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Sinonasal lymphoma

GERMAN FAJARDO-DOLCI, MD, ROGELICQ CHAVOLLA MAGANA, MD, ENRIQUE LAMADRID BAUTISTA, MD, and
DANIEL HUERTA, MD, Mexico City, Mexico

The clinical course of 49 patients with the diagnosis Wegener’s disease and other causes of adenopathies
of non-Hodgkin's lymphoma wete studied in the such as mononucleosis, sarcoidosis, tuberculosis, and

Depariment of Otolaryngoiogy of the’ Hospital other malignant diseases of the nose and paranasal
General de Mexico between December 1984 and sinuses.2

H March 1997. The most frequent clinical symptoms in The NHLs are a group of pathologic entities origi-
these patients were: nasal obstruction, rhinorrheaq, nating from malignant lymphatic cells at different
fever, weight loss, cervical lymph adenopathy, stages of maturation.3 NHL has been given many names

thinepharyngeal tumor, ulceration on the palate in the literature, such as monoclonal B cell neoplasia,
and periorbital cellulitis. In 73% of the patients in this lethal granuloma, polymorphic reticulosis, and pseudo-
series the primary presentation was nasal. Sixty-3ix lymphoma among others. According to a recent publi-
percent of the patients were classified as interme- cation by Cleary and Batsakis,* the correct name is
diate grade lymphoma according to the New exclusively sinonasal lymphoma, replacing all of the
working Formulation, and 33% were in at B state other names previously applied to this disease. A stan-

according to the Ann Arbor predominant immuno- dardization of the nomenclature should help increase
type was B cell in 63% of the cases. An extensive understanding of this disease entity.

review of the literature is also presented. (Ofclaryn- It is estimated that NHLs make up almost 1.5% of
gol Head Neck Surg 1669:121:323-6.) the total neoplasms detected each year.’ The complexi-

ty of NHL reflects the complexity of the immune sys-
tem. The incidence of NHL has increased by 150%

Lymphomas are a group of malignant neoplasms of since 1950 and continues to increase at a rate of 3% to

lymphoreticular origin that are divided into 2 groups: 4% a yeard
(1) Hodgkin's disease and (2) non-Hodgkin’s lym- The tonsils are the most common site of presentation
phomas (NHLs). Hodgkin's disease develops in lymph in the United States and Europe, followed by Waldeyer’s
nodes and then disseminates to neighboring organs by ring, rhinopharynx, maxillary sinus, and larynx. In
contiguity, whereas NHL may be present in lymph some Asian countries and in Mexico the most cormmon
qcdes. but also in other areas in 25% to 40% of cases, primary lecation is the nose.”8
which can make the determination of the primary site The complications of NHL, following the natural
impossible.1 history of the disease, may be caused Dy the gradual and
Differences such as ceils of origin, age distribution, progressive growth of lymph nodes, damage to various
clinical manifestations, grade at the time of diagnosis, organs, and hematologic and immune abnormalities.
complications, and responsiveness 1o treatment also Some other complications also may be the result of dif-
(ronrTia| € S'ﬁ% tmase entities do not constitute a unique clinical ferent treatment approaches. The enlargement of e
ety :ﬁ:}rbo! oy hut are part of a wide spectrum ranging from lymph nodes produces compression of neighboring
I Eratilekhe xt'_wnpm:una in African children to diffuse and  organs. Arteries, veins, the airway, the esophagus, and
v R nphoma in adults. the gastrointestinal and urinary tracts may be affected.
777 77when NHL s suspected. the differential diagnosis It may be found to extend to the central nervous sys-
/ Q‘_}‘-‘%i}kf(’/}{n\clude several pathologic entities such as tem—affecting the cranial nerves, brain, and spina
f/ 575’_‘5 L medulla—and may even produce meningitis.”
A G i A few areas of pathology have awakened much con-

ke the epacment of Undergraduate Medical Education (Pr troversy and confusion about its classification as NHL
S Eajadp-Deley. Hospital General de Mexico (Drs Magada, 0 S.y - ! 168 Ssut . :
o 0 B lél and Huera): and the Universidad Nacional Auténoma de The diagnosis can be estabiished only by biopsy.

