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Abstract Plasmablastic lymphoma (PBL), an aggressive
non-Hodgkin’s lymphoma that carries a poor prognosis,
previously has been identified almost exclusively in
patients infected with the human immunodeficiency virus
(HIV). We present a case of a 42-year-old HIV-negative
patient presenting with an isolated nasal cavity mass, the
typical presentation for PBL. The patient was given
systemic chemotherapy, central nervous system prophy-
laxis, and consolidative locoregional radiotherapy and
achieved a complete clinical response. This case suggests
PBL should be considered in HIV-negative patients with
characteristic findings.
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Introduction

Plasmablastic lymphoma (PBL) is a lymphoproliferative
disorder that is considered a diffuse large B-cell non-
Hodgkin’s lymphoma (NHL) morphologic variant by the
currently proposed World Health Organization classifica-
tion system [1]. Due to its recent recognition as a unique
disease entity, the disorder has been only partially
characterized, primarily on the basis of sporadic reports
describing the condition in single or small patient series
[2, 3, 4, 5, 6, 7, 8, 9, 10, 11]. To date, PBL has been found
almost exclusively in patients infected with the human
immunodeficiency virus (HIV), where a prevalence as
high as 3% has been reported [3]. These patients
characteristically present with extranodal disease involv-
ing the oral cavity. Unique laboratory features may aid in
establishing a diagnosis. Various approaches to treatment
have been described; however, responses are usually
partial and of short duration, and survival is typically poor
[3]. We describe an unusual case of PBL presenting in an
HIV-negative patient and review the reported literature
with respect to the pathophysiology, clinical features, and
treatment of this uncommon disease.

Case history

A previously healthy 42-year-old man presented for evaluation
following the onset of rapidly progressive right-sided otalgia and
hearing loss. He reported nasal obstructive symptoms of 3 months
duration, which had not resolved with several courses of antibiotic
therapy. He reported no fever, night sweats, or weight loss. The
patient worked as a machinist and had no prior history of
recreational drug use or homosexuality. On physical examination,
the patient was found to have an obstructing mass lesion in the right
nasal vestibule which completely obscured the nasal cavity (Fig. 1).
He had no peripheral lymphadenopathy, organomegaly, or other
remarkable findings.

Magnetic resonance imaging (MRI) of the brain revealed a
diffusely enhancing soft tissue mass involving the right nasal cavity
with partial destruction of the right nasal bone (Fig. 2). The right
nasal mass, measuring 3.0�7.5�5.2 cm, extended to involve the right
maxillary, sphenoid, and ethmoid sinuses, with associated post-
obstructive sinus opacification. No intracranial extension was seen.
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An intranasal biopsy of the right nasal mass was obtained for
histopathologic, immunohistochemistry, and in situ hybridization
studies [12, 13]. Hematoxylin and eosin-stained sections of the
mass showed a variably cellular proliferation with clusters and
diffuse sheets of highly atypical large cells with moderate to
abundant eosinophilic cytoplasm surrounding pleomorphic nuclear
profiles and prominent nucleoli (Fig. 3). Immunohistochemistry
staining demonstrated reactivity for CD138, CD45, and kappa light
chains; there was lack of immunoreactivity for CD30, cytokeratins,
S100, CD20, CD79a, CD56, Bcl-1, and lambda light chains. These
morphologic and immunophenotypic findings were consistent with
a plasmablastic lymphoma [2, 10]. Furthermore, immunohisto-
chemistry staining using a monoclonal antibody directed against the

latent nuclear antigen 1 of human herpesvirus type 8 (HHV-8)
showed no evidence of HHV-8 within lymphoma cells. In situ
hybridization for Epstein-Barr virus (EBV) using the EBER-1
probe demonstrated EBV-specific RNA within atypical plasma cell
nuclei.

Testing for HIV by a p24 antigen immunoassay was negative. A
complete blood count revealed a white blood cell count of 8.4�
109/l, hemoglobin of 14.0 g/dl, and platelet count 335�109/l. The
serum lactate dehydrogenase level was normal. Serum and urine
protein electrophoresis revealed no abnormal immunoglobulins. A
complete radiographic skeletal survey was unremarkable. Comput-
ed tomography scans of the chest, abdomen, and pelvis revealed no
significant abnormalities other than incidental findings of post-
obstructive uropathy from prior bladder injury. Cytocentrifuged
cerebrospinal fluid from a lumbar puncture was negative for
malignant cells. A bone marrow biopsy was free of lymphoma. He
was clinically staged as having a stage IEA neoplasm.

