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ARTICLE INFO                                         ABSTRACT 
 

 
 
 

Lymphomas are malignant neoplasms of the lymphocyte cell lines. They are mainly divided as 
Hodgkin’s or non-Hodgkin’s lymphoma (NHL). Most patients are middle aged to older adults, with 
male preponderance. The cause of NHL is still unclear. Etiology can be viral (herpes) and 
immunological.  
This report presents a case of 24 year old, male HIV negative patient with swelling on right side of 
the face and a growth in the lower right posterior region extending from retromandibular area to 
oropharynx since last 20 days. Clinical diagnosis of malignant neoplasm was given. Radiographic 
investigations as well as advanced investigation like 18F- FDG PET-CECT were performed. 
Histopathological examination and Immunohistochemical analysis of biopsy specimen gave a 
diagnosis of Non Hodgkin’s Lymphoma. Distant metastasis was ruled out and appropriate 
Chemotherapy was initiated with successful remission of the lesion. 
The importance of good clinical acumen in early diagnosis of disease cannot be overemphasized. The 
present case is a fitting example of importance of timely diagnosis and prompt treatment which 
proved to be life saving. Although, commonly associated with immunocompromised patient, 
especially AIDS, non-immunosuppressed patients of any age can also be affected. 
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INTRODUCTION

 

 

Non-Hodgkin’s lymphomas (NHL) are often seen at 
extranodal sites of the head and neck1, but intraoral locations 
are less frequent, especially when they are presnt as the only 
manifestations of this disease2. Thats why the diagnosis is 
frequently postponed and the treatment remains improper1. 
 

Lymphoma has been traditionally separated into 2 subtypes: 
Hodgkin’s and non- Hodgkin’s lymphoma (NHL). Hodgkin’s 
lymphoma often presents as nodal disease, with a predilection 
for neck and mediastinal nodes. Non-Hodgkin’s lymphoma 
presents at an extranodal site up to 40% of the times.3 
Moreover, 2% to 3% of these extranodal cases may arise 
primarily in the oral cavity and jaws.4, 5Oral lymphoma most 
often is a component of a disseminated disease process that 
may involve regional nodes. Other times, it may represent a 
primary extranodal disease confined to the oral cavity or jaws. 
Most patients are middle aged to older adults, with male 
preponderance. The cause of NHL is still unclear. Etiology can 
be viral (herpes) and immunological.6 
 
 
 

Case Report 
 

A 25 year old male patient visited the department of Oral 
Medicine with a chief complaint of intermittent pain in lower 
right side of face since 5 days and swelling since 20 days, 
which was initially small, increased slightly in 2 days and 
rapidly increased to the present size. Initially the growth was 
painless but, after 5 days patient started experiencing  pain in 
lower right posterior region of jaw, which was dull aching and 
continuous in nature referring to the head and right side of 
face.  
 

There was no history of fever, fomentation and discharge. Face 
was asymmetrical due to a solitary diffuse extraoral swelling 
involving right mandibular body of size 2.0 x 2.0 cm, round to 
oval with horizontal axis lying mesio-laterally.  
 

The lesion was extenting antero-posteriorly 2 cm distal from 
angle of mouth to the angle of mandible. Superoinferiorly it 
was extending from about 2 cm above the lower border of the 
mandible to the submandibular region on right side. (Figure-1) 
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A solitary, discrete, non-tender submandibular lymph node 
palpable was on right side which measured  2x1 cm, oval in 
shape, firm to hard in consistency, fixed to underlying 
structures and overlying skin was normal. 
 

Intraoral examination showed a solitary diffuse exophytic 
growth involving the gingival, lingual and vestibular mucosa 
in 47, 48 region extending from retromolar area to oropharynx 
anteroposteriorly and superoinferiorly from CEJ of 47, 48 
extending into buccal vestibule, measuring approximately 4x5 
cm. It was erythematous to slightly purplish in colour with no 
ulceration. No blood or purulent discharge seen. It was soft to 
firm in consistency, tender on palpation and non
(Figure-2) 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Moderate bleeding could be elicited on provocation in 48 
region with no apparent pus discharge. Deep occlusal caries 
with grade I mobility was present in 48. Also 48 was extruded 
and pain was present on percussion.  A provisional diagnosis 
of Malignant Neoplasm of right Oropharynx with level Ib 
Lymph Node involvement with TNM Staging 
Stage III was made. 
 

Panoramic radiograph shows a solitary ill defined or ragged 
radiolucency on right side of mandible distal to & around 48 
and involving periapical area of distal root of 48
shadow was seen at 47 & 48 region. Radiographic 
Malignancy in relation to 48 was made. (Figure
 
 
 
 
 
 
 
 
 
 
 
 
 

Fig 1  Extraoral Photo – Swelling On Right Side Of Face
 

Fig-2  INTRAORAL PHOTO showing a solitary diffuse exophytic 
growth involving the gingival, lingual and vestibular mucosa in relation to 

47, 48 region  

Fig-3 -OPG showing ill defined, ragged radiolucency distal to & around 
48 and involving periapical area of distal root of 48

 

International Journal Of Current Medical And Pharmaceutical Research, Vol. 2, Issue, 7, pp.452-

 

453

tender submandibular lymph node 
palpable was on right side which measured  2x1 cm, oval in 
shape, firm to hard in consistency, fixed to underlying 

a solitary diffuse exophytic 
growth involving the gingival, lingual and vestibular mucosa 
in 47, 48 region extending from retromolar area to oropharynx 
anteroposteriorly and superoinferiorly from CEJ of 47, 48 

buccal vestibule, measuring approximately 4x5 
cm. It was erythematous to slightly purplish in colour with no 
ulceration. No blood or purulent discharge seen. It was soft to 
firm in consistency, tender on palpation and non- ulcerated. 

