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Endobronchial HIV
associated lymphoma

Timothy C Keys, Marc A Judson, Carolyn
E Reed, Steven A Sahn

Abstract

A 27 year old HIV infected man presented
with two days of haemoptysis. Flexible
bronchoscopy revealed a large carinal
mass partially obstructing the left and
right main stem bronchi. Rigid bron-
choscopy was required to make the diag-
nosis of large cell immunoblastic lym-
phoma.

(Thorax 1994;49:525-526)

Case report

A 27 year old man infected with HIV was
admitted to hospital because of haemoptysis
which had lasted for two days. The patient had
been found to be HIV seropositive with a CD4
cell count of 90/ul five months before admis-
sion. He was presumed to have contracted
HIV from heterosexual contact. He had no
history of opportunistic infections. Six weeks
before admission he developed a productive
cough and increasing dyspnoea. Episodic
wheezing subsequently occurred, he de-
veloped a choking sensation, and two days
before admission he began to cough up 15-
30 ml of blood every two hours.

At admission his temperature was 100-3°F,
pulse was 108/min, and blood pressure was
140/65 mm Hg. Physical examination revealed
high pitched expiratory wheezes localised to
the upper airway. There was no lymphadeno-
pathy.

Laboratory data showed a haematocrit of

Figure 1 Chest computed tomographic scan showing a subcarinal mass herniating into
the trachea.
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Figure 2 Endobronchial appearance of carinal mass.

33%, a white blood cell count of 3400/ul with
64% neutrophils, 21% lymphocytes, and 12%

monocytes. The platelet count was 203 000/ul

and prothrombin time and PTT were normal.
Arterial blood tensions breathing room air
revealed pH7-42, Pco, 47kPa, and Po,
13-1 kPa. Serum electrolyte, renal, and liver
tests were within normal ranges. The chest
radiograph revealed a tracheal mass at the level
of the carina; no adenopathy, parenchymal
disease, or other airway lesions were noted.

A chest computed tomographic scan (fig 1)
indicated bilateral axillary and prominent
anterior mediastinal adenopathy extending
into the superior mediastinum and root of the
great vessels. A subcarinal soft tissue mass
measuring 2 x2 X 8 cm was noted herniating
into the posterior aspect of the trachea. Ab-
dominal and pelvic computed tomographic
scans showed considerable hepatospleno-
megaly without para-aortic or pelvic lymph-
adenopathy.

Fibreoptic bronchoscopy was performed
which revealed a large exophytic mass at the
level of the carina involving the left and right
main stem bronchi (fig 2). The remainder of
the airways appeared to be normal. Multiple
biopsies were taken which were suggestive, but
not diagnostic, of lymphoma. Subsequent
biopsies via a rigid bronchoscopy revealed
large cell immunoblastic lymphoma.

The patient 'was offered chemotherapy but
refused. He subsequently committed suicide
while receiving radiation therapy.

Discussion
Clinically important endobronchial obstruc-
tion is an extremely rare intrathoracic manifes-
tation of lymphoma and usually occurs in the
setting of widely disseminated disease.! In a
necropsy study Papaioannou and Watson
found only one endobronchial lesion among 93
cases of primary pulmonary lymphoma.?

Our patient presented with the common
symptoms of endobronchial lymphoma which
include wheezing, haemoptysis, and cough.?
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The cough is frequently severe and occasion-
ally associated with dyspnoea.

AIDS associated lymphomas differ from
non-AIDS associated presentations in loca-
tion, histological appearance, and natural his-
tory. In contrast to the general population,
HIV associated lymphomas generally present
with widely disseminated disease and frequent
(65-90%) extranodal involvement.* The
gastrointestinal tract, bone marrow, and the
central nervous system are common extranodal
sites.> Pulmonary involvement varies from
0% to 25%.° HIV associated pulmonary
lymphoma usually presents with mediastinal
adenopathy, pleural effusions, or parenchymal
involvement. Histologically these lymphomas
are usually of the small non-cleaved cell,
immunoblastic plasmacytoid, or large cell type
and are always high grade.’® The natural
course of HIV associated lymphoma is rapid
decline with a median survival of 3-6 months
after diagnosis.*

The Epstein-Barr virus has been associated
with the development of AIDS associated
lymphoma.” This association may be the result
of the virus acting as a B cell mitogen causing
expansion of virus transformed B cell clones.
These clones may proliferate in the setting of
HIV impaired cellular immunity and lead to
chromosomal translocation with subsequent
malignancy.