Aspiration of the affected lymph nodes may suggest the

' Nl oo !
Gl i b

Mexico iDrs Magada and Bautisia).

r s: German Faja.rdo-Doici. MD, Puente de Piedra 150- diagnosis but does not always Supply enough informa-
az . nz . . .

923, Medica Sur 923, Col. Tomello Guerra, CP 14050, Mexico tion classification.

Cury. Mexico. Hi cally th it 2 o R ©
Copyright © 1999 by the Amercan Academy of Otolaryngology— 1stoncally . er:e XI5 Stag‘flv System:-s. .appapo S
and Lukes-Colling’. They use different criteria and ter-

Head and Neck Surgery Foundauion, lnc
/ D194-3098/9%/$8.00 + 0 237791077 minology. In 1982 the New Working Formulation clas-

323
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Toble 1. New Working Formulatfion classification

Low-grade tumors

Smatl lymphauc

Foliicular small cleaved

Follicular mtxed small and farge cell
Intermediate grade tmors

Follicular large cell

Diffuse large cell

Diffuse small cleaved cell

Dhffuse mixed small and large cell
High-grade wmors

Large-cell immunobiastic

Lymphoblastic

Diffuse smal! nencleaved

Table 2. Ann Arbor staging syster

Stages

_fnvolvement of a single lymph node region or a single extra-
lymphatic organ or site

_Involvement of 2 or more lymph node regions on the same
side of the diaphragm or locahized involvement of an extra-
iy mphatic organ or site and 1 or more lymph node regions
on the same side of the diaphragm

tmolvement of lymph node regions on both sides of the

12

[P

draphragm
3. Diffuse or disseminated involvement of 1 or more extralym-
phatic organs of tissues with or without lymph nede enlarge-
ment
Svmpiems
A. Absence of symptoms
8. Unesplained fever. mght sweats, of weight loss

sification was created, and it divides NHL into 3 cate-
gories: low, intermediate, and high malignancy (Table
1).210 The Ann Arbor classification is used to determine
the clinical stage and prognosis factor (Table 2).5 Today
we have a new classification proposed by the interna-
tional lymphoma study group that is very complete and
complicated, and it involves immunohistochemical cri-
teria, cells of origin, and histopathologic aspects.!!
Ninety percent of the cases of NHL are classified as
high or intermediate grade of malignancy. B cells were
found to predominate.

Some reports suggest a relationship between NHL
and Epstein-Barr virus. In more recent years a clear
relationship has been established between AIDS and T-
cell lymphomas.!2 Identification of surface antigens
characterizing lymphocytes, known as immunopheno-
typing, and techniques of cytogenetic and molecular
genetic analysis are superseding the morphologic clas-
sifications of NHL. Many of these arise because of the
chromosomal abnormalities, particularly translocations,
occurring while specific immunoglobulins and T-cell
receptors are being assembled. When the enhancer and

1

Otelaryngotogy-
Head and Neck Surgery
September 1999

promoter regions of these antigen receptor genes are
brought together with oncogenes by translocation, the
normally tightly regulated are inappropriately expressed.
The cell is transformed and, instead of dying, undergoes
clonal expansion, which results in malignant disease.
The treatment of NHL has changed in recent years. It is
now based on the biologic behavior according to its
classification and includes chemotherapy and radio-
therapy. '

The objective of this study was to detarmine the prin-
cipal clinical presentation of NHL and the histopatho-
logical types.