The patient was treated with three monthly courses of hyper-
CVAD [14] chemotherapy at the following doses: cyclophospha-
mide 300 mg/m2 intravenously over 2 h every 12 h for a total of six
doses given on days 1–3; vincristine 2 mg intravenous push on days
4 and 11; doxorubicin 50 mg/m2 intravenous push on day 4; and
dexamethasone 40 mg/day orally on days 1–4 and days 11–14 [14].
Mesna 1000 mg/day by 24-h continuous infusion was given for
4 days with a 250-mg bolus prior to the first dose of cyclophos-
phamide. Prophylaxis against central nervous system relapse with
intrathecal methotrexate (12 mg) was given with each chemother-
apy cycle. Granulocyte colony-stimulating factor was administered
starting on the 5th day of each course until adequate resolution of
neutropenia.

The patient noted complete resolution of his presenting symp-
toms, including the hearing loss, after the first course of chemo-
therapy. Physical examination revealed near resolution of the right
nasal mass. After three courses of chemotherapy, repeat MRI of the
brain revealed substantial reduction in the dimensions of the nasal
mass which now measured 1.5�1.9�1.3 cm (Fig. 4). A biopsy of the
remaining tissue demonstrated inflammation and granulation
without evidence of residual tumor.

Consolidative locoregional radiation therapy followed. A total
of 40 Gy was delivered to the right nasal cavity, ethmoid, and
maxillary sinuses, and 36 Gy to the bilateral superior cervical areas
using a three-dimensional conformal technique. Two weeks after
completing radiation therapy, re-examination with MRI again

Fig. 2 A, B Magnetic resonance imaging of brain prior to therapy.
Shown are transverse (A) and coronal views (B) of the brain
demonstrating an expansile soft tissue mass involving the right

nasal cavity and post-obstructive opacification of sphenoid,
ethmoid, and maxillary sinuses

Fig. 1 Physical examination findings. The right intranasal mass
presented with mass effect demonstrated by a bulge at the right
nasal ala
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revealed a persistent 1.5�1.5�1.0 cm soft tissue prominence.
Another biopsy of this lesion revealed chronic inflammatory and
granulating changes, similar to findings observed following the
completion of chemotherapy as described above.

The patient tolerated treatment well with no grade 3 or 4
toxicity. Treatment concluded in September of 2002. His recent
examination at 6 months showed no evidence of recurrence.

Discussion

PBL may be considered an HIV-related NHL, which is
itself a heterogeneous group of diagnoses. Due to the
paucity of patients that have been diagnosed with PBL,
the pathophysiology is not well understood but may share

Fig. 3A–F Histopathologic ex-
amination of nasal mass biopsy
specimen. A H&E-stained sec-
tions show a diffuse prolifera-
tion of atypical plasma cells
with pleomorphic nuclear out-
lines and prominent nucleoli. B
Immunohistochemistry for
CD138 highlights membrane
staining of the atypical plasma
cells. C The stain for Ki-67
demonstrates nuclear staining in
approximately 90% of the
atypical cells. D Kappa light
chain reactivity is seen in vir-
tually all atypical cells. E
Lambda light chain reactivity is
restricted to rare scattered nor-
mal plasma cells. F In situ
hybridization studies show
EBV-specific RNA within nu-
merous tumor cell nuclei.
(�250)

Fig. 4 A, B Magnetic reso-
nance imaging of brain follow-
ing chemotherapy. Shown are
transverse (A) and coronal
views (B) of the brain demon-
strating interval decrease in tu-
mor bulk of right nasal mass
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common mechanisms with other HIV-related NHL. In
contrast to an advanced stage presentation typical of these
lymphomas, patients with PBL usually have localized oral
disease as a first manifestation. Previously reported
treatment for PBL has included administration of sys-
temic chemotherapy, irradiation, and/or antiretroviral
therapy. Responses are variable, but rapid progression
has been described and long-term survival is uncommon.

