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Abstract
We report a case of glottic primary laryngeal lymphoma. Although the head and neck region is a frequent site of
origin of extranodal non-Hodgkin’s lymphomas, laryngeal involvement is exceptional. Including this case, about
90 primary laryngeal lymphomas have been reported in the literature. Microscopic study showed a diffuse
malignant lymphoma of high-grade malignancy (WF sub-division H). A diffuse, large, B-cell-type NHL was
diagnosed histopathologically.

The patient was treated with combination chemotherapy, including cyclophosphamide, doxorubicin,
vincristine and prednisolone (CHOP), which resulted in complete clinical remission after two courses. Four
courses of combination chemotherapy were subsequently performed, making a total of six courses of
combination chemotherapy. No recurrence has been observed during the 16-month follow-up period.

Key words: Lymphoma; Larynx

Introduction

The incidence of non-Hodgkin’s lymphoma (NHL) origi-
nating in extranodal sites ranges from 10 to 35 per cent and
is more commonly seen in lymphomas with diffuse
histology.1

Non-Hodgkin’s lymphoma localized exclusively to the
larynx at the time of diagnosis is even rarer and is
uncommon as a primary neoplasm, accounting for less than
one per cent of all laryngeal neoplasms.2 It is an example
of an extranodal NHL arising from mucosa-associated
lymphoid tissue (MALT).3 ,4 Recommendations about
treatment for these patients is anecdotal, and radiotherapy
has been thought to be curative and is recommended as the
treatment of choice.5 ,6 Radiation has also been given in
combination with chemotherapy7 with similar results.

In this work the authors describe a case of primary non-
Hodgkin’s lymphoma localized in the glottic region of the
larynx (Stage IEA), in a patient who presented with a
small mass in the posterior commissure.

No case of the non-Hodgkin’s lymphoma of the glottic
larynx has been reported in the literature to date.

Case report

A 79-year-old man was admitted to the hospital in April
1997 for progressive foreign body sensation in his throat
and change in the quality of his voice for about three
months; also some associated dif�culty in swallowing.
There was no history of smoking, fever, night sweats, or
weight loss. The patient suffered from essential hyperten-
sion and he was cardiopathic. During the hospitalization
the patient had some episodes of dyspnoea, caused by his
illness.

Indirect laryngoscopy revealed a small mass in the
posterior commissure. The �ndings on physical examina-
tion were normal: no cervical or other peripheral
lymphadenopathy, and no hepatosplenomegaly. Laryngeal
tomography and computed tomography demonstrated
thickening of the right true vocal fold and posterior
commissure, with a partial obliteration of the ipsilateral
perilaryngeal space, but without in�ltration of the thyroid
cartilage (Figure 1). On admission, direct laryngoscopy and
excisional biopsy were performed under inhalation anaes-
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Fig. 1
Axial computed tomography scan demonstrating thickening of

right vocal fold and posterior commissure.
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thesia by �bre-optic-guided endotracheal intubation. The
endoscopic �ndings of the nasopharynx, oropharynx and
epiglottis were within normal limits, and the true vocal
folds moved normally.

Microscopically the biopsy specimen showed a diffuse
in�ltrate of large atypical lymphoid cells with pleomorphic
and round nuclei, and scattered minute plasma cells,
neutrophils, and eosinophils (Figure 2). The lesion was
therefore histopathologically diagnosed as a diffuse, large-
cell and B-cell-type NHL, according to the proposed
classi�cation with the working formulation (WF sub-
division H). No other tumour was found in the oral cavity
or in the Waldeyer’s ring lymphoid tissue.

A chest X-ray revealed no evidence of lung in�ltration
or intrathoracic involvement. Computed tomography of
the chest, abdomen and pelvis revealed no lymphadeno-
pathy. The results of a bone marrow biopsy were also
normal. All these investigations failed to reveal the
presence of other tumour sites. The clinical stage of this
patient was evaluated as stage IE according to the Ann
Arbor staging system.8

The patient was treated with chemotherapy only
because radiotherapists considered radiation therapy
dangerous for the �ts of dyspnoea.

The patient was treated with combination chemother-
apy, including cyclophosphamide, doxorubicin, vincristine
and prednisolone (CHOP), which results in complete
clinical remission after two courses. Four courses of
combination chemotherapy were subsequently performed,
making a total of six courses of combination chemother-
apy. No recurrence has been observed during the 16-
month follow-up period.