METHODS AND MATERIAL

Nasal lymphoma is defined as the presence of obvious
nasal lesions or nasal symptoms on presentation that are
proved histologically to be lymphoma. This retrospective
study includes 49 patients of both sexes in whom NHL has
been diagnosed. who were in the Department of Otolaryn-
gology of the Hospital General de Mexico from December
1986 10 November 1997. The diagnosis in all cases was made
by biopsy, electron microscopy, and immunohistochemistry.
Other studies included a paranasal sinus CT scan, abdominal
uitrasound, chest radiograph, full blood count, blood chem-
istry, lactic dehydrogenase, alkaline phosphate, and bone mar-
row aspiration,

In the last 16 patients we searched for Epstein-Barr virus
and HIV. All cases were staged according to the Ann Arbor
system, and the pathologic material was reviewed and classi-
fied according to the New Working Formulation. After the
diagnosis was established, the patients were referred to the
Departiment of Hematology for treatment.

RESULTS

We studied 49 patients with the diagnosis of NHL.
Patients ranged in age from 13 to 67 years {median 33.6
years). Twenty-three patients were male, and 26 were
female. Progression of the disease from onset of symp-
toms until presentation to the Department of Otolaryn-,
gology ranged from 3 to 24 months (median 10.5
months).

On average 2.3 biopsy specimens were necessary 10
establish the diagnosis for each patient. The most fre-
quent primary clinical presentation of the NHL was
nasal obstruction in 73% of cases, followed by anterior
rhinorrhea and nasal discharge and hyperthermia in
68% (Fig 1). Presenting symptoms included weight
loss, rhinopharyngeal tumor, halitosis, nasal pain, mass
in Waldeyer’s ring, rhinolalia, dysphagia—odynophagia,
lymph adenopathy, perforation of the septum, ulcera-
tion of the palate, hepatosplenomegaly, and orbital
involvement manifested as ocular pain, exophthalmos,
edema, and periorbital cellulitis. Two of the patients had
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Table 1. New Working Formulation classification

Low-grade tumors

Small lymphaauc

Follicutar small cleaved

Follicular mixed small and large cell
Intermediate grade wumors

Fatiicular large cell

Diffuse large cell

Diffuse small cleaved cell

Diffuse mixed small and large celf
High-grade wmors

Large-cell immunoblastic

Lymphoblastic

Piffuse small noncleaved

Table 2. Ann Acbor staging system

Stages

Imolvement of a single lymph node region or a single extra-

lymphatic organ or site

. Involsement of 2 or more lymph node regions on the same
side of the diaphragm or localized involvement of an extra-
Iymphatic organ or site and 1 or more lymph node regions
on the same side of the diaphsagm

2. Imolvemment of lymph node regions on both sides of the
diaphragm

4. Diffuse or disserminated involvement of 1 or more extralym-
phatic organs or tissues with or without lymph node enlarge-

ment
Syvmptoms
A. Absence of symptoms
B. Unexplained fever, night sweats. of weight loss

sification was created, and it divides NHL into 3 cate-
gsories: low. intermediate, and hugh malignancy (Table
11.2:10 The Ann Arbor classification is used to determine
the clinical stage and prognosis factor (Table 2).% Today
we have a new classification proposed by the interna-
tional lymphoma study group that is very complete and
complicated, and it involves immunchistochemical cri-
teria, cells of origin, and histopathologic aspects.i!
Ninety percent of the cases of NHL are classified as
high or intermediate grade of malignancy. B cells were
found to predominate.

Some reports suggest a relationship between NHL
and Epstein-Barr virus. In more recent years a clear
relationship has been established between AIDS and T-
cell lymphomas.1? Identification of surface antigens
characterizing lymphocytes, known as immunopheno-
typing, and techniques of cytogenetic and molecular
genetic analysis are superseding the morphologic clas-
sifications of NHL. Many of these arise because of the
chromosomal abnormalities, particularly translocations,
occurting while specific immunoglobulins and T-celt
receptors are being assembled. When the enhancer and

)
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promoter regions of these antigen receptor genes arc
brought together with oncogenes by transiocation. the
normally tightly regulated are inappropriately expressed.
The cell is transformed and, instead of dying, undergoes
clonal expansion, which results in malignant disease.
The treatment of NHL has changed in recent years. It is
now based on the biologic behavior according to its
classification and includes chemotherapy and radio-
therapy. '

The objective of this study was to determine the prin-
cipal clinical presentation of NHL and the histopatho-
logical types.

