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Unusual presentation of mediastinal mass which grew slowly over S years
and became aggressive which transformed into high grade lymphoma and
presented as hypercalcemia

ABSTRACT

A 62-year-old male patient, without any comorbid conditions, presented with an asymptomatic, slow-growing mediastinal
mass since the past 5 years that became aggressive and transformed into a high-grade lymphoma, with metastasis and presented

as hypercalcemia.
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INTRODUCTION

The mediastinum is an important segment of the thorax that
contains vital intrathoracic structures such as the heart and
great vessels, trachea and main bronchi, oesophagus, thymus,
venous and lymphatic structures, and nerve tissue.
Mediastinal tumours can be caused by lymphoma (Hodgkin’s
disease and non-Hodgkin’s), Thymoma (a tumour of the
thymus), Thyroid mass (generally a benign growth, but can
sometimes be cancerous), Oesophageal mass/ malignancy
and Neurogenic tumours. The most common cause of
posterior mediastinal tumours are nerve sheath neoplasms,
ganglion cell neoplasms, and paraganglionic cell neoplasms.
Approximately 70% of mediastinal neoplasms are benign like
Lymphadenopathy (Tuberculous), Neuroeteric cyst and Aortic
aneurysm. Thymomas are the most common mediastinal
tumours. They represent one third of all anterior mediastinal
tumours (1). Regardless of the diagnosis, all large mediastinal
masses may cause compression or invasion of vital structures,
like vascular structure, heart and pericardium causes
hemodynamic decompensation, oesophagus involvement
causes dysphagia and larger airways compression resulting
in respiratory insufficiency. Almost 40% of people who
have mediastinal tumours experience no symptoms. Most of
the growths are often discovered on a chest X-ray which is
performed for another reason. The tests most commonly used
to diagnose and evaluate a mediastinal tumour are Computed
tomography (CT scan), Ultrasound, 2-D echo emanation,
Needle biopsy or aspiration under CT guidance, Bronchoscopy
or Mediastinoscopy with biopsy.[!!

CASE REPORT

A 62-year-old gentleman, non-smoker and non-alcoholic,
presented to the hospital with cough (dry), dyspnea on
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exertion, and diminished appetite since 2 months. He
complains of cough which is not associated with expectoration
and occurs mainly on lying down on the left side. No H/O
hemoptysis. He also felt a mild and dull aching chest pain for
the past 2—3 months. He complained of 8.5 kg weight loss
over the past 2-3 months. He gives no history of any comorbid
conditions such as diabetes mellitus, hypertension, ischemic
heart disease, or thyroid dysfunction. There is no history of
tuberculosis or bronchial asthma.

The patient was apparently alright 5 years back when he
developed a mild dry cough, which did not respond to routine
treatment. Investigations revealed a mediastinal mass on his
X-ray chest [Figure 1]. Computed Tomography (CT) scan of the
chest with contrast revealed 9 cms X 9.1 cms and extending
10 cms in cephalocaudal direction. He deferred CT scan-
guided biopsy at that time (2015). Follow-up CT scan chest was
performed after 1 year and there was a marginal increase in the
size of the mediastinal mass. The patient did not agree to biopsy
or removal by video-assisted thoracoscopy since he was only
mildly symptomatic at that time.

Now after 5 years, examination revealed mild puffiness
of the face, pulse 98/min, regular in rhythm, blood pressure
140/90 mm of Hg, raised and fixed JVP, and dilated veins over
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Figure 1: X-ray 21-05-2015

Figure 2: X-ray 20-03-2000

[Figure 3] the chest with blood flow from above downward
(superior vena cava syndrome). Systemic examination revealed
diminished air entry on the right side of the chest, and no
other significant abnormality. Abdominal system examination
revealed mild splenomegaly. No lymphadenopathy or
hepatomegaly was detected. Cardiovascular examination did
not reveal any murmur or foreign/added sound.

