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Atypical Chest Pain Reveals Rare
T-Cell Lymphoblastic Lymphoma:
A Case Report

Urgent message: Not all patients presenting to urgent care with chest pain require
immediate transferto a higher-acuity setting. Rather, immediate evaluation in the
urgent care center can inform next steps for management on site or, in the event
of truly emergent symptoms, transfer.
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Abstract

Chest pain patients require timely evaluation due to
the broad differentials of diagnosis, including acute cor-
onary syndrome (ACS), aortic dissection, myocarditis,
pulmonary embolism (PE), tension pneumothorax, gas-
troesophageal reflux disease (GERD), or musculoskeletal
pain. Sometimes, a less common diagnosis such as ma-
lignancy is found.

Introduction
"’-cell lymphoblastic lymphoma (T-LBL) is a rare form

of aggressive non-Hodgkin’s lymphoma that com-

prises about 2% of all non-Hodgkin’s lymphomas.! T-  and pericardial effusions. Typically, the thymus, testes,
LBL itself accounts for 90% of all LBLs and generally and ovaries are involved.® CNS involvement can be
occurs in adolescents and young adults, mostly males.?  seen in 5% to 10% of cases.*
They typically present as an advanced, widely dissemi-
nated version of non-Hodgkin’s lymphoma, usually Case Presentation
with a mediastinal bulky mass with concomitant pleural A 20-year-old male with no significant past medical
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Figure 1.

March 18, 2021 CTA of the chest. Blue arrow shows non-
specific, benign-appearing soft tissue density mass in the
anterior mediastinum measuring 6.3 cm x 4 cm.

history presented with a 3-day history of centralized
pleuritic chest pain which began when he was lifting
boxes. The character is dull and constant. He also has
back pain, most prominent when he wakes up, that
has increased in severity over the past 3 days. Patient
also stated he has had headaches that are localized to
both his forehead and back of skull with no reported
prodromal symptoms or known cause.

Patient was previously seen in the ED 3 weeks prior
with multiple complaints, including right pleuritic chest
pain that radiated to his neck and fever.

A computed tomography angiography (CTA) of the
chest (Figure 1), revealed a nonspecific, benign-appear-
ing soft tissue density in the anterior mediastinum with
differential of thymoma versus lymphoma.

Patient was unable to seek recommended follow-up
care.

Patient’s vitals revealed heart rate of 111 bpm and a
temperature of 100.9°F. Patient’s labs were significant
for a WBC: 15.5, glucose: 150, pro- calcitonin: 1.86,
and an elevated D-dimer: 1.22. Three sets of troponins
were drawn, all of which were negative. Patient’s COVID
PCR was negative. EKG revealed sinus tachycardia.
Chest x-ray showed prominence of the right heart bor-
der compatible with previously identified anterior me-
diastinal lesion. Thymic lesion vs lymphoma were con-
sidered.

Differential Diagnosis
GERD is unlikely, given the nature and duration of
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Figure 2.

April 9, 2021 CTA of the chest. Blue arrow shows enlarging
anterior mediastinal mass increasing in size to 9.5 cm x
6 cm, with increased size and number of lymph nodes in
the upper mediastinum, pleural pericardial region, and
right hilar lymph nodes as well as newly developed soft
tissue mass in the subcarinal region encasing the right
mainstem bronchus measuring 2.5 cm x 5.9 cm.

pain, and musculoskeletal pain was unlikely due to the
lack of reproducible pain and location.

Patient’s lack of history of connective tissue disorders,
chronic hypertension, or severe, tearing chest pain made
aortic dissection less likely.

At patient’s age, lack of significant past medical his-
tory of hypertension/hyperlipidemia or common risk
factors of immobility, recent surgeries, or trauma make
ACS, PE less likely.

Also, with a prior diagnosis of a mediastinal mass
and the possibility of cancer-induced hypercoagulability,
PE or ACS must be excluded.