METHODS AND MATERIAL

Nasal lymphoma is defined as the presence of obvious
nasal lesions or nasal symptoms On presentation that are
proved histologically to be lymphoma. This retrospective
study includes 49 patients of both sexes in whom NHL has
been diagnosed., who were in the Department of Ctolaryn-
sology of the Hospital General de Mexico from December
1986 to November 1997. The diagnosis in all cases was made
by biopsy, electron microscopy, and immunohistochemistry.
Other studies included a paranasal sinus CT scan, abdominal
ultrasound, chest radicgraph, full blood count, blood chem-
istry, lactic dehydrogenase, alkaline phosphate, and bene mar-
row aspiration.

In the last 16 patients we searched for Epstein-Barr virus
and HIV. All cases were staged according to the Amn Arbor
system, and the pathologic material was reviewed and classi-
fied according to the New Working Formulation, After the
diagnosis was established, the patients were referred to the
Department of Hematology for treatment,

RESULTS

We studied 49 patients with the diagnosis of NHL.
Patients ranged in age from 13 to 67 years (median 33.6
years). Twenty-three patients were male, and 26 were
female. Progression of the disease from onset of symp-
toms until presentation to the Department of Otolaryn-,
gology ranged from 3 to 24 months (median 10.5
months).

On average 2.3 biopsy specimens were necessary 1o
establish the diagnosis for each patient. The most fre-
quent primary clinical presentation of the NHL was
nasal obstruction in 73% of cases, followed by anterior
rhinorthea and nasal discharge and hyperthermia in
63% (Fig 1). Presenting symptoms included weight
loss, rhinopharyngeal tumor, halitosis, nasal pain, mass
in Waldeyer's ring, rhinolalia, dysphagia-odynophagia,
lymph adenopathy, perforation of the septum, ulcera-
tion of the palate, hepatosplenomegaly, and orbital
involvement manifested as ocular pain, exophthalmos,
edema, and periorbital cellulitis. Two of the patients had

e
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Table 1. New Working Formulation classification

Low-grade tumors

Smalt fymphatic

Follicular small cleaved

Follicular mixed small and large ceil
Intermediate grade mors

Follicular large cell

Diffuse large cell

Diffuse small cleaved cell

Diffuse muxed small and large cell
High-grade umors

Large-cell immunoblastic

Lymphoblasuc

Diffuse smal! noncleaved

Table 2. Ann Arbor staging system

Stages

“[nvolvement of a single lymph node region ora single extra-
lymphatic organ or site

_Involvement of 2 or more lymph nede regions on the same
side of the diaphragm or localized invotvement of an extra-
{ymphauc organ or site and 1 or more Tymph node regions
on the same side of the diaphragm

3, Imolvement of Ivmph node regions on both sides of the

[Re]

diaphragm
1. Diffuse or dissemninated invohement of 1 or more extralym-
phatic organs or tissues with or without lymph node enlarge-
ment
Symptoms
A. Absence of symploms
B. Unexplained fever. night sweats. or weight 10ss

sification was created, and it divides NHL into 3 cate-
gories: low, intermediate, and high malignancy (Table
1).2.10 The Ann Arbor classification is used to determine
the clinical stage and prognosis factor (Table 2).6 Today
we have a new classification proposed by the interna-
tional lymphoma study group that 1s very complete and
complicated, and it invoives immunohistochemical cri-
teria, cells of origin, and histopathologic aspects.!!
Ninety percent of the cases of NHL are classified as
high or intermediate grade of malignancy. B cells were
found to predominate.

