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PRIMARY DIFFUSE LARGE B-CELL LYMPHOMA OF THE ORAL CAVITY –  
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Introduction

Lymphomas are a group of neoplasms of the 
lymphatic and reticuloendothelial system. The two 
main types are Hodgkin lymphoma (HL) and non-
Hodgkin lymphoma (NHL), depending on the im-
munohistological characteristics of malignant lym-
phocytes. NHL arises from mature B-cells and 
natural killer (NK) T-cells. B-cell lymphomas are 

more frequent than T-cell lymphomas, accounting 
for about 85% of all NHL [1, 2].

Except nodal, extranodal localization is more 
specific for NHL than HL, predominantly involving 
the gastrointestinal tract, then the head and neck, 
and rarely develops in the oral cavity and jaws [3, 
4]. About 30–40% of all cases of NHL are diffuse 
large B-cell lymphomas (DLBCL) and the subtype 
called not otherwise specified (NOS) accounts for 

Summary 
Introduction. Lymphomas are a group of neoplasms of the lym-
phatic and reticuloendothelial system. The two main types 
are Hodgkin lymphoma and non-Hodgkin lymphoma, depending 
on the immunohistological characteristics of malignant lym-
phocytes. B-cell lymphomas are more frequent than T-cell lym-
phomas. In this case report we present a male patient with diffuse 
large B-cell lymphoma localized in the maxilla. Case Report. 
A 59-year-old man presented with a painless swelling in the right 
posterior region of the maxilla. A solid tumor was found in the 
right posterior maxillary region by intraoral examination, firstly 
suspected as a dental infection. Since the symptoms did not im-
prove a month after the first dental treatment, he was referred for 
further diagnostic evaluation. The established diagnosis was dif-
fuse large B–cell lymphoma. The patient received standard 
therapy for diffuse large B–cell lymphoma – rituximab-cyclo-
phosphamide, hydroxydaunomycin, oncovin, prednisolone, six 
cycles and regression of the oral lesion was noticed. Conclusion. 
Lymphoma of the oral cavity usually presents as a swelling and 
may mimic odontogenic infection. Dentists should be aware of 
this possibility especially if the swelling is painless and if the 
initial treatment has failed.
Key words: Lymphoma, Large B-Cell, Diffuse; Maxilla; Di-
agnosis, Differential; Mouth Neoplasms; Signs and Symptoms; 
Immunotherapy

Sažetak
Uvod. Limfomi su neoplazme limfnog i retikuloendotelnog sis-
tema. Dva osnovna tipa su Hočkinov limfom i Non-Hočkinov 
limfom na osnovu imunohistohemijskih karakteristika malignih 
limfocita. B-ćelijski limfomi su mnogo češći od T-ćelijskih lim-
foma. U ovom prikazu slučaja predstavljen je pacijent muškog 
pola sa difuznim krupnoćelijskim B-ćelijskim limfomom sa loka-
lizacijom u gornjoj vilici. Prikaz slučaja. Muškarac star 59 
godina se javio zbog bezbolnog otoka u desnom zadnjem regionu 
gornje vilice. Intraoralnim pregledom nađena je čvrsta tumorska 
formacija u desnom zadnjem regionu gornje vilice, za koju se 
prvobitno sumnjalo da je dentalna infekcija. Kako simptomi nisu 
prolazili ni mesec dana nakon stomatološkog tretmana, pacijent 
je upućen na dalju dijagnostiku. Postavljena je dijagnoza difuznog 
krupnoćelijskog B-ćelijskog limfoma. Pacijent je primio stand-
ardnu terapiju za difuzni krupnoćelijski B-ćelijski limfom – šest 
ciklusa rituksimab-ciklofosfamida, hidroksidaunomicina, onko-
vina, prednizolona i uočena je regresija lezije u usnoj duplji. 
Zaključak. Limfom usne duplje se obično prezentuje kao otok i 
može da imitira odonogenu infekciju. Važno je da stomatolog 
bude svestan ove mogućnosti, naročito ako je otok bezbolan i ako 
inicijalni tretman ne uspe.
Ključne reči: difuzni B ćelijski limfom; maksila; diferenci-
jalna dijagnoza; neoplazme oralne šupljine; znaci i simptomi; 
imunoterapija
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80–85% of DLBCL. DLBCL accounts for approxi-
mately 31% of all NHL in Western Countries and 
37% of B-cell tumors worldwide [2].  

The standard therapy regimen for DLBCL is im-
mnunochemotherapy, a combination of rituximab 
and cyclophosphamide, hydroxydaunomycin, on-
covin, prednisolone (R-CHOP) [5]. 

In this case report we present a male patient with 
DLBCL localized in the maxilla. 

Case Report

A 59-year-old man presented with a painless swell-
ing in the right posterior region of the maxilla. He con-
sulted a dentist who suspected a dental infection and 
extracted the first upper right molar. After the extrac-
tion, the patient received antibiotics. The swelling re-
mained unchanged, so the patient was referred to the 
oral surgeon for intraoral excision. Since symptoms did 
not improve a month after the first dental treatment, he 
was referred for further diagnostic evaluation.

Clinical examination showed a swelling in the 
right maxillary region. The intraoral examination 
showed a solid tumor formation in the right poste-
rior maxillary region (Figure 1). A panoramic ra-
diograph revealed a diffuse radiolucent lesion in the 
right maxilla (Figure 2). An incisional biopsy was 
performed, and the specimen was sent for histo-
logical and immunohistochemical examination. The hematoxylin–eosin stained sections revealed 

a lymphoid neoplasm partly covered with squamous 
epithelium, with necrotic debris and neutrophils. Bone 
tissue fragments were also present in the tumor. The 
lymphoma cells were large, arranged in a diffuse pat-
tern, with round to oval or vesicular nuclei and ba-
sophilic cytoplasm. Most nucleoli were prominent, 
often peripherally located adjacent to the nuclear 
membrane (centroblasts), with few large vesicular nu-
cleoli, solitary and centrally located (immunoblasts). 

