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Summary
Psychotic manifestations of brain tumours are rare 
but described in the literature mostly along with other 
neurological deficits. Memory loss, difficulty in attention 
and concentration, depression, anxiety, and mood 
symptoms are commonly described in brain tumours. A 
schizophrenia-like picture without a deficit in motor or 
sensory function may land the clinician into a diagnostic 
dilemma. Primary central nervous system lymphoma 
(PCNSL) is a highly malignant disease with high mortality 
and needs immediate attention. Our case which had 
a unique recurrence in the postoperative period with 
psychotic symptoms can be an eye-opener to be more 
vigilant about underlying clinical extension.

Introduction
Brain tumours are relatively common with an 
annual incidence of 9 per 100 000 people for 
primary brain tumours and 8.3 per 100 000 
people for metastatic brain tumours. Based 
on histopathological characteristics and 
anatomical location, there are two types of 
tumours: ones that are primary, originating 
from the brain tissue; and ones that metas-
tasise to numerous locations throughout 
the brain. The most common primary brain 
tumours are gliomas, which are divided into 
several types: astrocytomas, oligodendrogli-
omas, and ependymomas. The groups of 
brain tumours that are not from the glial 
tissue include meningiomas, schwannomas, 
craniopharyngiomas, germ cell tumours, 
pituitary adenomas and pineal region 
tumours.1 Primary CNS lymphoma (PCNSL) 
accounts for 3% of all primary brain tumours 
with a median age at onset of about 62 years. 
In the vast majority of cases, PCNSL presents 
as unifocal or multifocal enhancing lesions 
on MRI, frequently adjacent to the ventri-
cles. Stereotactic biopsy is the diagnostic 
procedure of choice revealing high-grade 
B-cell non-Hodgkin's malignant lymphomas 
in more than 90% of cases.2 Patients with 
brain tumour usually manifest with features 
of raised intracranial pressure, focal neuro-
logical deficits, and seizures. Psychotic 

manifestations are not usually seen. Brain 
tumours may present with psychotic symp-
toms that resemble schizophrenia. Although 
psychosis secondary to brain tumour is rela-
tively rare, the frequent lack of neurological 
findings can lead to misdiagnosis.

Here we are presenting a case where recur-
rence of lymphoma was linked with psychotic 
symptoms without the appearance of any 
neurological deficit.

Case report
A 65-year-old man presented with sudden-
onset ataxic deviation of angle of mouth 
to the left side, right upper and lower limb 
weakness, urinary incontinence, slurred 
speech with no history of fever, headache, 
blurred vision, convulsion, vomiting, or loss 
of consciousness. On neurological examina-
tion the patient was conscious and oriented to 
time, person, and place. Vitals: stable; pupil: 
B/L equal and reactive; tone: increased in 
right upper limb (UL) and lower limb (LL); 
power: right UL and LL is 3/5 while in left 
UL and LL is 5/5; plantar: right is flexion 
while left is extension. The MRI T1 showed 
intense homogeneous enhancement in the 
left frontal and medial temporal lobes. In 
T2 slide it was hypotense with minimal ring 
enhancement. In diffusion weighted MR 
imaging (DWI), the apparent diffusion coef-
ficient (ADC) value was 500. Craniotomy and 
decompression surgery was considered for 
the lesion. Basic blood investigation was done 
before undergoing surgery which was within 
normal limit. A histopathological report 
revealed fragments of cortical and subcor-
tical white matter infiltrated by sheets of atyp-
ical lymphoid cells which were medium-sized 
to large-sized with high nucleus- cytoplasm 
(N:C) ratio, scant cytoplasm, and vesicular 
nuclei with one to two prominent nucleoli 
exhibiting moderate anisonucleosis. Brisk 
mitosis and apoptosis were observed. Areas 
of haemorrhage, necrosis and angiocentric 
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arrangement by these cells were noted. Immunohisto-
chemical (IHC): tumour cells were diffusely positive for 
leukocyte common antigen (LCA) and CD20. Reactive 
lymphocytes are highlighted by cluster of differentiation 
3 (CD3). MIB (proliferation marker)—one labelling 
index was very high (80%).

Our final impression was non-Hodgkin's lymphoma 'B' 
cell type. Consistent with diffuse large B cell lymphoma; 
left frontal and medial temporal.

The patient showed good improvement in his neuro-
logical deficits postsurgery and was discharged on antie-
pileptics. After 6 months of surgery the patient showed 
behavioural problems characterised by irritability, irrel-
evant speech, disorganised behaviour, disinhibitory 
behaviour, and delusion of misinterpretation along 
with disturbed biological functions. His orientation 
and consciousness were preserved. He was unable to 
do routine functions and needed help from caregivers 
because of his disorganised behaviour. He had no prior 
history of psychosis. There was no history of the reappear-
ance of the neurological deficit this time. On neuroim-
aging, it was found that there was a relapse of lymphoma 
in the frontal lobe which was supposed to disappear after 
surgery. Surprisingly there was no symptom of increased 
intracranial tension. He was placed on antipsychotic 
medication by the psychiatric service and the patient 
showed improvement in his symptoms over a period of 
6 months.

Discussion
PCNSL is a highly malignant disease which may rapidly 
lead to mortality if diagnosis and treatment are not imme-
diately administered.3 The patient with PCNSL presented 
with a variety of clinical manifestations both psychiatric 
as well as neurological deficits. Eichler AF has found that 
43% of the patients have neuropsychiatric symptoms 
during the course of PCNSL.4 Though rare, some brain 
tumours present themselves through neurobehavioural 
or psychiatric symptoms only. Hallucinations and even 
psychosis have been reported in patients with brain 
tumour.5 Currently, there is no evidence of a causative 
relationship between classical paranoid schizophrenia 
and brain tumours. Although large studies are lacking, 
there are indications that idiosyncratic psychoses can 

occur after resection of the (mesial) temporal lobes. Case 
studies describe acute psychosis, agitation and suicidal/
homicidal ideations with paranoia following surgery.6 
But there is a probable association between psychotic 
symptoms and pituitary tumours, memory symptoms 
and thalamic tumours, and mood symptoms and frontal 
tumours.1

Here, our case is important as relapse was associated 
with only psychiatric manifestation without any neurolog-
ical deficit. The symptoms of disinhibition along with it 
could be due to frontal lobe involvement. Moreover, the 
relationship between emergence of psychotic symptoms in 
a patient with no past or family history is pathognomonic 
of organic psychosis as it was associated with new MRI 
changes. As the patient was presenting with confusion, we 
could rule out the disinhibited behaviour secondary to 
delirium. This case tells us to be vigilant when there is 
an emergence of psychosis in the postoperative period as 
this could be a recurrence of the carcinoma rather than 
simple delirium.
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