Some reports suggest a relationship between NHL
and Epstein-Barr virus. In more recent years a clear
relationship has been established between AIDS and T-
cell lymphomas.12 Identification of surface antigens
characterizing lymphocytes, known as immunopheno-
typing, and techniques of cytogenetic and molecular
genetic analysis are superseding the morphologic clas-
sifications of NHL. Many of these arise because of the
chromosomal abnormalities, particularly translocations,
oceurring while specific immunoglobulins and T-cell
receptors are being assembled. When the enhancer and
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promoter regions of these antigen recepltor genes are
brought together with oncogenes by translocation. the
normally tightly regulated are inappropriately expressed.
The cell is transformed and, instead of dying, undergoes
clonal expansion, which results in maiignant disease.
The treatment of NHL has changed in recent years. It is
now based on the biologic behavior according to its
classification and includes chemotherapy and radio-
therapy. '

The objective of this study was to determine the prin-
cipal clinical presentation of NHL and the histopatho-
logical types.

METHODS AND MATERIAL

Nasal lymphoma is defined as the presence of obvious
nasal lesions or nasal symptoms on presentation that are
proved histologically to be lymphoma. This retrospective
study includes 49 patients of both sexes in whom NHL has
been diagnosed, who were in the Department of Otolaryn-
gology of the Hospital General de Mexico from December
1086 1o November 1997. The diagnosis in all cases was made
by biopsy. electron microscopy, and immunohistochemistry.
Other studies included a paranasal sinus CT scan, abdominal
uitrzsound, chest radiograph, full blood count, biood chem-
istry, lactic dehydrogenase, alkaline phosphate, and bone mar-
row aspiration.

In the last 16 patients we searched for Epstein-Barr virus
and HIV. All cases were staged according to the Ann Arbor
system, and the pathologic material was reviewed and classi-
fied according to the New Working Formulation. After the
diagnosis was established, the patients were referred to the
Department of Hematology for treatment.

RESULTS

We studied 49 patients with the diagnosis of NHL.
Patients ranged in age from 13 to 67 years {median 33.6
years). Twenty-three patients were male, and 26 were
female. Progression of the disease from onset of symp-
toms unti] presentation to the Department of Otolaryn-
gology ranged from 3 to 24 months (median 10.5
months).

On average 2.3 biopsy specimens were necessary to
establish the diagnosis for each patient. The most fre-
quent primary clinical presentation of the NHL was
nasal obstruction in 73% of cases, followed by anterior
thinorrhea and nasal discharge and hyperthermia in
68% (Fig 1). Presenting symptoms included weight
loss, rhinopharyngeal tumor, halitosis, nasal pain, mass
in Waldeyer’s ring, rhinolalia, dysphagia-odynophagia,
lymph adenopathy, perforation of the septum, ulcera-
tion of the palate, hepatosplenomegaly, and orbital
involvement manifested as ocular pain, exophthalmos,
edema, and periorbital cellulitis. Two of the patients had
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bone marrow involvement. Three cases presented ini-
tially as acuote ethmoiditis with cellulitis and periorbital
edema, and 1 case required surgical drainage of the
involved sinuses.

The laboratory findings were normocytic nor-
mochromic anemia in 73% of the cases, followed by
elevation of the lactic dehydrogenase and alkaline phos-
phate levels in 26%. The most frequent findings on CT
scan were tumor in the nose, pharynx, palate, and
paranasal sinuses {most frequently the left maxillary
sinus), with bone erosion and in 3 cases orbital involve-
ment. Six patients were found to have hepatospleno-
megaly. Four patients were also diagnosed with AIDS.

According to the New Working Formulation, histol-
ogy revealed 66% of the cases had intermediate-grade
malignancy, 26.6% had high-grade malignancy, and
6.6% had low-grade malignancy. In the Ann Arbor clas-
sification 33% were found to be IB stage, 13% 1A,
26% IR, and 26.6% IVB. The most frequent
immunophenotype was NHL of B cells {66%); 14% had
no B or T cells, 8% had T cells, and 12% could not be
staged.

Treatment included chemotherapy (cyclophos-
phamide, Adriamycin, Oncovin, vincristine, bleomycin,
and prednisone) in 73%, chemotherapy-radiotherapy in
19%. and radiotherapy alene in 8%, depending on the
stage. Twenty-eight percent of the patients have died,
6055 are still living, and 12% have been lost to follow-

up.