Investigations

Hb: 13 g/dL, Total leucocyte count: 6.83 X 10%L, platelet
count: 291 X 10%L, RBS: 124 mg/dL, Se. Creatinine:
2.92 mg/dL which reduced to 1.5 mg/dL after treatment with
intravenous normal saline and treatment of hypercalcemia.
Blood Urea Nitrogen: 38 mg/dL, Na: 139 mEq/L, K: 3.6
mEq/L, Cl: 95 mEq/L, INR: 1.08. Se. Calcium: 15.2 mg/dL
after 3 days treatment reduced to 9.9 mg/dL, Se. PO4: 3.6 mg/
dL, HCO3: 28 mEq/L, ALT: 11.1 U/L, ALP: 60 U/L, total
bilirubin: 0.46 md/dL, total protein: 6.77 g/dL, albumin:
4.0 g/dL, globulin: 2.77 g/dL, and urine routine: Protein:

PIIII1))/ /7

Figure 3: Dilated vein over chest wall / Biopsy mark

Figure 4: 2-D Echo showing Mass in the right atrium

Figure 5: PET Scan showing mediastinal malignancy with multiple mets

trace, pus cells: 4-6/hpf, rest normal, triple “H” Negative,
T3: 1.01 ng/dL, T4: 9.40 ng/dL, TSH: 3.8 mIU/L, Se. PTH:
8.49 ng/L (low), Se. Vit. D: 43.8 ng/mL (normal), and uric
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acid: 10.7 mg/dL which reduced to 6.8 mg/dL after 2 days
treatment.

Se. Protein Electrophoresis

No evidence of multiple myeloma, ECG is showing sinus
tachycardia with a short QT interval (0.30 seconds) dated
25 March 2020, X-ray chest: Mediastinal mass, more on
the right side, pulmonary function test: Mild obstruction
with moderate restrictive disorder, and ABG: Mild hypoxia
without retention of CO, [Figure 4]. 2-D Echo Examination:
Large mass in RA (extending from SVC to RA). Normal left
ventricular size and contractility. No pulmonary hypertension.

USG of Abdomen

A USG abdomen and pelvis are carried out on the March 9,
2020, alarge3.2cmx 3.1 cm x 2.9 cmssized solid heterogeneous
lesion was noted at the upper pole of splenic parenchyma with
hypoechoic areas within -? Necrotic areas with peripheral
vascularity were noted. Findings suggestive of indeterminate
aetiology which may be neoplastic in origin. CT scan of chest,
abdomen, and pelvis on September 25, 2015: CT findings
are remarkable for a mass lesion in the middle mediastinum
extending into the anterior mediastinum. It measures about
9.0 cm x 0.1 cm and has a cephalocaudal extent of 10.0 cms.
This study is negative for significant mediastinal adenopathy,
lung parenchymal/pleural abnormality, and interstitial lung
disease or centrilobular opacities. Repeat CT scan chest
(March 2020) revealed an increase in size from ~1.3 L of fluid
(CT scan-2015) increased to 3.5 L.

PET Scan [Figure 5]

Profile reveals a large solid metabolically active mass lesion
with a high retention index in the anterior mediastinum
extending into the middle mediastinum, contiguous with a
metabolically active lesion which is seen to extend into the right
atrium of the heart. This is suggestive of a neoplastic process.
A metabolically active nodular lesion with high retention index
in the pericardium, overlying the right ventricle of the heart
too, is of similar etiology/metastasis. Metabolically active
focal splenic lesion is of similar etiology or could represent
metastasis. Tiny metabolically active soft-tissue nodules lying
closely opposed to the right psoas muscle at the level of L4,
closely opposed to the right external iliac vessels, as well as the
left levator ani sling too are of similar etiology.

Histopathology of Biopsy

Tru-cut biopsy from anterior mediastinal mass revealed a
microscopic structure that showed atypical large lymphoid
cells arranged in diffused sheets. Brisk mitotic activity was
seen. Immunohistochemistry (IHC) revealed that the atypical
lymphoid cells are diffusely positive for CD20, CD10, Bcl2,
and focally positive for Bel 6. These features are consistent
with diffuse large B-cell lymphoma.

The patient’s investigations revealed a mediastinal mass with
superior vena cava syndrome. A renal study revealed increased
creatine with hypercalcemia. Hypercalcemia was treated with
rehydration with saline, steroids, and calcitonin. PET scan was
suggestive of malignancy with metastasis. Lung biopsy was
suggestive of large B-cell high-grade lymphoma. He was referred
to a hematologist for chemotherapy and further management.

DISCUSSION

Our patient had a very slow-growing lymphoma in the anterior

mediastinum.” It grew over 5 years and suddenly transformed

into ahigh-grade lymphoma and developed multiple metastases
in the right atrium, superior vena cava, pericardium, and spleen.

