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Primary diffuse large B-cell 
lymphoma of the central 
nervous system in pineal 
gland: Report of a rare case 
with review of literature
Editor,
Primary diffuse large B-cell lymphoma (DLBCL) of the central 
nervous system (CNS) in the pineal gland is an exceedingly 
rare occurrence. We present a case of a 58-year-old lady, who 
presented with behavioral and gait disturbances having a pineal 
gland mass and diagnosed as CNS DLBCL on histopathology.

The patient presented with a head ache, diplopia, behavioral 
changes, memory disturbances and unsteadiness of gait of 
6 months duration. She was evaluated at an outside tertiary 
care center. Computed tomography scan (plain and contrast) 
showed a 1.6 cm  1.3 cm lesion in the posterior third ventricle 
region causing a mass effect in the cerebral aqueduct with mild 
hydrocephalus [Figure 1a]. Radiologically, the picture was 
suggestive of a pineal mass possibly pineoblastoma with mild 
hydrocephalus. There she underwent third ventriculostomy and 
biopsy and diagnosed as pineoblastoma. She was referred to our 
center along with slides and blocks. Her general examination 
was with in normal limits. CNS examination revealed minimal 

ataxia and bilateral early papilledema. Pupils were bilaterally 
equal and reactive. No other cranial nerve deficits were present. 
Bulk and tone of muscle were normal in all the four limbs. Power 
was grade 5/5 in all the four limbs. Deep tendon reflexes were 
normal. No sensory deficits or cerebellar signs were present. 
Examinations of other systems were within normal limits. 
Routine laboratory investigations were within normal limits. 
Lactic dehydrogenase levels were normal. HIV antibody test was 
negative. Histopathology examination revealed a tiny fragment 
of cellular neoplasm composed of large round cells arranged 
in sheets. Individual cells were round with pale eosinophilic 
cytoplasm and round to the oval nucleus with irregular nuclear 
membranes, fine chromatin and prominent nucleoli [Figure 1b]. 
Immunohistochemistry showed the tumor cells to be positive for 
CD45, CD20 and bcl-6 [Figures 1c-e]. MIB 1 labeling index was 
around 70% [Figure 1f]. Other immunostains (synaptophysin, 
glial fibrillary acidic protein, and C-kit) were negative. Bone 
marrow and CSF study of the patient was normal. Thus, a 
diagnosis of CNS DLBCL of the pineal gland was made. After 
informed consent, the patient was started on Radiation Therapy 
Oncology Group (RTOG) protocol. She tolerated chemotherapy 
and is doing well.

Neoplasms of the pineal gland are exceedingly rare accounting 
for <1% of intracranial tumors in adults.[1] There are very few 
reports of pineal gland lymphomas.[2-4] CNS DLBCL in the pineal 
gland is not yet reported in the literature. Among pineal gland 
neoplasms, germ cell tumors are the most common followed 
in frequency by pineal parenchymal neoplasms, gliomas, 
meningiomas, and metastasis.[5] Our search of the literature 
revealed a case series of primary CNS lymphoma in which 
one of the sites mentioned is in the pineal gland.[6] However, 

Figure 1: (a) Postcontrast axial computed tomography sec  on of the 
brain shows a well-defi ned homogenously enhancing mass in the pineal 
region with no evidence of adjacent brain parenchymal infi ltra  on. No 
cys  c areas or calcifi ca  ons seen. (b) Sheets of large tumor cells with 
scanty cytoplasm and round to oval nucleus with irregular nuclear 
membranes, fi ne chroma  n and prominent nuclei (H and E, ×400). Inset 
showing the diff use arrangement of tumor cells (H and E, ×200). (c-e) 
Tumor cells are posi  ve for leucocyte common an  gen, CD20, bcl-6. 
(f) Tumor cells show MIB 1 labeling index of around 70%
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systemic lymphoma is not specifically excluded in that case. 
The majority of pineal gland tumors present at least by the third 
decade of life. Thus, other diagnosis should be entertained in 
pineal tumors occurring in older adults. Metastasis to pineal 
gland has been reported with low frequency.[7] Pineoblastomas 
can rarely occur in late adulthood.[8] Pineoblastomas are also 
composed of poorly differentiated discohesive cells with scanty 
cytoplasm and pleomorphic nuclei but unlike lymphomas 
they may exhibit nuclear molding, rosette formation and are 
negative for immunomarkers of lymphoma. Diagnostic work-up 
of a patient presenting with pineal gland mass includes serum 
tumor marker studies of germ cell tumors. Stereotactic biopsy 
of the pineal gland is recommended if the tumor marker levels 
are normal. Our patient was treated with RTOG protocol and 
is doing well.
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Trichosporon asahii as 
a cause of urinary tract 
infection: A rare human 
pathogen
Editor,
Trichosporon species are basidiomycetes fungi that inhabit the soil 
and may also be present in air, water, organic substrate, and in other 
external environments.[1,2] They colonize the skin, gastrointestinal 
tract, and respiratory tract of humans, and also been detected 
in feces, sputum, blood, and central venous catheters.[3,4] They 
cause white piedra and onychomycosis in immunocompetent 
hosts.[5] They are reported as a cause of disseminated invasive yeast 
infection in the immunocompromised host.[3] Invasive urinary tract 
infection caused by Trichosporon asahii is rare.

A 55-year-old male was admitted in our hospital following a road traffic 
accident. His Glasgow Coma Score was poor at the time of admission 
with computerized tomographic scan of brain showing extensive 
subarachnoid hemorrhage with marked cerebral edema. Patient was 
put on ventilator and treatment was started. Patient had a history of 
diabetes mellitus. His investigations showed hemoglobin 13.1 g%. 
His total leukocyte count was 17,600/mL with 85% neutrophils and 
13% lymphocytes. Random blood sugar was 267 mg/dL.

His blood and urine samples came in our laboratory for culture 
and sensitivity. Blood was sterile on culture. Urine was cultured 
on cystine lactose electrolyte deficient (CLED) agar plate. On 
Gram-staining, urine showed few pus cells and budding yeast cells. 
Tiny creamy white wrinkled colony was seen on CLED agar plate 
after overnight incubation at 37°C. Gram stain of colony showed 
intertwined hyphae and rectangular arthroconidia [Figure 1a]. Germ 
tube test was performed which was negative. Two more consecutive 
urine samples of the patient were obtained and analyzed. Colony 
from CLED agar was subcultured on Sabouraud’s dextrose agar 
(SDA) and incubated at 25°C and 37°C. After 24 h of incubation, both 
tubes of SDA showed white to the creamy smooth colony. It became 
yellow waxy wrinkled and raised with central cerebriform folds 
after 7 days of incubation [Figure 2]. In CHROM agar, light green 
colony was seen after overnight incubation. In Cornmeal Tween 
80 agar, this yeast-like fungus showed hyphae that fragmented in 
arthroconidia and blastoconidia [Figure 1b]. The yeast-like fungus 
was identified as Trichosporon species on the basis of its colony 
morphology, Gram-staining, positive urease test, failure to ferment 
carbohydrates, and formation of pellicle in Sabouraud’s dextrose 
broth. It was further identified as T. asahii by VITEK® 2 system 
(bioMeriux Inc.,100 Rodolphe Street, Durham, NC, USA).

On the basis of our preliminary report, antifungal therapy with 
fluconazole was started. However, unfortunately as the patient 
had severe brain injury he did not survive.
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