A broad range of lymphomas has been described in
HIV patients, where they collectively represent an
acquired immunodeficiency syndrome-defining condition
in about 3% [15, 16]. These include aggressive NHL such
as Burkitt’s lymphoma and immunoblastic lymphoma, as
well as rare entities such as primary effusion lymphoma
(PEL), lymphomatoid granulomatosis, and PBL [17, 18,
19]. Oncogenic aberrations have been identified in cases
of HIV-related NHL. These include bcl-6 gene rearrange-
ments, deregulated expression of c-myc, and loss of tumor
suppressors such as p53 [20, 21, 22]. Immunoglobulin
heavy chain variable genes bearing both germline as well
as somatically hypermutated nucleotide sequences have
also been observed [23].

Evidence supporting a pathogenic role for HHV-8
(Kaposi’s sarcoma-associated herpesvirus) in promoting
tumor formation has been described almost exclusively in
HIV-related cases of PEL, multicentric Castleman disease
(MCD), and MCD-associated plasmablastic lymphoma
[24, 25, 26, 27]. In these diseases, an interaction between
HIV and HHV-8 has been suggested whereby viral
interleukin-6 (IL-6) may provide a potent mitogenic
stimulus resulting in enhanced proliferation of HIV in
patients co-infected with both viruses [27, 28, 29, 30].
Our HIV-negative patient had no evidence for infection
by this virus.

Moreover, Epstein-Barr viral gene transcripts and
products are commonly detected by molecular assays in
HIV-related NHL. These include the EBV nuclear antigen
1 and latency membrane protein 1 gene products, which
have been shown to contribute to cellular transformation
in in vitro studies and the establishment of tumors in
mouse models [31, 32]. In our patient, though HIV-
negative, in situ hybridization for EBV demonstrated
EBV-specific RNA within atypical plasma cell nuclei.

Much of what is known about the clinical features of
PBL is derived from single patient cases and one reported
series involving 16 patients [2, 3, 4, 5, 6, 7, 8, 9, 10, 11].
Almost all cases have been diagnosed in HIV-positive
patients, although PBL arising as transformation from
antecedent B-cell chronic lymphocytic leukemia has been
described [33]. The most common presentation is an
isolated extranodal mass in the oropharyngeal cavity,
although unusual sites of initial disease involving the
stomach, lung, testicles, and perianal area have been
reported [6, 9, 34]. Complaints at presentation vary:
asymptomatic mass, painful lesion, or nasal and sinus
obstructive symptoms similar to those that prompted
evaluation in our patient. Diagnostic tissue biopsy spec-
imens ordinarily reveal a highly mitotic tumor composed
of large neoplastic cells with abundant cytoplasm and

eccentrically placed nuclei bearing prominent nucleoli,
thus resembling the malignant cell found in multiple
myeloma. Characteristic immunohistochemical findings
include expression of CD138, VS38c, cytoplasmic
CD79a, occasionally surface immunoglobulin, and ab-
sence of CD20 and other T-lineage markers.

An optimal chemotherapy regimen has not been
established, and various modalities have been evaluated.
Initial therapy has included administration of multiagent
systemic chemotherapy or, alternatively, local irradiation
alone [2]. Additionally, antiretroviral therapy alone has
been reported to yield a remission of 3 months duration in
a case of HIV-positive PBL [3]. Responses are variable
and for the most part short-lived, including several
descriptions of kinetically aggressive progressions during
ongoing therapy [4, 9, 33]. In contrast to the localized
nature at presentation, disease sites at progression are
frequently widespread and have reportedly involved the
central nervous system, abdominal viscera, and musculo-
skeletal soft tissue. No long-term survivors have been
reported.

Our patient achieved an excellent response to initial
therapy with an alkylator-based combination chemother-
apy regimen and central nervous prophylaxis, followed by
consolidative local irradiation. This case highlights an
unusual presentation of a rare HIV-related NHL in an
uninfected patient. Hence, the diagnosis of PBL should
also be considered in HIV-negative individuals who
present with characteristic features and findings.
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