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Sir,

Nodular histiocytic hyperplasia (NHH)/Nodular histiocytic 
proliferation (NHP) is an under‑recognized benign lesion 
that involves reactive proliferation of histiocytes.

as before. As the patient developed spontaneous, recurrent 
subcutaneous emphysema and pneumothorax, she was 
transferred to cardiothoracic department for pleurodesis.

The presence of air in the subcutaneous layer other than 
surgical causes and when the cause is not clear it is called 
spontaneous subcutaneous emphysema. Subcutaneous 
emphysema in a post‑tuberculosis patient may be 
due to tear of adhesions between visceral and parietal 
layer, local airway obstruction and alveolar rupture 
secondary to distal airway trapping.[1,2] Cavitary pulmonary 
tuberculosis leading to subcutaneous emphysema 
without pneumothorax or pneumomediastinum is 
extremely rare.[3]Surprisingly, in this patient the amount 
of pneumothorax was too small to be diagnosed by X‑ray. 
Simultaneous bilateral involvement is also not common. 
Here the case was treated completely for pulmonary 
tuberculosis and declared cured 5 years ago. At the time of 
this episode there was no suggestion of active tuberculosis 
but rather we encountered a delayed, difficult to control 
complication of old tuberculosis.
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Nodular histiocytic hyperplasia of pericardium: An uncommon 
lesion posing diagnostic challenge

Figure 1: Photograph of the patient showing gross subcutaneous 
emphysema

Figure 2: CT scan of thorax showing gross bilateral subcutaneous 
emphysema, pneumomediastinum, minimal pneumothorax, and fibrotic 
changes in bilateral lung parenchyma

We present a case of a 62‑year‑old female, who was 
a known case of myasthenia gravis. On radiological 
examination, she was found to have an enlarged 
thymus and a mildly fluorodeoxyglucose (FDG) avid 
nodule in right lower lobe of lung. Patient was operated 
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Figure 1: Intraoperative view showing (encircled) pericardial 
nodule over arch of aorta 

Figure 2: (a) Fibrofatty tissue with nodular aggregates of histiocytic 
cells (H&E ×200) (b) Cells are oval to polygonal with abundant 
eosinophilic cytoplasm and small, central to eccentric, round to 
oval nucleus. Arrow shows some foreign crystalline material, talc 
particles (H&E ×400)

a b

Figure 3: Cells are positive for (a) vimentin (b) CD68 (c) S-100 
and negative for (d) calretinin. Mesothelial lining is positive 
for calretinin

a b

c d

for suspected thymoma with thoracoscopic radical 
thymectomy and wedge resection of the lung nodule. 
Intraoperatively, a tiny firm nodular lesion was noted 
on the pericardial surface, after removal of enlarged 
thymic gland [Figure 1], which was also excised and all 
the three specimens were submitted for histopathological 
evaluation.

Thymus showed features of thymoma, and lung nodule 
turned out to be anthra‑silicotic nodule. Section from 
the pericardial nodule (grossly measuring 0.3 × 0.2 
× 0.1 cm) showed fibro‑connective and fibroadipose 
tissue focally lined by benign mesothelial cells. Also 
identified were nodular aggregates of plump oval to 
polygonal cells having abundant eosinophilic cytoplasm 
and small round to oval nucleus, present central to 
eccentrically [Figures 2a and 2b]. Focal areas showed 
dense lymphocyte rich inflammatory infiltrate lying 
adjacent or admixed with these cellular aggregates. 
No significant cellular atypia, mitosis or necrosis was 
identified. Some foreign crystalline‑talc particles were 
also seen admixed with these cells, showing white 
birefringence on polarizer. On immunohistochemistry, 
these cells were positive for vimentin [Figure 3a], CD68 
[Figure 3b] and S‑100 [Figure 3c] and were negative for 
calretinin [Figure 3d], WT‑1, CK, synaptophysin, desmin 
and myoglobulin. Therefore, a final diagnosis of NHH of 
pericardium was given.

NHH is a benign proliferation of histiocytic cells 
mostly involving mesothelial surfaces. NHH has been 
described at many mesothelium‑lined locations with 
pleural, pericardial, and peritoneal being the most 
common.[1] Rarely, unusual involvement of other sites 
like endometrium, urinary bladder and hernial sac is also 
reported.[2‑4] Some controversy regarding their cellular 
origin has long persisted. Initially, they were thought 
to be of mesothelial origin, but immunohistochemical 
expression of histiocytic nature, including CD68 and 
S‑100, and negativity for mesothelial markers, as in our 
case, strongly favors a histiocytic origin,[3] though few 
authors have reported dual expression and thus suggest 
a dual origin.[1]

NHH can be clinically confused with other benign or 
malignant lesions. Histomorphologically, it can be mistaken 
for either a granulomatous lesion, carcinoma or Langhans 
cell histiocytosis, as the cells are known to show varying 
degree of atypia and mitotic activity.[1,3] However, it is 
often a chance finding and does not carry any prognostic 
significance. Therefore, prior knowledge of this entity with 
relevant immunohistochemistry should help to eliminate 
the unnecessary concern and thus prevent overdiagnosis and 
overtreatment. The idea behind this short communication 
is to highlight the need of recognizing NHH as it represents 
an undeniable potential diagnostic pitfall.
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not studied the correlation between the age of the 
patient and number of cigarettes being smoked per day 
(pack year’s index) with NMC.
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A comment on effect of cigarette smoking on nasal 
mucociliary clearance: A comparative analysis using 
saccharin test

Sir,

This is in regard to the article, “Effect of cigarette smoking 
on nasal mucociliary clearance: A comparative analysis 
using saccharin test” published in your journal Lung India 
2014;31:39‑42.[1]

I have some suggestions regarding this study.

The authors asked the subjects to refrain from smoking 
from 10 pm (previous night) to 9 am (next day) in their 
material and methods.

A similar study on nasal mucociliary clearance (NMC) 
published, “Immediate and short‑term effects of smoking 
on nasal mucociliary clearance in smokers” mentioned 
that compared to STT in nonsmokers, smokers presented 
similar values immediately after smoking and slower 
values 8 h after smoking.[2]

It would have been of more interest to the readers if the 
authors had elicited the comparison between the saccharin 
transit time (STT) immediately after smoking and 11 h 
after smoking in their results and had also compared it to 
STT in nonsmokers.

Also the authors have correlated only the duration 
of smoking with the NMC in their results. They have 
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