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Abstract

Introduction: Extra-nodal exposition of T-cell non-hodgkin lymphoma (NHL) is
extremely rare, and is frequently observed in patients with immune system dysfunction.
Peripheral T-cell lymphoma does not express CD** is rare. Malignant lymphoma of
the uvula is exceedingly unusual. The current study reported a case of peripheral T-cell
lymphoma of the uvula in an immunecompetent patient.

Case presentation: The current study reported a case of peripheral T-cell lymphoma of
the uvula in a 54-year-old male patient. The diagnosis was based on excisional biopsy
and ancillary techniques. The patient was referred to the hemato-oncology ward for
treatment.

Conclusion: Considering the fact that the presentation of peripheral T-cell NHL in uvula
is uncommon, a high index of suspicion is necessary to diagnose this grave disease. To
the best of authors’ knowledge, this case is the third case of T-cell lymphoma of the
uvula in the English literature.

Investigation

INTRODUCTION

Lymphomas are heterogeneous neoplasms determined
by the multiplication of lymphoid cells including
hodgkin lymphoma (HL) and non-hodgkin lymphoma
(NHL) [1]. NHL comprises of B-cell, T-cell, or
natural killer (NK)/T-cell subtypes. NHL occurs more
generally than HL, and B-cell lymphomas are more
common than T-cell lymphomas [1]. NHL of the oral
cavity is observed in only 2% of cases [1]. Various oral
subsites of T-cell lymphoma consists of lip, gingiva,

palate, maxilla, buccal mucosa, tongue, and uvula [2].
Since T-cell lymphoma presents infrequently in oral
cavity, it should be placed in differential diagnoses
list of any mass in the oral cavity. Physicians meet
difficulties in the correct management of this disorder.
Histopathology and immunohistochemistry have a
critical role in proper diagnosis. The current study
reported a rare case of T-cell lymphoma of the uvula
in an immune-competent patient.
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CASE PRESENTATION

A 54-year-old male patient referred to the ear, nose,
and throat (ENT) outpatient clinic in August 2016
with progressively worsening odynophagia and sore
throat over the past six months. The pain radiated to
both ears, and it was accompanied by hoarseness,
dysphagia, and loss of appetite. Weight loss (13
kg) within the last two months was noticeable. His
past medical history was unremarkable. Clinical
examination demonstrated uvular swelling with
a smooth surface and relatively hard consistency.
There were no other abnormal physical findings. He
received corticosteroid and antibiotics with partial
response. Three weeks later, he was readmitted due
to the intensification of his symptoms. Physical
examination revealed the previous findings. Due to the
persistence of the symptoms, the patient underwent
uvulectomy with the clinical suspicion of squamous
cell carcinoma (SCC) of the uvula.Histological
assessment of the uvula demonstrated focal areas
of necrosis with a diffuse pattern of proliferation of
relatively small- to medium-sized lymphoid cells.
The neoplastic cells had scanty cytoplasm with mild
nuclear membrane convolution (Figure 1).

Figure 1: Sections show a diffuse pattern of proliferation of relatively
small to medium sized lymphoid cells. The neoplastic cells have scanty
cytoplasm with mild nuclear membrane convolution (H&E X10, X40).
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The chromatin was clumped, and nucleoli were
inconspicuous. There were some plasma cells and
polymorphonuclear cells in the background. The
mentioned atypical lymphoid cells were observed in
the wall of the vessels and perineural spaces. These
cells had T-cell phenotype. They were CD*", CD*",
CD%, CD3%, CD*-, and CD'* (Figure 2).
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Figure 2: The neoplastic cells are CD*", CD**, and CD**

These immunohistochemical (IHC) findings were
compatible with those of peripheral T-cell lymphoma,
not otherwise specified (NOS). The patient had no
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superficial lymphadenopathy or hepatosplenomegaly.
Chest computed tomography (CT) scans and
abdominal ultrasound did not reveal mediastinal
or retroperitoneal lymphadenopathy. There is no
positron emission tomography (PET) scan in our
city (Yazd); therefore, it could not be performed.
Laboratory test results were within normal limits.
The result from cerebrospinal fluid and bone marrow
aspiration were negative for malignant cells. He was
diagnosed with peripheral T-cell lymphoma (PTCL);
Ann Arbor stage [. Patient received chemotherapy
with  CHOEP (cyclophosphamide, Adriamycin,
vincristine, etoposide, and prednisone) protocol
following which radiotherapy was given. The patient
finished chemoradiation therapy. After 15 months of
follow-up, the patient is without disease.

DISCUSSION
Head and neck malignancies contain SCC,
nasopharyngeal  carcinoma, and  malignant

lymphomas. Most extranodal lymphomas of the
head and neck region involve waldeyer ring. These
tumors represent 15%-20% of all lymphomas and
approximately 50% of extranodal lymphomas of
the head and neck. Waldeyer ring lymphomas are
predominantly NHL of B-cell lineage representing
80% to 90% of cases [3]. PTCL does not express
CD%%, is rare, and occurs predominantly in the
elderly [4]. In contrast to the current case, the disease
is usually generalized at the time of diagnosis.
A PTCL presenting as an isolated uvular mass
is reported by Patel et al., [5]. PTCL has various
presentations and can easily be misdiagnosed as
other malignant or benign conditions. The current
case was presented with progressively worsening
odynophagia and sore throat for a period of over six
months with uvular enlargement. Walker presented
a case of low grade B-cell lymphoma presenting
as a uvular mass [6]. A follicular lymphoma of the
uvula was described by Kusunoki [7]. Odynophagia
and oral discomfort are common symptom, as
presented in the current case. In addition, uvular
swelling may occur due to infection, allergy,
trauma, or tumor. Therefore, the chief complaint
in uvular peripheral T-cell lymphoma is non-
specific and diagnosis can be difficult. Differential
diagnosis of uvular PTCL includes infectious
diseases, reactive lymphoid process, non-healing
granulomas, and other lymphoid or non-lymphoid
malignancies (SCC and nasopharyngeal carcinoma)
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[8]. Negative examinations or biopsy results for the
first time are not unusual. Due to these well-known
pitfalls, awareness of the clinical history and IHC
studies aid in the correct diagnosis [9]. The CHOP
regimen (cyclophosphamide, hydroxydaunorubicin,
vincristine, and prednisolone) used to treat such
patientsimprovestheiroutcomes. Radiotherapyalone
is effective in the early stage of presentation. Most
studies recommend combination of radiotherapy
and chemotherapy [10]. The current case received
chemotherapy with CHOEP (cyclophosphamide,
adriamycin, vincristine, etoposide, and prednisone)
protocol following which radiotherapy was given. It
is difficult to assess the outcome of PTCL [1].

In conclusion, the current case highlighted the
importance of awareness and investigating patients’
persistent and progressive symptoms. Clinical
knowledge of PTCL and a high index of suspicion
are necessary to diagnose this potentially fatal
disease.
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