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INTRODUCTION 

Hematologic malignancies are very often seen in immune 

compromised patients.
1
 Lymphoma is the second most 

common primary malignancy occurring in the head and 

neck. Non-Hodgkin's lymphoma (NHL) is a group of 

neoplasms that originate from the cells of the 

lymphoreticular system. Forty percent of non-Hodgkin's 

lymphoma arises from extranodal sites. Common primary 

extranodal sites of lymphomas include stomach, liver, 

soft tissue, dura, bone, intestine and bone marrow. The 

nasal cavities and paranasal sinuses are rarely affected by 

primary NHL.
2
 Large B-cell lymphoma (LBCL) is the 

most common non-Hodgkin's lymphoma. LBCL is a fast 

growing malignancy that may arise inside or outside of 

the lymphatic system. Non-Hodgkin's lymphoma has a 

varied manner of presentation, response to therapy and 

prognosis. A few cases of oral lymphomas were reported 

in association with acquired immune deficiency 

syndrome (AIDS), and it might even be the first 

presentation of AIDS in certain individuals. Clinical 

presentations vary according to the histological type. The 

low grade lymphomas present with a nasal cavity or para-

nasal sinus mass associated with obstructive symptoms 

and/or lymphadenopathy, while high grade lymphomas 

present with aggressive signs and symptoms including 

non-healing ulcer, epistaxis, septal perforation and bone 

destruction. Lymphomas are usually submucosal, and on 

gross appearance, differ from SCC which is usually 

ulcerative. The vast majority of patients with localized 
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disease are curable with combined modality therapy. 

About 50% patients are cured with doxorubicin based 

combination chemotherapy and rituximab. 

CASE REPORT 

First case 

A 60 years old female patient presented in the OPD of 

ENT department with chief complaints of blockage in 

right side of nasal cavity, which was insidious in onset, 

gradually progressive in nature and was not associated 

with nasal discharge and anosmia. Patient also noticed a 

swelling in right side of nose arising from lateral wall of 

nose about one month ago. It was insidious in onset and 

gradually progressive in nature. There was no history of 

epistaxis, recurrent sneezing, itching and headache. The 

consent of the patient was taken before clinical 

examination and taking photograph. On examination, a 

diffuse swelling was present on the right side of the 

dorsum of the nose. No scar / sinuses seen. On anterior 

rhinoscopy, an irregular mass was seen in right nasal 

cavity. On probing the mass didn’t bled, insensitive to 

pain, soft in consistency. Probe can’t be passed all around 

the swelling. Air entry was decreased in right side on 

cold spatula test. On posterior rhinoscopy no growth was 

seen. 

There was no lymphadenopathy, no limitation of eye 

movements or visual acuity. She was afebrile. Further 

systemic examination was unremarkable. Her Hb was 

13.4 gm%, total count was 8800, DLC was N68L28, BT 

was 1’10”, CT was 3’55”, FBS was 87mg%, PPBS was 

120 mg%. Chest X-RAY was normal. 

Radiological examination - CT PNS – Soft tissue 

mucosal thickening over right inferior turbinate causing 

almost complete occlusion of nasal cavity. Small left 

concha bullosa is noted with mild nasal septal deviation 

to left side (Figure 1 and 2). 

Patient underwent right nasal mass biopsy and the 

specimen was sent for histopathological study. The 

histopathological examination reveals extra nodal non- 

Hodgkin lymphoma, diffuse large B-cell type. Further 

patient underwent bone marrow aspiration and bone 

marrow biopsy which revealed normocellular uninvolved 

bone marrow. Patient also underwent microscopic 

examination of CSF which was negative for malignancy. 

On 2-D Echo, LVEF was 65%. Computed tomography of 

the abdomen was normal. Patient received prephase 

chemotherapy of injection cyclophosphamide and 

intracthecal injection of methotrexate. Later patient 

received injection rituximab, injection vincristine, 

injection doxorubicin and injection cyclophosphamide 

after four days of receiving prephase chemotherapy. On 

fifth day patient received injection pepfilgrastim (6 mg 

subcutaneous).  