Discussion

Although non-Hodgkin’s lymphoma usually presents in
lymph nodes, approximately 25 per cent of cases originate
in extranodal sites. The condition usually occurs in late
adult life and occasionally in childhood. The male to
female ratio is about 1.5:1. In the head and neck region,
most NHLs are of B-cell origin.5

These tumours tend to remain localized for a long
period of time and then to disseminate to other extranodal
and unusual sites, as other extranodal lymphomas arising
from mucosa-associated lymphoid tissue.6

There have been some reported cases of NHL limited to
the larynx at time of presentation.4 ,5 ,6 ,9 ,1 0 Two thirds of
primary laryngeal lymphomas are on the left side, and
most of the tumours are located in the supraglottic area, in
particular the epiglottis and aryepiglottic folds.1 1

B-cell primary laryngeal lymphomas appear to be much
more common than T-cell lymphomas.4 In 1998 Maria-
nowski et al. reported the �rst case of primary laryngeal
gamma-delta T-cell lymphoma related to Epstein-Barr
virus infection.1 2

The �rst malignant primary lymphoma of the larynx was
described by MacKenty in 1934,1 3 as reported by Remacle
et al., 1987, in their review.1 4 These authors also mentioned
two earlier cases brie�y cited in the literature, one seen by
Stoerck in 1895, another by Tanturri in 1932. Diebold et al.
in 1990, documents 84 previously reported primary NHLs
of the larynx.1 5

In previous reports of primary NHL of the larynx, the
median age of patients is 62 years, with ages ranging from
four to 81 years. These lymphomas are predominantly
found in the male population. Symptoms at presentation
include: dysphonia, hoarseness, dysphagia and cervical
lymphadenopathy1 6 with a duration of two to 60 months.
Stridor, cough, and weight loss were also reported.

The lymphoma is often localized to one side of the
larynx, with a predominantly supraglottic localization with,
or without, glottic or subglottic involvement. In general,
the macroscopic appearances were those of a smooth
submucosal swelling or polypoid mass, without ulcera-
tion.1 5

There have been common clinical features in the
previously described cases of laryngeal NHLs: 1) this
lymphoma tends to remain localized for a long period of
time, without progress of symptoms, and many of the cases
present with a localized stage IE or IIE disease;
2) dissemination occurs often to other extranodal sites
such as the upper respiratory tract, stomach, orbit, or skin,
with a long disease-free interval; 3) local therapy such as
radiotherapy and/or surgery is effective for both primary
and disseminated tumours, and long-term survival can be
achieved.6

The majority of laryngeal lymphomas reported in the
literature have been of the B-cell lineage, with only a small
minority possessing the T-cell immunophenotype. Diffuse
large B-cell lymphoma is generally considered to be
potentially curable with aggressive therapy.1 7

In the majority of published cases it has not been
possible to determine the exact histological type of the
lymphoma. Only a few of the cases can be interpreted in
terms of either the Kiel classi�cation1 8 or the Working
Formulation. Swerdlow et al., 1984 reported one case
classi�ed as diffuse small cleaved lymphomas.1 6 Ferlito
et.al., 1981, reported three cases of diffuse lymphomas
classi�ed respectively as large cleaved, small cleaved, and
large non-cleaved follicular centre cells.1 9 Ten other cases
of low-grade lymphoma can be identi�ed: one malignant
lymphoma of low differentiation,2 0 one low-grade malig-
nant lymphosarcoma,2 1 three lymphocytic lymphosarco-
mas,2 2 one diffuse mixed lymphoma,2 2 and four
lymphocytic lymphomas.2 3 Only one case of high-grade
lymphoma can be identi�ed as centroblastic or large non-
cleaved lymphoma.1 4 In all the other cases, information,
description, and denomination are not precise enough to
allow correct classi�cation.

It has been reported that radiotherapy is the best initial
treatment for isolated NHL, since this tumour is thought to
be highly radiosensitive. Chemotherapy is the treatment of
choice in patients with disseminated NHL.1 9

Fig. 2
Laryngeal biopsy specimen showing a diffuse, large-cell
lymphoma. Minute plasma cells, neutrophils, and eosinophils
are dispersed in a diffuse infiltrate of large atypical lymphoid

cells (H.&.E; 3 400).
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Most previously reported cases have been treated with
radiation therapy alone.6 A few recent studies have also
reported cases treated with combined modality treatment7

or chemotherapy alone.2 4 Many articles have recom-
mended radiation therapy as the treatment of choice in
primary laryngeal lymphoma with, or without, local node
involvement.4 – 6 ,1 0 Extranodal recurrences are also radio-
responsive and a long disease-free survival may be
anticipated.

In patients with limited-stage intermediate and high-
grade lymphoma, the literature suggests that combination
chemotherapy plus radiotherapy is the treatment of choice
for many sites of presentation. Although CHOP is the
standard treatment regimen for diffuse large-cell non-
Hodgkin’s lymphoma,2 5 two recent randomized trials have
reported that chemotherapy followed by radiation was
superior to chemotherapy alone in patients with clinical
stage I and II disease. Patients with multiple sites of
extranodal disease were included in these trials.2 6 ,2 7

Wang in 1972 described that a dose ranging between 40
and 50 Gy was required to ensure a permanent cure of the
local disease, and the portals should have been suf�ciently
large to include the primary tumour and its lymphatic
drainage areas, because regional lymph-node involvement
was not infrequent.2 8
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