To the best of our knowledge there has been
only one other report of lymphoma presenting
as a tracheobronchial lesion in an HIV infected
patient.® The cases are similar in that the
lesions were located in the trachea, the chest
radiographs were nearly normal, and endo-
bronchial biopsy through a rigid bronchoscope
was required to make the diagnosis as small

Gibbs, Murdoch, Goldstraw, Buller

biopsies through a flexible bronchoscope were
inadequate.

The number of cases of HIV associated
lymphoma appears to be increasing. This may
be because the incidence of lymphoma rises
exponentially with longer duration of HIV
infection® and HIV infected patients are living
longer. Clinicians should add pulmonary lym-
phoma to the differential diagnosis of an endo-
bronchial lesion in an HIV infected patient,
which includes Kaposi’s sarcoma, bacterial
tracheitis, bacillary angiomatosis, and tuber-
culosis.!® Although the chest computed tomo-
graphic scan and bronchoscopic appearance of
endobronchial lymphoma may be impressive,
rigid bronchoscopy with larger biopsy samples
may be necessary to confirm the diagnosis.

—

Kilgore TL. Endobronchial non-Hodgkin’s lymphoma.
Chest 1983;84:58-61.

Papaioannou AN, Watson WL. Primary lymphoma of the
lung: an appraisal of its natural history and a comparison
with other localized lymphomas. § Thorac Cardiovasc
Surg 1965;49:373-85.

Harper PG, Fisher C, Mclennan K, Souhami RL. Presenta-
tion of Hodgkin’s disease as an endobronchial lesion.
Cancer 1984;53:147-50.

Lowenthal DA, Straus DJ, Campbell SW, Gold JW, Clark-
son BD, Koziner B. AIDS-related lymphoid ncoplasia.
Cancer 1988;61:2325-37.

Knowles DM, Chamulak GA, Subar M, Burke ]S, Dugan
M, Wernz ], et al. Lymphoid neoplasia associated with
the acquired immunodeficiency syndrome (AIDS). Ann
Intern Med 1988;108:744-53.

White DA, Matthay RA. Noninfectious pulmonary compli-
cations of infection with the human immunodeficiency
virus. Am Rev Respir Dis 1989;140:1763-87.

Boyle MJ, Swanson CE, Turner JJ, Thompson IL, Roberts
J, Penny R, et al. Definition of two distinct types of
AIDS-associated non-Hodgkin’s lymphoma. Br
Haematol 1990;76:506—-12.

Chaouat A, Fraisse P, Kessler R, Lang JM, Weitzenblum
E. A life-threatening tracheal localization of lymphoma in
a patient with AIDS. Chesr 1993;103:1297-9.

Rabkin CS, Hilgartner MW, Hedberg KW, Aledort LM,
Hatzaks A, Eichinger S, et al. Incidence of lymphomas
and other cancers in HIV-infected and HIV-uninfected
patients with hemophilia. JAMA 1992;267:1090-4.

10 Judson MA, Sahn SA. Endobronchial lesions in HIV-

infected individuals. Chest 1994;105 (in press).

N

w

IS

W

(=2}

~

oo

©

Thorax 1994;49:526-527

Department of
Invasive Cardiology
N P Buller

JSR Gibbs

Department of
Thoracic Surgery
P Goldstraw

Department of
Anaesthetics
LJ Murdoch

Royal Brompton
National Heart and
Lung Hospital,
London SW3 6NP

Reprint requests to:
Dr N P Buller.

Received 5 May 1993
Returned to authors

30 June 1993

Revised version received
15 July 1993

Accepted for publication
21 July 1993

Removal of a dental
post from the bronchus
by interventional
cardiovascular
techniques

J S R Gibbs, L J] Murdoch,
P Goldstraw, N P Buller

Abstract

Foreign bodies lodged in the bronchial
tree are normally retrieved by broncho-
scopy, but if this fails then thoracotomy
is necessary. The case history is pre-

sented of a patient who had inhaled a
dental post which could not be retrieved
either by flexible or rigid bronchoscopy.
Using biplane screening and intravascu-
lar retrieval devices introduced via an
endotracheal tube, the dental post was
removed successfully without the need
for thoracotomy.

(Thorax 1994;49:526-527)

Inhaled foreign bodies such as pieces of teeth
which cause bronchial obstruction require re-
moval to prevent the sequelae of haemoptysis
and infection of the lung distal to the obstruc-
tion.! When the foreign body is not dislodged
by coughing and physiotherapy, bronchoscopy
with either flexible or rigid instruments is used
for extraction under direct vision.? If this fails,
thoracotomy may be necessary.

"JyBuAdoo Aq paroarold 1sanb Aq 20z ‘9T |Hdy uo /wod fwg xeloyy/:dny wolj papeojumoq +66T AN T U0 G2G'S 61" XYY9ETT 0T Se paysiignd 1s1y :xeioy |


http://thorax.bmj.com/

