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NK/T‑cell lymphoma nasal type 
with an unusual clinical course

Sir,
Non‑Hodgkin’s lymphomas present at an extranodal site 
in up to 40% of the patients. Extranodal nasal natural 
killer  (NK)/T‑cell lymphoma which represents about 
1.4% of all lymphomas is more prevalent in East Asia 
and in certain parts of Central and South America and 
is frequently associated with Epstein‑Barr virus  (EBV) 
infection  (60-90%). Most cases express CD56  (around 
80%), CD2, granzyme B, and T‑cell‑restricted intracellular 
antigen‑1 (more than 90%) and also carry p53 deletion. 
Systemic dissemination occurs later in the course of 
the disease. Patients with NK/T‑cell lymphoma have a 
probability of survival at 5 years ranging from 37.9% to 
43.5%.[1] We describe a patient with an unusual initial 
presentation and an unusual course during relapse.

A 56‑year‑old white man was referred for consultation 
regarding a lip swelling and non‑healing wound after 
tooth extraction. One month prior to presentation, 
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the skin and laryngeal biopsies, a final diagnosis of 
extranodal primary cutaneous NK/T‑cell lymphoma 
with laryngeal dissemination was made.

NK/T‑cell lymphomas show significant variations in 
incidence in different geographical regions and racial 
populations with a higher incidence in Asians.[1] 
Cutaneous lesions show morphologic heterogeneity 
with varied manifestations namely, multiple 
erythematous nodules, erythematous to violaceous 
well‑demarcated plaques and nodules, ulcero‑necrotic 
lesions with bulla formation, poorly circumscribed 
erythematous patches and multiple large ulcers as in 
the present case.[2,3]

Histopathologically, these tumours show atypical 
lymphoid cells characteristically showing angiocentric 
infiltration. Necrosis is a conspicuous feature. Admixed 
plasma cells and neutrophils which are usually a 
constant feature may sometimes mask the diagnosis. 
The careful recognition of atypical lymphoid cells, 
their angiocentric disposition and presence of 
conspicuous necrosis should raise the suspicion of 
NK/T‑cell lymphoma. The expression of cytotoxic 
molecules in the lymphoid cells may predispose to 
apoptosis by tumour cells and normal bystander 
cells. The mainstay in confirming the diagnosis is 
the immunohistochemical features of the tumour 
cells. The common immunophenotype is CD2+, 
CD56+, surface CD3−, cytoplasmic  CD3∈+, cytotoxic 
granules associated proteins and EBV‑encoded RNA 
(EBER)–EBV+.[4] In the present case, the neoplastic cells 
were positive for CD56, CD2 and negative for surface 
CD3. However, analysis for EBV and cytoplasmic CD3 
were not performed.

Extranodal NK/T‑cell lymphoma carries a poor 
prognosis. Distant dissemination occuring early 
in the clinical course of the disease has been well 
documented.[5] When disease is disseminated to the 
aerodigestive tract as in our case, the prognosis is 
considered still poorer
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the patient underwent extraction of tooth 23 for the 
diagnosis of chronic periodontitis. However, soon 
afterwards, the patient developed a painless swelling 
of the lip, but he complained of mild pain during 
food intake in the area around the tooth extraction 
wound. He was treated with antihistaminic drugs 
without much relief. Almost simultaneously, erosions 
appeared on the mucosa around the extraction wound 
and on the palate. These lesions were sensitive after 
food intake. The patient denied any history of fever, 
weight loss, or nasal stuffiness. In addition, he had 
a history of arterial hypertension and had a 15‑pack 
year history of smoking cigarettes. Examination 
revealed a swelling of the upper lip, which was soft 
and painless. The lymph nodes in the submandibular 
area were enlarged. Intraoral examination revealed a 
deep necrotic ulcer with a ragged border, measuring 
20  mm in diameter, located on the left side of the 
hard palate. An erosion was present on the mucosa of 
the alveolar arch in the area of the wound [Figure 1].