Thus, for a benign-looking mass in the chest, histopathological

examination is a must for diagnosis. Although there are

more than 60 types of NHL, diffuse large B-cell lymphoma

(DLBCL) is the most common type, making up about 30%

of all lymphomas.®! DLBCL is fatal if left untreated, but with

timely and appropriate treatment, approximately two-thirds
of all patients can be cured. The tumor grows so slowly that
patients can live for many years mostly without symptoms,
although some may experience pain from an enlarged lymph
gland. After 5-10 years, low-grade disorders begin to progress
rapidly to become aggressive or high-grade and produce more
severe symptoms. Lymphoma can develop when mutations

(genetic changes) cause lymphocytes to divide abnormally

or to stay alive when they should not. More mutations can

happen over time. They might cause abnormal lymphocytes to
grow rapidly, like the cells in a high-grade lymphoma.
Possible treatments include:

1. R-CHOP chemotherapy, more intensive chemotherapy
regimens, followed by an autologous stem cell transplant,
if the lymphoma responds well to chemotherapy.

2. An allogenic stem cell transplant, if patient is fit enough
and needs more than one course of chemotherapy to
achieve remission.*! Stem cell transplants are intensive
forms of treatment and are not suitable for everyone.”

If the transformed lymphoma is restricted to a single site,
it might be treated with radiotherapy (usually given after a
course of chemotherapy).

CONCLUSION

Early diagnosis is a major prognostic factor for patients with
DLBCL, adequate radiological imaging, as well as prompt biopsy
and histopathological diagnosis, are vital for management.3!

REFERENCES

1. Burke A, Virmani R. Tumors of the Heart and Great Vessels. (Third
series, Fascicle 16). In: Atlas of Tumor Pathology. Washington,
D.C: Armed Forces Institute of Pathology; 1996. p. 171-9.

2. Ceresoli GL, Ferreri AJ, BucciE, Ripa C, PonzoniM, Villa E. Primary

Bombay Hospital Journal | Volume 64 | Issue 4 | Oct-Dec 2022 -




Atypical presentation of mediastinal mass

Rathod, et al.

cardiac lymphoma in immunocompetent patients: Diagnostic and
therapeutic management. Cancer 1997;80:1497-506.

. Nascimento AF, Winters GL, Pinkus GS. Primary cardiac lymphoma:
Clinical, histologic, immunophenotypic, and genotypic features of

6. Cwynarski K, Marzolini MA, Barrington SF, Follows G, Illidge T,

Stern S, et al. The management of primary mediastinal B-cell
lymphoma: A British society for haematology good practice paper.
Br ] Haematol 2019;185:402-9.

5 cases of a rare disorder. Am J Surg Pathol 2007;31:1344-50.

4. Schell AJ, Xu Y, Baetz T, Harrison K, Ropchan G, LeBrun D,
et al. Primary cardiac lymphoma: Molecular cytogenetic
characterization of a rare entity. Cardiovasc Pathol 2009;18:92-9.

5. Rolla G, Galligaris-Cappio F, Burke AP. Cardiac lymphomas.
In: Travis WD, Brambilla E, Muller-Hermelink HK, Harris CC,
editors. World Health Organization Classification of Tumours
Pathology and Genetics of Tumours of the Lung, Pleura, Thymus
and Heart. 1" ed. Lyon: IARC Press; 2004. p. 282-3.

How to cite this article: Rathod N, Shah K, Rathod A, Desai S.
Unusual Presentation of a Mediastinal Mass Which Grew
Slowly Over § Years, Became Aggressive and Transformed Into a
High-grade Lymphoma and Presented as Hypercalcemia. Bombay
Hosp J 2022;64(4):50-S3..

Source of support: Nil, Conflicts of interest: None.

This work is licensed under a Creative Commons Attribution 4.0 International License. The images or other third party material in this article are
included in the article’s Creative Commons license, unless indicated otherwise in the credit line; if the material is not included under the Creative
Commons license, users will need to obtain permission from the license holder to reproduce the material. To view a copy of this license, visit http://
creativecommons.org/licenses/by/4.0/ © Rathod N, Shah K, Rathod A, Desai S. 2022.

.Bombay Hospital Journal | Volume 64 | Issue 4 | Oct-Dec 2022




