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Primary B-cell lymphoma presenting as bilateral ear lobule

swelling

A K SHARMA*, S CHATTERJEE*, V L SHARMA*{

Abstract

We report a rare case of primary B-cell lymphoma presenting as bilateral ear lobule swelling. A 56-year-old
white man presented with a one-year history of painless swelling of both ear lobules. An excision biopsy
confirmed B-cell lymphoma. Detailed systemic investigation confirmed the primary nature of the tumour.
This tumour is rare in the ear lobule. A review of the English literature revealed no previously reported case
of bilateral primary ear lobule involvement. Clinicians should be aware that this tumour can present as a

primary in the ear lobules.
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Case report

A 56-year-old white man from north-west England pre-
sented to his general practitioner complaining of bilateral
ear lobule swellings, which had developed over the pre-
vious 12 months (Figure 1). The swellings were painless
and were not associated with any other ear symptoms.
The patient did not have any symptoms of B-cell lym-
phoma at the time of presentation. The past history was
insignificant.

On examination, both ear lobules had solitary, firm
swellings approximately 2 cm in diameter. There were no
signs of inflammation. The skin of the left ear lobule was
irregular over the swelling and was not freely mobile, but
there was no ulceration (Figure 2). The ear examination
was normal. A differential diagnosis of fibroma or lipoma
of the ear lobule was considered and excision biopsy of
the nodules was planned.

In February 1999 (14 months after onset of the con-
dition), excision biopsies were carried out on both ear
lobules, and the specimens were sent for histological
examination.

Histologically, both specimens shared morphological
changes, demonstrating overlying skin with an underlying
diffuse dermal infiltrate (Figure 3). This infiltrate consisted
of small B-lymphocytes. These demonstrated strong
positivity with the B-cell markers CD20 and CD79a,
while staining negatively with markers for epithelial and
Hodgkin’s cells. The features were typical of a B-cell
small lymphocytic lymphoma, according to the revised
European—American lymphoma classification (Figure 4).

Detailed systemic investigation was performed in order to
rule out involvement of any other areas. Blood counts
and peripheral smear were normal. The patient had no
lymphadenopathy or evidence of any focal lesion in the
lungs or liver.

The patient was followed up. In June 1999 (18 months
from onset), he developed a recurrence in the left ear

lobule, and a repeat resection and reconstruction was
performed. This was followed with combination
chemotherapy, including 12 cycles (every four weeks) of
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Front profile of the patient, showing the bilateral ear lobule
swellings.
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Left ear, showing rounded, lobulated swelling of the ear lobule
(note the similarity to otophyma).

chlorambucil with 5-fluorouracil. The patient was then
disease free for three years (48 months from the time of
onset of disease).

In November 2003 (12 + 57 months from onset), the
patient again presented with a recurrence in the left ear
lobule associated with skin ulceration. A single course of
radiotherapy was given to the left ear lobule in December
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Photomicrograph of the tissue, showing skin with lymphoma
(H&E; x100).

https://doi.org/10.1017/50022215107000709 Published online by Cambridge University Press

A K SHARMA, S CHATTERIJEE, V L SHARMA

Fic. 4

Photomicrograph showing results of immunocytochemical
analysis with B-cell marker 1.26 (x600).

2003 (60 months from onset). The lesion disappeared and
the overlying skin healed.

Thereafter, the patient was regularly followed up. At the
most recent follow up appointment, 96 months after initial
presentation, he was disease free.

Discussion

B-cell lymphoma is a common condition affecting the head
and neck region. However, the present case is the first
reported incidence of B-cell lymphoma presenting bilater-
ally in the ear lobules as primary lesions. A few cases have
been reported of B-cell lymphoma presenting as a primary
in the pinna,' > external auditory canal,*~® internal audi-
tory canal,’” temporal bone,® ' middle ear,"’ mastoids'*'?
and tympanic membrane.'* Usually, such cases have been
associated with symptoms referring to the ear. However,
in the present case, the patient was symptom free apart
from the local swelling, and there were no systemic features
suggestive of lymphoma.

Non-Hodgkin’s lymphomas of the pinna have been
reported in both human immunodeficiency virus (HIV)
positive and HIV-negative patients.>!'> There have also
been reported cases of HIV-positive patients with non-
Hodgkin’s lymphoma arising in the mastoid'*'? and invol-
ving the tympanic membrane.'*

The head and neck is the second most common site of
extranodal lymphomas, after the abdomen. These can
mimic other commonly occurring tumours in this region.
The diagnosis of such extranodal lymphomas may require
special techniques, such as the use of immunohistochemistry.

Generally, B-cell lymphomas show a good response to
chemotherapy. However, it is possible for these tumours
to relapse even after a complete cycle of chemotherapy,
and for local radiotherapy to be required, as in our case.
Thus, we recommend that such cases be followed up for
any recurrence, even after chemotherapy.

Non-Hodgkin’s lymphoma is treated with chemotherapy
and radiotherapy, but the initial presentation is generally to
other specialities. In cases of non-Hodgkin’s lymphoma of
the head and neck region, initial presentation to an otorhi-
nolaryngologist is highly likely. Otorhinolaryngologists
should thus consider non-Hodgkin’s lymphoma in the
differential diagnosis of atypical lesions of the head and
neck.