Biopsy of the lesions showed ulcerated mucosa 
infiltrated with atypical lymphoid cells with angulated 
nuclei and bright cytoplasm with invasion into the 
surrounding tissues [Figure 2]. Immunohistochemistry 
showed strong positivity for leukocyte common antigen, 
CD2, perforin, and granzyme B. Ki‑67 showed a high 
proliferation activity of around 60%. EBV‑encoded 
small RNA was negative. The diagnosis of NK/T‑cell 
lymphoma nasal type was established. Since no other 
localization of lymphoma was seen during the initial 
staging (stage I E), the patient was treated with 6 cycles 
of CHOEP‑14  (cyclophosphamide, doxorubicin, 
vincristine, etoposide, and prednisone) which led to 
partial remission. This was followed by field radiation 
therapy using intensity‑modulated radiation therapy 
technique  (27  ×  2  Gy) which resulted in complete 
remission. Five months later, the patient was again 
admitted to the pulmonary department with fever and 
multiple pulmonary infiltrates  [Figure  3]. After the 
initial suspicion of pneumonia was ruled out, open 
lung biopsy was performed which confirmed early lung 
dissemination of the lymphoma. He was given salvage 
chemotherapy ESAP (etoposide, methylprednisolone, 
cytosine arabinoside, and cisplatin). However, despite 
therapy, the patient’s condition worsened, and he died 
14 days later.

NK/T‑cell lymphoma, nasal type has a very aggressive 
clinical course and a poor outcome. Involvement of 
the lung has been described only twice.[2,3] We would 

Figure 1: Ulcer after tooth extraction upon presentation

Figure 2: Small lymphocytic infiltrates invading the tissue  
(H and E, ×200)

Figure 3: Multiple nodular lymphoma infiltrates mimicking lung 
infection

like to stress this possible clinical feature of NK/T‑cell 
lymphoma. Invasive diagnostic workup including 
biopsy of the lung is warranted in such cases in order 
to avoid misdiagnosis and delay in treatment. Palatal 
ulcers and non‑healing ulcers in the oral cavity could 
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Malignant melanoma with 
metastasis to the male breast

Sir,
Although primary breast cancer is the most common 
malignancy in women worldwide, metastasis to 
the breast from other sites is rare, accounting for 
0.5‑2% of all breast malignancies.[1] The source of 
metastasis is mainly contralateral breast cancer and 
extramammary tumors, including lymphoma, lung 
cancer, and malignant melanoma.[2] Approximately 
20% of malignant melanomas result in metastasis, 
with the most common metastatic sites being the liver, 
lung, and brain.[3] Breast metastasis from malignant 
melanoma is uncommon and most case reports 
involve female patients. We report a case of metastatic 
malignant melanoma in the breast of a male patient.

A 62‑year‑old man was referred to the breast clinic 
from the dermatology department with a recently 
detected palpable left breast mass and soreness. He had 
a history of a posterior auricular cutaneous malignant 
melanoma that was excised 8  years previously. On 
physical examination, a 4  ×  2  cm firm mass was 
palpable in the upper outer quadrant of the left 
breast. The overlying skin showed thickening without 
pigmentation  [Figure  1a]. Mammography showed 
bilateral nodular gynecomastia and a well‑defined 
lobulated hyperdense mass in the upper outer 
quadrant of the left breast [Figure 1b]. Ultrasonography 
revealed a 4.5  ×  2.5  ×  1.1  cm lobulated, complex 
echoic mass with a thick echogenic halo in the 
surrounding parenchyma  [Figure  1c]. Fine‑needle 
aspiration cytology showed a few atypical cells 
in a necrotic background. Considering the history 
of malignant melanoma, immunohistochemical 
staining was performed for markers such as HMB‑45, 
Melan‑A, and S‑100, which were focally positive. 
Surgical excision was planned because the results 
were highly suspicious for, although not diagnostic 
of, metastatic melanoma. There was no evidence 
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represent a potentially malignant lesion which should 
warrant an immediate biopsy. It is frequently necessary 
to perform repeated examination before the diagnosis 
is made. In our patient, the palatal ulcer was first 
treated for suspected allergy and then as a wound after 
tooth extraction before he was referred to a specialized 
unit and biopsy was performed. In our case, CD56 was 
negative, but perforin and granzyme B were positive 
thus leading to the diagnosis. Current data suggest 
that many B‑cell and some T‑cell malignancies are 
associated with the presence of EBV in the tissue 
but this was not detected in our patient. According 
to a recent study, positron emission tomography/
computerized tomography  (PET/CT) is the preferred 
technique for imaging this type of lymphoma as it has 
significantly better sensitivity than conventional CT 
(97.7% vs. 80.7%, P < 0.001) and the findings can also 
affect the treatment plan and radiotherapy planning 
in more than 40% of patients.[4] Treatment consists of 
conventional CHOP (cyclophosphamide, doxorubicin, 
vincristine, and prednisone) or similar regimens 
followed by radiation therapy. Newer approaches may 
include asparaginase, gemcitabine or autologous stem 
cell transplantation.[5] The prognosis of this lymphoma 
remains poor. The 5‑year disease free survival of nasal 
lymphoma is about 25% and the 2‑year disease free 
survival in patients with extranasal lymphoma is 
about 10%.
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