxel (260 mg) and 
carboplatin (450 mg) three weekly for six cycles. The  
patient is asymptomatic with no evidence of disease at both 
primary sites after 8 months of completion of treatment. 

dIScuSSIoN 

The incidence of multiple primary cancers is rare and 
reported to be between 0.3 and 4.3%. The phenomenon 

Figs 2A to C: Contrast enhanced computed tomography scan of face and neck showing growth at base of tongue,  
cervical lymph nodes and thyroid

Fig. 3: Photomicrograph showing large lymphoid cells with high 
N/C ratio and prominent nucleolus replacing normal thyroid gland 
architecture. Non-Hodgkin’s lymphoma thyroid (H&E: 400×)
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of multiple primary malignant neoplasms in the same 
individual was described firstly by Billroth.3 
 Non-Hodgkin’s lymphoma of thyroid is uncommon 
and accounting for less than 2% of thyroid malignancies 
and 1 to 2% of extranodal lymphomas.4 Diffuse large B-cell 
lymphoma, mucosa-associated lymphoid tissue (MALT) 
lymphoma and mixed type are subtypes of thyroid NHL. 
Primary diffuse large B-cell lymphoma is commonest type 
(70%) and MALT lymphomas comprise of 6 to 26% and 
have indolent course.
 Current treatment modalities for thyroid lymphomas 
are radiotherapy and chemotherapy and surgical inter-
vention is limited to diagnostic biopsy. Chemotherapy 
with cyclophosphamide, adriamycin, vincristine intrave-
nous and oral prednisolone (CHOP regimen) followed by 
involved field radiation therapy has more frequently used 
for primary thyroid lymphoma.5,6 Diffuse large B cell 
variant of thyroid lymphomas have aggressive clinical 
course and over all 5 years survival is less than 50%.7

 Radiation therapy with or without chemotherapy is 
mainstay of treatment for locally advanced carcinoma of 
oropharynx. With definitive radiotherapy 5 years local 
control observed in T3 stage 82% and for stage IVA 5 years 
local control rate, absolute and cause specific survival 
observed 87, 67 and 84% respectively.8 
 Therefore, radiation therapy was used as initial treat-
ment modality in present case and both primaries were 
treated in single field at same time. Since this patient 
showed a complete response at primary sites but response 
at nodal sites was suboptimal; therefore, she underwent 
modified neck dissection. 
 The chemotherapy is employed for carcinoma base 
of tongue in view of better 5 years survival in contrast 
to diffuse large B cell lymphoma thyroid (67 vs 50%). 
Moreover, neck dissection offers significant improved 
local control and disease-free survival.
 Watanabe et al reported a case of double malignan-
cies including oropharyngeal squamous cell carcinoma 
and nasopharyngeal lymphoma and recommended that 
chemotherapy should be administered for the disease 
with the higher-survival rate after the disease with low- 
survival rate showed complete remission.9

 In present case, adjuvant chemotherapy with pacli-
taxel and carboplatin was administered in patient three 
weekly for six cycles. 
 Eight months after the treatment, the patient was 
asymptomatic and with no evidence of disease at both sites.

 Improving and better understanding of biological 
behavior of disease and subtype of tumor is clinically 
relevant to assess clinical course, outcome and the choice 
of therapy in case of synchronous malignancies. How-
ever, in comparison to metachronous malignancies, the 
prognosis of synchronous tumors is significantly lower. 
Di Martino et al in a study with two malignancies, an 
aggre ssive treatment strategy was employed yielded 
the most favorable results, with a 5 years survival rate 
of 66.8 and 35.9% for index tumors and second primary 
malignancies respectively.2 

coNcLuSIoN

In present case, both malignancies were in same anato-
mical region, therefore, treated simultaneously with 
radiation therapy. Patients with synchronous malignan-
cies should be treated at same time if possible depending 
upon biological behavior and clinical course.
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