DISCUSSION

The occurrence of NHL in otolaryngology is unust-
al. and it is often difficult to establish whether the NHL
is localized in the head and neck or whether there is sys-
remic involvement.13 In our study only 12.2% of the
patients had hepatosplenomegaly, sO in 87.7% the initial
presentation was in the head and neck. The age of pre-
sentation in our study (33.6 years) was younger than
that in other studies (the fifth decade).l.14

The nasal region is an uncommMoOn site for extranodal
lymphoma. Although the nasal cavity and surrounding
paranasal sinuses are anatomnically adjacent to Waldeyer's
ring, nasal lymphomas appear to be pathologically and
clinically different. We can establish that in our country
the most frequent clinical presentation is nasal obstruc-
tion followed by anterior rhinorrhea and nasal dis-
charge. Several reports indicate that the most frequent
presentation is dysphagia-odynophagia (68%0).1-3 We
found this symptom in only 26%. Liang® in China also
found that the nose is affected primarily.

In this study 53% of the patients had halitosis and
nasal pain, with a low percentage of septal perforation,
clinicat findings that we could not find in the literature.
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Fig 1. Patient with sinonasal lyrnphoma.

A very important sign is the presence of tumor, ulcera-
tions, or perforation of the palate, clinical findings that
are rarely seen in our specialty even with other head and
neck malignancies. In our work we did not find involve-
ment of the central nervous system, which has been
reported by others.!>

The average of development of this pathology is
almost a year (10.6 months) before the diagnosis is sus-
pected, despite presentation to other physicians.
According*to the classifications our results are in agree-
ment with those of other studies. ¢

CONCLUSIONS

The primary clinical presentation is in the nose, and
iavolvement of the palate and nose is frequent. The ini-
tial symptoms are nonspecific and are more frequently
found in benign nasal diseases. The histopathologic
diagnosis may be difficult.
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bone marrow involvement. Three cases presented ini-
tially as acute ethmotditis with cellulitis and periorbital
edema, and 1 case required surgical drainage of the
involved sinuses.

The laboratory findings were normocytic nor-
mochromic anemia in 73% of the cases, followed by
elevation of the lactic dehydrogenase and alkaline phos-
phate levels in 26%. The most frequent findings on CT
scan were tumor in the nose, pharynx, palate, and
paranasal sinuses (most frequently the left maxillary
sinus), with bone erosion and in 3 cases orbital involve-
ment. Six patients were found to have hepatospleno-
megaly. Four patients were also diagnosed with AIDS.

According to the New Working Formulation, histol-
ogy revealed 66% of the cases had intermediate-grade
malignancy, 26.6% had high-grade malignancy, and
6.6 had low-grade malignancy. In the Ann Arbor clas-
sification 33% were found to be 1B stage, 13% 1IA,
26% [1IB, and 26.6% IVB. The most frequent
immunophenotype was NHL of B cells (66%); 14% had
no B or T cells, 8% had T cells, and 12% could not be
staged.

Treatment included chemotherapy (cyclophos-
phamide, Adramycir, Oncovin, vincristine, bleomycin,
and prednisone) in 73%%. chemotherapy-radiotherapy in
19¢. and radiotherapy alone in 8%, depending on the
stage. Twenty-eight percent of the patients have died,
605 are still living, and 12% have been lost to follow-

up.

DISCUSSICN

The occurrence of NHL in ototaryngology is unusu-
al. and it is often difficult to establish whether the NHL
is localized in the head and neck or whether there is sys-
remic involvement.™3 In our study only 12.2% of the
patients had hepatosplenomegaly, S0 in 87.7% the initial
presentation was in the head and neck. The age of pre-
sentation in our study (33.6 years) was younger than
that in other studies (the fifth decade). !t

The nasal region is an upcommon site for extranodal
tymphoma. Although the nasal cavity and surrounding
paranasal sinuses are anatomically adjacent to Waldeyer’s
ring, nasal lymphomas appear to be pathologically and
clinically different. We can establish that in our country
the most frequent clinical presentation is nasal obstruc-
tion followed by amterior rhinorrhea and nasal dis-
charge. Several yeports indicate that the most frequent
presentation is dysphagia-odynophagia (63%).1-3 We
found this symptom in only 26%. Liang® in China also
found that the nose is affected primarily.