Prechemotherapy 

 

Figure 1: Prechemotharapy coronal view of nose. 

  

Figure 2: Prechemotherapy axial view of nose. 

Post chemotherapy 

After receiving chemotherapy, patient got relieved of his 

sign and symptoms as evident on clinical examination 

and follow up radiological investigations (Figures 3, 4 

and 5). 

 

Figure 3: Front view. 
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Figure 4: Basal view. 

 

Figure 5: Axial view of nose. 

Second case 

A 50 years old male (Figure 1) presented in the OPD of 

ENT department in Dr. Babasaheb Ambedkar central 

railway hospital with complaints of left nasal obstruction 

since four years, which was insidious in onset and 

gradually progressive in nature. Later it progresses 

towards right side. It was associated with anosmia. There 

was no diurnal variation. Following which patient 

developed left side proptosis. It was insidious in onset 

and gradually progressive. It was associated with dryness 

of eyes, blurring of vision and headache. Patient later 

developed epiphora about ten days ago. There was no 

history of epistaxis, headache or decreased vision, nasal 

trauma or any facial pain. The consent of the patient was 

taken before clinical examination and taking photograph. 

On examination, a polypoidal growth was found in left 

middle meatus which did not bleed on probing. Small 

polypoidal growth was also seen on right side of nasal 

cavity. On cold spatula test, frosting was decreased on 

right side. Bilateral pupils were normal reacting to light. 

Bells phenomenon was present on left side. Proptosis was 

present on left side, amounting to 1 cm. Extraocular 

muscles mobility was decreased in all directions in left 

eye. Patient later underwent computed tomography scan 

of orbit and paransasal sinuses (Figure 7 and 8). 

 

Figure 6: Proptosis in left eye. 

 

Figure 7: Axial view of nose and orbit. 

 

Figure 8: Coronal view of nose and orbit. 

 



Dalmia D et al. Int J Otorhinolaryngol Head Neck Surg. 2017 Jul;3(3):737-741 

                 International Journal of Otorhinolaryngology and Head and Neck Surgery | July-September 2017 | Vol 3 | Issue 3    Page 740 

Patient underwent right nasal mass biopsy and the 

specimen was sent for histopathological study. The 

histopathological examination reveals high grade non-

Hodgkin lymphoma, diffuse large B-cell type, positive 

for LCA, CD 20, negative for CD3, CD5, CD30, CD56, 

CKIT, EBV, LMPI. 

PET CT 

An irregular soft tissue showing subtle differential 

attenuation and patchy enhancement is seen in nasal 

cavity superiorly, causing outward bulge of ethmoid 

trabecular and showing mild uptake of FDG (SUV max: 

6.2). No intracranial extension seen. Heterogenous 

enhancing lymph node with uptake SUV max: 13.8 are 

seen in level II of neck of left measuring 1.6*1.5 cm. Few 

subcentimeter size nodes with only subtle uptake SUV 

max: 2.4 seen in bilateral Ib and right level II. No 

metabolically active liver/skeletal lesion is seen. 

MUGA scan: LVEF-58.1% with no RWMA.  

Bone marrow biopsy: Mildly hypercellular uninvolved 

bone marrow. 

Bone marrow aspiration: Mildly hypercellular bone 

marrow with 18% lymphocyte with 1% blast cells. 

CSF: Negative for malignancy.  

LDH: 332 u/l 

Patient later received chemotherapy comprising of 

injection rituximab (700 mg), injection doxorubicin (90 

mg), injection cyclophosphamide (1400 mg), injection 

vincristine (2 mg) for one day with injection Dexona for 

five days. Post chemotherapy patient got relieved from 

his symptoms (Figure 9). 

Postchemotherapy 

 

Figure 9: Proptosis relieved after chemotherapy. 