A medium number of small T-lymphocytes were 
found in the background (CD3+/CD5+) and also a 
small number of plasma cells. The tumor mitotic 
index was moderate.

Tumor cells showed immunoreactivity for CD 
79α, CD20, bcl-2, bcl-6, MUM-1, and negativity for 
CK, EMA, CD10, CD3, CD5, CD56, CD38, CD138, 
ALK-1 (Figures 3, 4). Ki-67 proliferative index of 
the tumor was more than 90%.

The established diagnosis was DLBCL, NOS, cen-
troblastic variant, non germinal center (NGC) and the 
patient was referred to a hematologist for further di-
agnosis and therapy.

Abbreviations
HL – Hodgkin lymphoma
NHL – non-Hodgkin lymphoma
DLBCL – diffuse large B–cell lymphoma
R-CHOP – rituximab - cyclophosphamide, 
    hydroxydaunomycin, oncovin, prednisolone
NK – natural killer
NOS – not otherwise specified
NGC – non germinal center

Figure 1. Gross appearance of the diffuse B-cell lym-
phoma
Slika 1. Makroskopski izgled difuznog krupnoćelijskog 
B-ćelijskog limfoma

Figure 2. Panoramic radiograph – a diffuse radiolucent 
lesion in the right maxilla
Slika 2. Ortopan – Difuzno rasvetljenje u gornjoj vilici 
sa desne strane

Figure 3. Photomicrophraph of the diffuse B-cell lym-
phoma (HE, 10 x)
Slika 3. Mikrofotografija difuznog krupnoćelijskog 
B-ćelijskog limfoma (HE, 10x)
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The patient had no B symptoms for lymphoprolif-
erative disease such as night sweats, weight loss more 
than 10% during the last 6 months, had no appetite 
loss, no fever over 38°C for more than 5 days, exclud-
ing infection. Laboratory test results pointing to this 
kind of disease – lactate dehydrogenase (LDH), beta 
2 microglobulin, high sedimentation rate, pathological 
ratio of serum immunoglobulins and proteins and cy-
topenia, were absent. The whole body computer tom-
ography (CT) presented no dissemination of DLBCL. 
Sternal punction and bone marrow biopsy presented 
no lymphoma infiltration. The patient received stand-
ard therapy for DLBCL - R-CHOP, VI cycles and re-
gression of the oral lesion was noticed.

Discussion

Lymphomas are malignancies which affect lym-
phocytes and their precursor cells. Depending on the 
histological characteristics, there are two main types 
–HL and NHL [1].

Commonly, HLs originate in lymph nodes, where-
as NHL may involve both extranodal and nodal sites, 
but have predilection for extranodal tissues, arising 
from mature B-cells and NK/T-cells [1, 6]. 

The most common oral cavity neoplasms include 
squamous cell carcinoma and salivary gland malig-
nancies, followed by lymphomas in 3.5% of all cases, 
predominantly of B-cell lineage. T-cell lymphomas 
are rarely seen in the oral cavity. Head and neck local-
ized lymphomas mostly affect Waldeyer’s ring, sali-

vary glands and palate. Jaw lesions are rare and if they 
occur, the lesions are more often localized in the pos-
terior region of maxilla than in mandible [6 - 8]. The 
presented case of DLBCL involved the right posterior 
maxillary region.

The incidence of lymphoma increases in the eld-
erly, with the median age of 50 - 55 years and is slight-
ly predominant in males. However, there are no sig-
nificant age-related differences in tumor characteris-
tics [3, 9]. The presented patient is a 59-year-old man, 
which is in accordance with the literature. 

There are no specific symptoms associated with 
jaw lymphomas. The patients usually report swelling, 
tooth mobility, pain and neurological disturbances. 
They also report sudden enlargement of the lymph 
nodes or limited extranodal lesions [3, 10, 11]. In this 
case, the main symptom was painless maxillary swell-
ing without any other symptoms. The panoramic ra-
diograph revealed a diffuse radiolucent lesion in the 
right maxilla.

Histologically, in DLBCL normal tissue architec-
ture is replaced by large cells, centroblasts and im-
munoblasts, growing in a diffuse pattern. Their nuclei 
are twice bigger than small lymphocytes, nucleoli are 
prominent and the cytoplasm is basophilic [12]. In this 
case DLBCL presented with these morphologic char-
acteristics. Based on the immunoreactivity for CD10, 
BCL6, MUM-1, immunohistochemical analysis con-
firmed the diagnosis of DLBCL, NOS, centroblastic 
variant, and NGC.

The standard therapy regimen for DLBCL is im-
mnunochemotherapy – a combination of rituximab, 
cyclophosphamide, doxorubicin, vincristine and pred-
nisone. The therapy success rate is 60 – 70%, where-
as 50% of patients may be cured by immnunochemo-
therapy combined with surgery or radiotherapy [5]. 

According to López-Guillermo A. et al., no differ-
ences were found in the treatment outcome in patients 
with primary nodal and those with extranodal lym-
phomas. Their study included 382 patients with diag-
nosed DLBCL. Complete response rate was 63%, 61% 
in primary nodal and 68% in extranodal cases [13].

Conclusion

Lymphoma of the oral cavity usually presents as a 
swelling and can mimic odontogenic infection. It is 
important for dentists to be aware of this possibility, 
especially if the swelling is painless and if the initial 
treatment has failed. Biopsy is used to establish the 
accurate diagnosis of the tumor and to prevent fur-
ther delays in therapy.
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