In this study 53% of the patients had halitosis and
nasal pain, with a low percentage of septal perforation.
clinical findings that we could not find in the literature.
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fig 1. Patlent with sincnasal lymphoma.

A very important sign is the presence of tumor, ulcera-
tions, or perforation of the palate, clinical findings that
are rarely seen inour specialty even with other head and
neck malignancies. In our work we did not find involve-
ment of the central nervous system, which has been
reported by others.!?

The average of development of this pathology 1s
almost a year (10.6 months) before the diagnosis is sus-
pected, despite presentation to other physicians.
According™o the classifications our results are in agree-
ment with those of other studies.1®

CONCLUSIONS

The primary clinical presentation is in the nose, and
involvement of the palate and nose is frequent. The ini-
tial symptoms are nonspecific and are more frequently
found in benign nasal diseases. The histopathologic
diagnosis may be difficult.
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bone marrow involvement. Three cascs presented ini-
tially as acute ethmoiditis with cetlulitis and periorbital
edema, and 1 case required surgical drainage of the
involved sinuses.

The laboratory findings were normocytic nor-
mochromic anemia in 73% of the cases, followed by
elevation of the lactic dehydrogenase and alkaline phos-
phate levels in 26%. The most frequent findings on CT
scan were tumor in the nose, pharynx, palate, and
paranasal sinuses {most frequently the left maxillary
sinus), with bone erosion and in 3 cases orbital involve-
ment. Six patients were found to have hepatospleno-
megaly. Four patients were also diagnosed with AIDS.

According to the New Working Formulation, histol-
ogy revealed 66% of the cases had intermediate-grade
malignancy, 26.6% had high-grade malignancy, and
6.6% had low-grade malignancy. In the Ann Arbor clas-
sification 33% were found to be IB stage, 13% 1IA,
26% IIB, and 26.6% IVB. The most frequent
immunophenotype was NHL of B cells (66%); 14% had
no B or T cells, 8% had T cells, and 12% could not be
staged.

Treatment included chemotherapy (cyclophos-
phamide, Adriamycin, Oncovin, vincristine, bleomycin,
and prednisone) in 73%, chemotherapy-radiotherapy in
19%. and radiotherapy alone in 8%, depending on the
stage. Twenty-eight percent of the patients have died,
605 are still living, and 126 have been lost to follow-

up.

DISCUSSION

The occurrence of NHL in otolaryngology is unusu-
al, and it is often difficult to establish whether the NHL
s localized in the head and neck or whether there is sys-
temic involvement. ™13 In our study only 12.2% of the
patients had hepatosplenomegaly, 50 in 87.7% the initial
presemtation was in the head and nack. The age of pre-
sentation in our study (33.6 years) was younger than
that in other studies {the fifth decade).b:1*

The nasal region is an uncommaon site for extranodal
lymphoma. Although the nasal cavity and surrounding
paranasal sinuses are anatomically adjacent to Waldeyer's
ring, nasal lymphomas appear Lo be pathologically and
clinically different. We can establish that in our country
the most frequent clinical presentation is nasal obstruc-
tion followed by anterior thinorrhea and nasal dis-
charge. Several reports indicate that the most frequent
presentation is dysphagia-odynophagia (68%).1-3 We
found this symptom in only 26%. Liang® in China also
found that the nose is affected primarily.

In this study 53% of the patients had halitosis and
nasal pain, with a low percentage of septal perforation,
clinical findings that we could not find in the literature.
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Fig 1. Patient with sinonasal lymphoma.

