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Abstract

Non-Hodgkin Lymphomas (NHLs)are diverse group of blood cancers that include any kind of lymphoma except
Hodgkin’s lymphomas™. NHLs arise from the lymph nodes or extranodal sites. B cell lymphomas are common and T cell
lymphomas account for only 10 to 15 % of NHL. Extranodal sites comprise 24% — 48% of NHL cases, commonly occur-
ing sites are Gl tract, skin and bone. Rare localizations have also been reported like skeletal muscles comprising 0.5%
of Extranodal NHLs2. There is an increasing incidence of these Extranodal lymphomas during the past decades. Some-
times, Lymphomas present as refractory cellulitis and is diagnosed after failure to respond to antimicrobial therapy.
Here we report a rare case of T cell type of NHL arising from gluteal muscle which presented with features mimicking

cellulitis.

Key Words: T- Cell Lymphoma, Non-Hodgkin Lymphomas (NHLs), Gluteal swelling

Case Report

A 60 yr female presented to surgical opd with
complaints of pain and swelling in the left gluteal region
and hip for 2 weeks. She had fever and difficulty in
walking for 3 days.There was no history of weight loss
and loss of appetite. No significant past medical or
surgical history. On examination patient was moder-
ately built and well nourished. On examination patient
was febrile,no pallor, left inguinal nodes palpable.Left
side pitting pedal edema was present.No signs of DVT.
Vitals were stable. CVS, RS examination was normal.
Per abdomen examination : No hepatosplenomegaly
Examination of the left gluteal region and thigh
revealed Swelling in the It gluteal region, thigh and
lower limb(Fig1). Tenderness present in the It hip, It
iliac fossa, It gluteal region. Warmth was present, and
no fluctuation. Blood investigations were normal. USG
left gluteal region was suggestive of cellulitis, with no
evidence of loculation. Hence a diagnosis of gluteal
cellulitis was made and the patient was started on
intravenous antibiotics. Patient was treated conserva-
tively for 1 week but her symptoms never improved.
She had progression of pain and swelling. MRI showed
features suggestive of inflammatory pathology in
gluteal muscle (Fig 2). Hence Incision and drainage was
planned under spinal anaesthesia. Intraop findings :
Gluteal muscle was found to be unhealthy & grey in
colour, intermuscular layer had fluid, no pus found.
Hence muscle biopsy was taken and sent for histopa-
thology, and fluid was sent for culture & sensitivity.
Fluid showed no bacterial growth. Inguinal node biopy
showed reactive hyperplasia.Muscle biopsy report was
positive for

malignancy-suggestive of high grade NHL(Fig 3a,3b).
Immunohistochemistry showed strong positivity for
CD 45,CD 3 than CD 20 (Fig 4a,4b,4c)confirming a
diagnosis of diffuse large T cell lymphoma. Hence a
diagnosis of primary T cell lymphoma arising from
gluteal muscle was made. Patient was started on
chemoradiation and responded well to treatment.

Discussion

The patientin this case presented with features sugges-
tive of cellulitis and was found not responding to
antimicrobial therapy. Patient was investigated further
and MRI was done which also suggested features of
cellulitis. Finally, muscle biopsy clinched the diagnosis
of NHL - T cell type.

= Peripheral T cell Lymphoma generally affect 6o
years and older and are common more often in
men than in women3. The signs and symptoms vary
according to the site, subtype and grade of
lymphoma. Common signs and symptoms include
fatigue, painless swelling in lymph nodes, fever,
weight loss, night sweats. Primary extranodal
lymphomas were defined as those presenting with
extranodal sites and no or only minor lymph node
involvement4. Almost any organ can be affected by
NHL, the most common extranodal sites being
stomach, Waldeyer ring, spleen, central nervous
system, bone, lung, skin and skeletal muscles>.
Primary muscle lymphoma is even less common.
Although primary skeletal muscle NHL is very
uncommon®7 clinical presentation of refractory
cellulitis, as seen in this case is extremely rare.
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®  The extranodal NHLs are difficult to treat, the
main modality of treatment being anthracycline
based chemotherapy regimes® as follows:
CHOP(cyclophosphamide, hydroxydoxorubicin,
oncovin, prednisone)  EPOCH (etoposide,
prednisone, oncovin, cyclophosphamide, hydro-
xydoxorubicin) Hyper - CVAD (cyclophosph-
amide, vincristine, adriamycin, dexamethasone)
“hyper” refers to “hyperfractionation of the dose”.
Locoregional radiation therapy is the treatment
option for limited-stage disease.

Fig 1: Clinical examination showing swelling left thigh
and gluteal region
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Fig 3: 3a&b: 3a:Muscle histology showmg bundles of skeletal muscle infiltrated by atyplcal ceIIs with eosinophilic

cytoplasm and large nucleus (H&E,100X) / 3b:Mitosis and extensive areas of necrosis suggestive of high grade

NHL.(H&E, 400X)
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Flg 4a,4b 4¢: Immunohlstochemlstry showmg 4a(1ooX) B cell marker CD 20+ / 4b(4ooX) LCA- Ieucocyte
common antigen CD 45 +++ / 4c(400X):T cell marker CD 3 ++ positivity suggesting diffuse large cell - T cell
lymphoma
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Conclusion

Malignancies are an important, although rare, cause of
back pain which must bea  consideration in patients
with certain factors, or in patients who do not respond
to treatment. This case report emphasizes the
importance of performing a thorough examination of
any unexplained complaint of low back, buttock or hip
pain,the need for continual re-evaluation and
modification of the initial diagnosis, the importance of
diagnostic Ultrasound &MRI when clinically indicated
and the importance of tissue biopsy in suspected cases.
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