Although this patient was young and had no risk
factors, prompt treatment is warranted for any patient
with a high morbidity risk diagnosis, such as ACS, PE,
or an aortic dissection.

Case Resolution
A repeat CTA in the ED 3 weeks later (Figure 2) showed
a large mass measuring 9.5 cm x 6 cm in the anterior
mediastinum that extended to the right of the midline,
with an increase in size compared with 6.3 cm x 4 cm
on previous CTA chest imaging (Figure 1).

A new soft tissue mass was visualized in the subcarinal
region, with soft tissue encasing the right mainstem
bronchus and newly enlarged right hilar and upper me-
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“This case may be utilized by
medical professionals to draw
attention to the importance of

evaluating chest pain beyond the
more common differential
diagnoses or those that require
prompt treatment.”

diastinal lymphatic chain nodes and 1.4 cm enlarged
pleuropericardial lymph nodes adjacent to the right
ventricle, not visualized on previous imaging.

A CT scan of the abdomen and pelvis revealed het-
erogeneous pericardial and right perihilar infiltrate
mass-like lesions with prominent pericardial and epi-
cardial lymph nodes, the largest measuring 1.6 cm, as
well as a 2.4 cm right paraesophageal lymph node le-
sion, most concerning for lymphoma.

Tissue samples for pathologic analysis were obtained
on April 11, 2021 via endobronchial ultrasound bron-
choscopy and on April 12,2021 via a CI-guided biopsy.
Pathologic analysis revealed a diagnosis of T-cell lym-
phoblastic lymphoma.

With diagnosis, patient was referred for prompt che-
motherapy management.

Discussion

As of 2018, 5,960 new cases and 1,470 deaths have oc-
curred because of T-LBL in the United States.> T-cell
lymphoblastic lymphoma is a mediastinal mass that
typically presents with shortness of breath due to com-
pression of the superior vena cava.®

Although this disease more commonly presents in
males and adolescents, further studies are needed eval-
uate whether there is a significant role for T-cell lym-
phoblastic lymphoma in people greater than 40 years
of age.

In regard to this patient, there was a 6.3 cm x 4 cm
mass that increased in size to 9.5 cm x 6 cm over time.
The increase in size was due to the presence of more
than one extranodal localizations, with particular ap-
preciation of lesions in the right hilar lymph nodes and
upper mediastinal lymph nodes.5

Symptoms associated with back pain, as seen in this
patient, can occur due to compression of nervous tissue
structures from enlarged lymph nodes.
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Conclusion

Although incredibly rare, T-cell lymphoblastic lympho-
mas can occur as a small subset of non-Hodgkin’s lym-
phoma.

In this case report, we presented a patient with chest
pain from a T-cell lymphoblastic lymphoma with a
mass that had grown to 9.5 cm x 6 cm, compared with
6.3 cm x 4 cm on previous measurement (Figures 1
and 2).

This case may be utilized by medical professionals to
draw attention to the importance of evaluating chest
pain beyond the more common differential diagnoses
or those that require prompt treatment. Evaluating
younger patients further requires evaluation of other
less common causes. B
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Take-Home Points

e T-cell lymphoblastic lymphoma accounts for 90% of all
lymphoblastic lymphomas and generally occurs in ad-
olescents and young adults, mostly males.

o T-cell lymphoblastic lymphoma is a rare form of aggres-
sive non-Hodgkin’s lymphoma that comprises about 2%
of all non-Hodgkin’s lymphomas.

e |n reviewing the differential diagnoses for this patient:
— GERD is unlikely in this patient due to the nature and

duration of pain

— Musculoskeletal pain was unlikely due to the lack of
reproducible pain and location

— Lack of history of connective tissue disorders, chronic
hypertension, or severe, tearing chest pain made aortic
dissection less likely

— With a prior diagnosis of a mediastinal mass and the
possibility of cancer-induced hypercoagulability, PE or
ACS must be excluded

e Prompt treatment is warranted for any patient with a high
morbidity risk diagnosis, such as ACS, PE, or an aortic
dissection.
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