DISCUSSION 

Non-Hodgkin lymphoma is a diverse group of malignant 

lymphomas whose common feature is absence of the 

giant Reed-Sternberg cells characteristic of Hodgkin 

disease. Non-Hodgkin lymphoma consists of many 

different conditions which are grouped by their 

aggressiveness. Less aggressive forms were compatible 

with a long survival while more aggressive forms can be 

rapidly fatal without treatment. NHLs of the sinonasal 

tract are uncommon malignancies representing 3%-5% of 

all malignancies.
3
 Primary non-Hodgkin Lymphoma of 

the nasal cavity is a distinct clinicopathological entity. In 

contrast to lymph node NHL no guidelines for treatment 

are established for NHL of nasal cavity. Geographic 

factors play a role in the frequency and histological 

subtype of NHL of the sinonasal tract. In Asian 

populations and in Peru, nasal lymphomas are more 

common and are predominantly T-cell lymphomas, 

whereas B-cell subtypes are typically more common 

among the sinonasal lymphomas observed in Western 

populations.
4
  

In a report from Poland by Zagolski et al, NHL was the 

most common head and neck malignancy occurring in 

children, and DLBCL was the most common subtype.
5
 

With regard to pathology, nasal NHL is characterized by 

angioinvasion and necrosis. The extensive necrosis, 

polymorphic cellular infiltration, and small sizes of the 

biopsy samples usually make subtyping according to the 

working formulation quite difficult. 

Patients with non-Hodgkin lymphoma of nasal cavity 

present at an early stage. However, these early stage 

tumors often are a bulky primary tumor, and directly 

extend into the neighbouring organs and tissues. The 

involvement of the maxillary and ethmoid sinuses is the 

most common mode of local extension. Conversely, the 

probability of lymph node enlargement and distant 

extranodal spread increases with extension of the primary 

tumor outside the nasal cavity. The major pathway of 

lymph node spread for NHL of the nasal cavity is to the 

Submandibular and cervical lymph nodes.  

Lymphomas are usually sub-mucosal. They differ from 

squamous cell carcinomas which are usually ulcerative in 

appearance. Early diagnosis of primary NHL of the nasal 

cavity and paranasal sinuses was difficult in our patients, 

because this lesion develops in an anatomic space and 

expands toward the sinus, nasal cavity or nasopharynx, 

not usually causing symptoms in the early stages. Only 

after reaching a considerable size and involvement do the 

symptoms appear, and these may simulate other nasal or 

head and neck diseases. The most common presenting 

symptoms of sinonasal lymphomas are nasal obstruction, 

epistaxis, headache, and unilateral facial, cheek, or nasal 

swelling.
6
 Other infrequent symptoms are diplopia or 

blurred vision, and nasal or cheek pain. 
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Our patients presented with the chief complaints of nasal 

obstruction with a nasal mass. We also find anosmia 

along with proptosis in one of our patient which suggests 

of the progression of the disease to the orbit and 

cribriform plate. Our patients did not have any lymph 

node involvement. Both of our patients underwent routine 

blood investigation and radiological examination. 

Patients later underwent biopsy from their nasal mass. 

Histopathological examination of biopsy of both the 

patients confirms the diagnosis. 

Patients were then given chemotherapy comprising of 

cyclophosphamide, vincristine, doxorubicin and 

rituximab. Patient’s symptoms get subsided after taking 

chemotherapy. 

CONCLUSION  

Non Hodgkin lymphoma of nose and paranasal sinuses is 

a rare presentation and difficult to diagnose due to 

overlapping signs and symptoms with many other nasal 

pathologies. Although non-Hodgkin lymphoma has a 

varied manner of presentation, response to therapy and 

prognosis, the majority of patients with localized disease 

can be cured with combination chemotherapy alone. It is 

must to do biopsy of unilateral nasal mass before any 

surgical intervention. 
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