Moderate bleeding could be elicited on provocation in 48 
Deep occlusal caries 

with grade I mobility was present in 48. Also 48 was extruded 
and pain was present on percussion.  A provisional diagnosis 
of Malignant Neoplasm of right Oropharynx with level Ib 
Lymph Node involvement with TNM Staging – T3N1Mx, 

Panoramic radiograph shows a solitary ill defined or ragged 
radiolucency on right side of mandible distal to & around 48 
and involving periapical area of distal root of 48. Soft tissue 

Radiographic diagnosis of 
Malignancy in relation to 48 was made. (Figure-3) 

CT Image showed large homogenous enhancing mass 
involving right side of retromolar trigone, soft palate and 
masticator space. (Figure-4) 
 

Axial PET/CT images shows bulky hypermetabolic soft tissue 
mass involving right oropharyngeal region measuring about 
11.1 x 10 x 9.5 cm. Mass involves right buccal mu
extends into oral cavity through retromolar trigone involving 
right tonsil, soft and hard palate, floor of the mouth, right 
lateral border and base of tongue bilaterally. Erosion of the 
angle of mandible on right side is noted. Hypermetabolic righ
level II adenopathy was suggestive of disease involvement 
with no distant metastasis. (Figure
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Swelling On Right Side Of Face 

 
INTRAORAL PHOTO showing a solitary diffuse exophytic 

growth involving the gingival, lingual and vestibular mucosa in relation to 

 
OPG showing ill defined, ragged radiolucency distal to & around 

48 and involving periapical area of distal root of 48 

Fig-4 CT Image showing Large Homogenous enhancing mass involving 
right side of retromolar trigon, soft palate and masticator space. (black 

arrows)

Fig-5 PET/CT shows bulky hypermetabolic right oropharyngeal mass, 
tonsillar fossa(white arrows) and hypermetabolic level II lymph node 

(black arrow).
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CT Image showed large homogenous enhancing mass 
involving right side of retromolar trigone, soft palate and 

Axial PET/CT images shows bulky hypermetabolic soft tissue 
mass involving right oropharyngeal region measuring about 
11.1 x 10 x 9.5 cm. Mass involves right buccal mucosa and 
extends into oral cavity through retromolar trigone involving 
right tonsil, soft and hard palate, floor of the mouth, right 
lateral border and base of tongue bilaterally. Erosion of the 
angle of mandible on right side is noted. Hypermetabolic right 
level II adenopathy was suggestive of disease involvement 
with no distant metastasis. (Figure-5) 

 
 

 
CT Image showing Large Homogenous enhancing mass involving 

right side of retromolar trigon, soft palate and masticator space. (black 
arrows) 

 
 

 
PET/CT shows bulky hypermetabolic right oropharyngeal mass, 

tonsillar fossa(white arrows) and hypermetabolic level II lymph node 
(black arrow). 
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Incisional biopsy was performed, in histopathology 
H&E stain 10x, stratified squamous parakeratinised epithelium 
with prominent intercellular bridges with intercellular edema 
and basilar hyperplasia was seen. In connective tissue chronic 
inflammatory cell infilterate mainly lymphocytes and abundant 
collagen fibres were seen with enlarged dilated blood vessels 
lined by endothelial cells. (Figure-6) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Under H&E stain 40x diffusely scattered lymhocytes with 
hyperchromatic spindle shaped nucleus and macrophag
seen. Histopathological differential diagnosis of 
Undifferentiated Sarcoma, Poorly differentiated Carcinoma 
and non-Hodgkin’s lymphoma was made. (Figure
 
 
 
 
 
 
 
 
 
 
 
 
 
Immunohistochemical analysis for cancer 
showed proliferation index of 100%.(Figure-
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Positive staining for plasma cell markers CD138 was seen. 
Cells showed prominent nucleoli and eccentrically placed 
nucleus with a perinuclear golgi zone. Mitotic activity was 
increased. (Figure-9) 

Fig-6 H & E STAIN under 10 x
 

Fig-7 H & E STAIN under 40 x 
 

Immunohistochemistry findings

Fig-8 Ki 67 is 100 % (proliferation index)
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Incisional biopsy was performed, in histopathology under 
H&E stain 10x, stratified squamous parakeratinised epithelium 
with prominent intercellular bridges with intercellular edema 
and basilar hyperplasia was seen. In connective tissue chronic 
inflammatory cell infilterate mainly lymphocytes and abundant 
ollagen fibres were seen with enlarged dilated blood vessels 

