Non-Hodgkin Lymphoma Presenting
with Recurrent Pleural Effusion:
A Rare Case Report
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ABSTRACT

Non-Hodgkin lymphoma (NHL) is a type of carcinoma which usually begins with lymph nodes. Pathogenesis of pleural fluid
formation and reabsorption is also associated with pulmonary lymphatic system. Usually pleural effusions are encountered
as complications due to infective aetiologies and non-infective causes. Pleural fluid formation and reabsorption in pulmonary
lymphatic system are associated with pathogenesis. Authors present here a case report of a patient who presented with left
sided severe chest pain investigated to have recurrent pleural effusion, and different clinico-radiological presentations. Computed
Tomography (CT) scan showed a mediastinal mass from which CT guided biopsy was done and suggestive of Lymphoma. The

patient responded to pleurodesis and chemotherapy.
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CASE REPORT according to routine microscopy, cytology of the pleural fluid
An 18-year-old male, student presented to the Respiratory Medicine ~ Showed predominantly lymphocytes and 25% mesothelial cells. The
Outpatient Department (OPD) with complaints of chest pain, ~Case was further investigated by performing a CT guided biopsy
breathlessness, dry cough for past fiteen days and generalised "o the mediastinal mass which gave a diagnosis of Non-Hodgkin
weakness since a month. Patient had past history of dengue fever YMPhoma (NHL), the international prognostic score was 1, which

8 months back and left sided pleural effusion three months back, \c/jvc?r?elivsvinlmi(rewr'gg‘tilggadlozrocgr;(l)i:gcarlwr;jd:r; cglZ’:;r?[(recc)jugn[l]ﬁe’:r)rlwilirr%??ls
underwent pleural tapping in which 500 mL of straw-coloured fluid am yey Py.

¢ d Patient i HotUb ar treat ¢ which On follow-up after 1 month in Respiratory Medicine Department,
was tappe , atient was put on anti-u ergu ar Irea ment, whic he showed clinico-radiological improvement [Table/Fig-3]. He was
he had continued for a month and then discontinued. Currently,

. , . i continuing his chemotherapy on follow-up.
X-ray chest suggestive of left sided mild to moderate pleural effusion
with mediastinal widening [Table/Fig-1]. CT thorax was suggestive
of anterior mediastinal mass/lymphoma/invasive thymoma with
moderate left sided pleural effusion, pericardial effusion, fibrotic
changes in upper lobe, possibility of mediastinitis with  mediastinal
abscess [Table/Fig-2]. Sputum was negative for Acid Fast Bacilli (AFB).
On his stay in hospital, he underwent pleural tapping in which
950 cc of straw-coloured fluid was tapped. Subsequent chest
X-rays showed refiling of the effusion, so an intercostal drainage
was inserted in the left pleural space and 1100 cc of sero-
sanguinous fluid was drained. The pleural fluid was exudative

[Table/Fig-3]: PA view showing improvement after one month of treatment.

[Table/Fig-1]: PA view showing left sided pleural effusion.
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DISCUSSION

Pleural effusions can be one of the most common presentation of
tuberculosis, but Malignant Pleural Effusions (MPE) always create
an alarm to investigate further and look for intra or extrathoracic
malignant lesion which helps to make the perfect diagnosis. More
than 75% of MPEs are caused by carcinomas of the lung, breast,
ovaries, or by lymphomas [2-7].

Symptomatic intrathoracic disease and pleural effusion is a
troublesome and often misleading complication of malignant
lymphoma. Lymphomatous effusions are usually exudative.
Pathogenesis of pleural fluid formation guides the management of
recurrent pleural effusion. In metastatic carcinoma the most common
cause of effusions is pleural seeding associated with malignan cells.

Incidence of pleural effusion in cases of NHL is 20% [8]. Pleural
effusion if associated with NHL, signifies wide spread disease.
The effusion presents unilaterally and bilaterally. Most common
symptoms observed are dyspnoea, cough, and chest pain. In the
present case the patient presented with dyspnea, dry cough, chest
pain and left sided pleural effusion.

Isolated pleural involvement in Diffuse Large B-Cell Lymphoma
(DLBCL) is a rare and underdiagnosed entity and should be
suspected in patients with non-resolving pleural effusions.
Immunohistochemistry for CD20 can be helpful in differentiating
primary pleural lymphoma from DLBCL with secondary pleural
involvement especially in immunocompetent hosts and has
treatment implications.

A retrospective study done on NHL with 86 patients, including
16 subjects with intrathoracic disease. The most common
manifestations  were paratracheal, mediastinal and hilar
lymphadenopathy followed by pulmonary lesions and pleural
effusions [8]. In the present case, the patient had left sided pleural
effusion and CT Thorax finding of fibrotic changes in left upper lobe
and left subsegmental atelectiasis.

Thoracocentesis is the first diagnostic and therapeutic choice
in patients with pleural effusion with or without a mass in the
mediastinum, respiratory distress. Cytological analysis of pleural fluid
and other ancillary studies support the fluid analysis and give quick
diagnosis and prognostically significant information for classifying
lymphoma or any other disease, its grade and immunophenotype,
tumour lysis syndrome, absence or presence of viral DNA should be
also seen [9]. In present case, pleural fluid was exudative, borderline
ADA, 25% mesothelial cells and had sero-sanguinous appearance,
fluid culture was negative and no AFB was detected in pleural fluid.
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Thus, pleural fluid analysis had not yield favourable results. Hence,
CT guided biopsy from the mediastinal mass was performed and
histopathology report was suggestive of NHL.

In a study by Celikoglu F et al., on pleural effusion in NHL, 19 effusion
analysis reports were exudative. In three patients, the pleural fluid
was milky with an elevated triglyceride level and chylomicrons
fulfilling the definition of a chylous effusion. None of the patients
reported significantly decreased glucose level. All pleural fluid
cultures for routine pathogens and AFB were negative [10].

In the present case after adequate cycles of chemotherapy and
Pleurodesis the patient showed clinico-radiological improvement on
successive visits.

CONCLUSION(S)

Pleural effusion may be a predominating sign of NHL. The diagnosis
can be obtained in majority of patients by thoracocentesis, needle
biopsy, andimmunophenotypic marker studies of the pleural fluid. CT
scan of the thorax and abdomen is much more revealing compared
to conventional roentgenographic techniques in identifying other
sites of disease available for establishment of the diagnosis of
NHL. Pleural effusion in patients with NHL is usually due to direct
involvement of the pleura by lymphoma.
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