Such symmetrical (malignant) lesions may easily be mis-
taken for otophyma. Thus, we recommend that all such
lesions be subjected to biopsy in order to ascertain their
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histological diagnosis. In addition, the clinician should be
prepared to repeat the biopsy if the clinical picture does
not correlate in any way with the histological diagnosis.

e This paper reports a rare case of primary B-cell
lymphoma presenting as bilateral ear lobule
swellings

® The symmetrical presentation of this malignant
lesion may mean that it is easily mistaken for an
otophyma

® All such lesions should be subjected to biopsy in
order to ascertain the histological diagnosis. The
clinician should also be prepared to repeat the
biopsy if the clinical picture does not correlate in
any way with the histological diagnosis

Such cases present a challenge when planning the treat-
ment regime. In our patient, radiotherapy was not initially
a good option (because of bilateral involvement), and he
therefore underwent chemotherapy. However, despite 12
complete cycles of chemotherapy, the patient suffered a
recurrence and therefore underwent radiotherapy. Hence,
it is important in such cases that an early diagnosis is
made, followed by a suitable treatment regime, to enable
a better prognosis.

Conclusion

Bilateral involvement of the ear lobules may be caused by
otophyma or a keloid following fibroma excision. Oto-
phyma can be diagnosed clinically by the thick, sebaceous
discharge expressed from the swelling. Otophyma is part of
acne rosacea, a general facial skin condition. A patient with
keloid usually has a history of trauma. The absence of such
features should prompt the clinician to perform a biopsy
for histological examination. The finding of lymphoma in
our case highlights the need for histological confirmation
of all atypical, bilateral ear lobule swellings.

References

1 Darvay A, Russell-Jones R, Acland KM, Lampert I, Chu
AC. Systemic B-cell lymphoma presenting as an isolated
lesion of the ear. Clin Exper Dermatol 2000;26:166—9

2 Baumgartner BJ, Eusterman V, Myers J, Massengill P.
Initial report of a cutaneous T-cell lymphoma appearing
on the auricular helix. Ear Nose Throat J 2000;79:391-6

https://doi.org/10.1017/50022215107000709 Published online by Cambridge University Press

1209

3 Clayton AS, McCollough M, Barekman CL. Primary
cutaneous B-cell lymphoma. Cutis 1998;62:69—72
4 Shuto J, Ueyama T, Suzuki M, Mogi G. Primary lymphoma
of the bilateral external auditory canals. Am J Otolaryngol
2002;23:49-52
5 Fish BM, Huda R, Dundas AC, Lesser THJ. B-cell
lymphoma of the external auditory meatus. J Laryngol
Otol 2002;116:39-41
6 Kieserman SP, Finn DG. Non-Hodgkin’s lymphoma of the
external auditory canal in a HIV positive patient. J Laryn-
gol Otol 1995;109:751-4
7 Simon IA, Derald EB. Primary lymphoma of the internal
auditory canal: case report and review of literature. Ann
Otol Rhinol Laryngol 1998;107:17-21
8 Bochmuhl U, Bruchhage KL, Enzmann H. Primary non-
Hodgkin’s lymphoma of the temporal bone. Eur Arch
Otorhinolaryngol 1995;252:376-8
9 Nicolaides A, McFerran DJ, Croxcon G. Non-Hodgkin’s
lymphoma of the temporal bone. J Laryngol Otol 1988;
102:928-31
10 Tucci DL, Lambert PR, Innes DJ Jr. Primary lymphoma of
the temporal bone. Arch Otolaryngol Head Neck Surg
1992;118:83-5
11 Minoru I, Koji M. Primary malignant lymphoma of middle
ear [in Japanese]. Otol Jpn 1993;3:199-202
12 Welling DB, McCabe BF. American Burkitt’s lymphoma
of the mastoid. Laryngoscope 1987;97:1038-42
13 Hustert B, Stoll W, August C. Petrous bone tumours;
primary non-Hodgkin’s lymphoma of the inner ear and
cerebellopontine angle [in German]. Laryngorhinootolo-
gie 1997;76:625-8
14 Goodarzi MO, Broberg TG, Lalwani AK. Lymphoma of
the tympanic membrane in acquired immunodeficiency
syndrome. Auris Nasus Larynx 1998;25:89-94
15 Levin RJ, Hendick DH, Cohen AF. Human immunodefi-
ciency virus associated non-Hodgkin’s lymphoma
presenting as an auricular perichondritis. Otolaryngol
Head Neck Surg 1995;112:493-5

Address for correspondence:

Mr V L Sharma,

Consultant Otolaryngologist & Head and Neck Surgeon,
The Royal Oldham Hospital,

Rochdale Road,

Oldham OL1 2JH, UK.

Fax: 0161 627 8064
E-mail: virendar.sharma@pat.nhs.uk

Mr V L Sharma takes responsibility for the integrity of
the content of the paper.
Competing interests: None declared



https://doi.org/10.1017/S0022215107000709