A very important sign is the presence of tumor, ulcera-
tions, or perforation of the palate, clinical findings that
are rarely seen in our specialty even with other head and
neck malignancies. In our work we did not find involve-
ment of the central nervous system, which has been
reported by others.!3

The average of development of this pathoiogy is
almost a year (10.6 months) before the diagnosis is sus-
pected, despite presentation to other physicians.
According®to the classifications our results are in agree-
ment with those of other studies.1

CONCLUSIONS

The primary clinical presentation is in the nose, and
involvement of the palate and nose is frequent. The ini-
tial symptoms are nenspecific and are more frequently
found in benign nasal diseases. The histopathologic
diagnosis may de difficutt.
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bone marrow involvement. Three cases presented ini-
tially as acute ethmoiditis with cetlulitis and periorbital
edema, and 1 case required surgical drainage of the
involved sinuses.

The laboratory findings were normocytic nor-
mochromic anemia in 73% of the cases, followed by
elevation of the lactic dehydrogenase and alkaline phos-
phate levels in 26%. The most frequent findings on CT
scan were tumor in the nose, pharynx, palate, and
paranasal sinuses {most frequently the left maxillary
sinus), with bone erosion and in 3 cases orbital involve-
ment. Six patients were found to have hepatospleno-
megaly. Four patients were also diagnosed with AIDS.

According to the New Working Formulation, histol-
ogy revealed 66% of the cases had intermediate-grade
malignancy, 26.6% had high-grade malignancy, and
6.6% had low-grade malignancy. In the Ann Arbor clas-
sification 33% were found to be IB stage, 13% IIA,
26% [IIB, and 26.6% IVB. The most frequent
immunophenotype was NHL of B cells (66%); 14% had
no B or T cells, 8% had T cells, and 12% could not be
staged.

Treatment included chemotherapy (cyclophos-
phamide, Adriamycin. Oncovin, vincristine, bleomycin,
and prednisone) in 73%, chemotherapy-radiotherapy in
19%%. and radiotherapy alone in 3%, depending on the
stage. Twenty-eight percent of the patients have died,
£0¢s are sull fiving, and 12% have been lost to follow-

up.

DISCUSSION

The occurrence of NHL in otolaryngology is unusu-
al, and it is often difficult © establish whether the NHL
is localized in the head and neck or whether there is sys-
temic involvement.™!3 In our study only 12.2% of the
patients had hepatosplenomegaly. so in 87.7% the initial
presentation was in the head and neck. The age of pre-
sentation in our study (33.6 years) was younger than
that in other studies {(the fifth decade).lL14

The nasal region is an uncommon site for extranodal
lymphoma. Although the nasal cavity and surrounding
paranasal sinuses are anatomically adjacent to Waldeyer's
ring, nasal lymphornas appear 0 be pathologically and
clinically different. We can establish that in our country
the most frequent clinical presentation is pasal obstruc-
tion followed by anterior rhinorrhea and nasal dis-
charge. Several reports indicate that the most frequent
presentation is dysphagia-odynophagia (68%).1-3 We
found this symptom in only 26%. Liang® in China also
found that the nose is affected primarily.

In this study 53% of the patients had halitosis and
nasal pain, with a low percentage of septat perforation,
clinical findings that we could not find in the literature.
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Fig 1. Patient with sinonasal lymphoma.

A very important sign is the presence of tumor, ulcera-
tions, or perforation of the palate, clinical findings that
are rarely seen in our specialty even with other head and
neck malignancies. In our work we did not find involve-
ment of the central nervous system, which has been
reported by others.!3

The average of development of this pathology is
almost a year (10.6 months) before the diagnosis is sus-
pected, despite presentation to other physicians.
According™to the classifications our resuits are in agree-
ment with those of other studies.!®

CONCLUSIONS

The primary clinical presentation is in the nose, and
involvement of the palate and nose is frequent. The ini-
tial symptoms are nonspecific and are more frequently
found in benign nasal diseases. The histopathologic
diagnosis may be difficult.
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