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Abstract : Primary pleuro-pulmonary non-Hodgkin lymphomas (NH,) are very rare tumors, possibly under
diagnosed, with a very long, frequently asymptomatic evolution. It has been reported in patients with long
standing pyothorax. Primary pleural non-Hodgkin’slumphoma in animmunocompetent patient without a history
of chronic pyothorax is extremely rare. To the author’s knowledge, very few cases have been described in the
literature. A case of primary NHL of the pleura presenting as a large thoracoabdominal masswithout a history

of previous pyothorax is being reported.

INTRODUCTION

Primary pleural lymphomainimmunocompetent patientswithout
the setting of chronic pyothorax is very rare. These are
asymptomatic tumors following an indolent course presenting
with respiratory distress or chest wall mass. Thus, these tumors
can reach enormous sizes and may become thoracoabdominal in
location. Late in the disease, these tumors can involve the
pulmonary parenchyma so that lung cannot be separately
identified and the massisrecognized as apleuropulmonary mass
and the biopsy isrequired to make the definitive diagnosis. Hilar/
mediastinal adenopathy isnot afeature of thisdisease. Therarity

of the disease has prompted us to report the case.

CASE REPORT

A 35 years old female presented with a mass in the left upper
abdomen and difficulty in breathing. On clinical examination, the
patient had thoracoabdominal fullness on left side with shiny
skin and prominent and dilated superficial veins. Therespiratory
movements were reduced on the affected side and the lower limit
of the mass could not be reached. On the left lateral chest wall
multiple nodular mass could be palpated. The patient had no
previous history suggestive of long standing pyothorax on either
side. The rest of the medical history and examination is
unremarkable.

Laboratory investigations revealed increased ESR and reduced
hemoglobin levels. Rest of thelaboratory datawas within normal
limits. Plain radiograph of the chest revealed homogeneously
opague left hemithorax and hyperinflated right lung field with the
mediastinal shift (heart and tracheal shadow) to the right side.
Bony cage appears normal.

Ultrasound examination of the chest and abdomen revealed alarge
heteroechoic mass in the chest extending into the left
hypochondrium but with theintervening intact left hemidiaphragm,
thus pointing towards the thoracic origin of the mass. The
abdominal viscera including left kidney, spleen, stomach and
pancreas were displaced inferiorly. The mass is seen to extend
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superiorly asfar asthe apex of thelung. At multiple pointson the
left lateral part of the chest wall, the mass was seen to project
through the intercostal space into the subcutaneous planes.
Computed tomographic examination of the chest and abdomen of
it revealed a large fairly well defined, heterogeneously but
moderately enhancing mass completely occupying the left
hemithorax with displacement of the mediastinal structures
towards the right side (Fig.1). The left lung was engulfed in the
mass. The mass was extending into the left upper abdomen with
displacement of the abdominal viscerabut with anintact interveing
diaphragm (Fig.2). At severa sites the mass was seen to extend
its pseudopods through the intercostal spacesinto the soft tissues
of the chest wall. Pressure eorsions of some ribs were noted on
the bony window settings on the left side . No evidence of
mediastinal, right hilar adenopathy was noted.

The histopathological examination revealed large cell type of non-

Hodgkin’s lymphoma of the pleura.

DISCUSSION

Both Hodgkin's and non-Hodgkin’s lumphomas can involve the
pleura. The tumor is seldom the solitary at initial presentation'?,
mediastinal nodal and sometimes pulmonary parenchymal
involvement.

Fig.1l . Coronal
MPR CT scan of the
thoraxrevealsalarge,
heterogeneous, mass
in the left hemithorax
with mediastinal shift
to theright side with
complete loss of
pulmonary

parenchyma



Three (3) are often present patients with non-Hodgkin's
lymphoma (NHL) involving the lung or chest wall following a
long-standing empyemawere reported by Kamesaki H. et al®. All
patients had tuberculous pleuritis or received artificial
pneumothorax for pulmonary tuberculosis 30 years or more
previously. The NHL of these patients developed in or close to
the thickened pleura. Histological examination showed diffuse
large cell type (LSG classification) in all cases. Non-Hodgkin's
lymphoma of the pleural cavity with long-standing pyothorax
was described by luchi K, et a* This study suggested a close
relation between a preceding chronic tubercul ous pyothorax and
the development of non-Hodgkin's lymphoma (NHL) in the
pleural cavity. Primary pleuro-pulmonary lymphomas are very
rare and pose®.

Very few cases of NHL of pleurawithout the history of chronic
empyema has been described in the literature®’. Radiological
features of primary NHL of the pleurahave been described in the
childhood®®.
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Fig.2 : Transaxial CT scan showing aleft hemithoracic
mass with bony destruction and extension into
the soft tissues
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