Under H&E stain 40x diffusely scattered lymhocytes with 
hyperchromatic spindle shaped nucleus and macrophages were 
seen. Histopathological differential diagnosis of 
Undifferentiated Sarcoma, Poorly differentiated Carcinoma 

Hodgkin’s lymphoma was made. (Figure-7) 

Immunohistochemical analysis for cancer biomarker Ki 67 
-8) 

Positive staining for plasma cell markers CD138 was seen. 
eccentrically placed 

nucleus with a perinuclear golgi zone. Mitotic activity was 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Angiocentric marking was positive by CD3 marker. (Figure
10) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Tumor cells were negative for p63, S100, CD20, Alk
Cytokeratine AE1/ AE3 was positive but, mild staining for 
Leukocyte Common Antigen (LCA) confirmed the diagnosis 
of non-Hodgkin’s lymphoma. Distant metastasis was ruled out.
A complete laboratory study showed increase in 
haematological counts i.e. Platelets, WBC counts,  
Neutrophils, Large unstained cells (LUC). In addition to these, 
there was also increase in Prothrombin time (PT), International 
normalised ratio (INR), Fasting blood glucose, Serum 
Potassium and Serum Alkaline Phosphatase. 
 

Based on these investigations it 
Oral non-Hodgkin’s Lymphoma of right Oropharynx with 
level II Adenopathy. The patient was staged I according to the 
Ann Arbor Staging system. Histological and 
immunohistochemistry studies confirmed the diagnosis as 
diffuse large B-cell Lymphoma (DLBCL) of the Oropharynx 
according to the Revised European
Lymphoid Neoplasms/World Health Organisation 
classification of lymphoid neoplasms (REAL/WHO).
 

Treatment was given at a tertiary hospital, Tab Dexa 4 mg
x 3 days, started before chemotherapy.
initiated with Inj. Dexamethasone 20 mg IV, Inj. Phenargan 
12.5 mg, Inj. Cisplastin 75 mg/m2 1 hr IV , Hydration 1 litre 
Normal Saline with 2 ampules of Potassium Chloride, 
Hydration 1 litre Normal Saline with 2 ampules of 

 
 

 
 

findings 

 
Ki 67 is 100 % (proliferation index) 

Fig-9- Cells show prominent nucleoli and eccentrically placed nucleus 
with a perinuclear Golgi zone. Increased mitotic activity. Positive 

staining for plasma cell marker CD138

Fig-10 Angiocentric marking positive by CD 3
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Angiocentric marking was positive by CD3 marker. (Figure-

Tumor cells were negative for p63, S100, CD20, Alk-1, CD30. 
AE3 was positive but, mild staining for 

Leukocyte Common Antigen (LCA) confirmed the diagnosis 
Distant metastasis was ruled out. 

A complete laboratory study showed increase in 
haematological counts i.e. Platelets, WBC counts,  

utrophils, Large unstained cells (LUC). In addition to these, 
there was also increase in Prothrombin time (PT), International 
normalised ratio (INR), Fasting blood glucose, Serum 
Potassium and Serum Alkaline Phosphatase.  

Based on these investigations it was concluded as a case of 
Hodgkin’s Lymphoma of right Oropharynx with 

level II Adenopathy. The patient was staged I according to the 
Ann Arbor Staging system. Histological and 
immunohistochemistry studies confirmed the diagnosis as 

cell Lymphoma (DLBCL) of the Oropharynx 
according to the Revised European-American Classification of 
Lymphoid Neoplasms/World Health Organisation 
classification of lymphoid neoplasms (REAL/WHO).6 

Treatment was given at a tertiary hospital, Tab Dexa 4 mg BID 
x 3 days, started before chemotherapy. Chemotherapy was 
initiated with Inj. Dexamethasone 20 mg IV, Inj. Phenargan 
12.5 mg, Inj. Cisplastin 75 mg/m2 1 hr IV , Hydration 1 litre 
Normal Saline with 2 ampules of Potassium Chloride, 

al Saline with 2 ampules of 

 
Cells show prominent nucleoli and eccentrically placed nucleus 

with a perinuclear Golgi zone. Increased mitotic activity. Positive 
or plasma cell marker CD138 

 

 
Angiocentric marking positive by CD 3 
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Magnessium Sulphate. Cycle was repeated every 3 weeks with 
successful and complete remission of the lesion after 6 months. 
(Figure-11) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
DISCUSSION 
 

Non-Hodgkin Lymphomas (NHL) are often seen at extranodal 
sites of the head and neck1, but intraoral locations are less 
frequent, especially when they are present as the only 
manifestations of this disease2. It was found by Freeman 
that 28% affected the head and neck area and 2% were located 
in the oral cavity.  
 

Takahashi et al8 showed that 8% of extra lymph node NHL 
was in the oral cavity, which could be considered as a low 
incidence of NHL oral manifestation. In this case age o
presentation was 25 years with oral symptoms aggravating in 
20 days. 
 

Econopoulos´ review9 of 116 cases of head and neck NHL 
treated between 1977 and 1997, reported 9 cases (7.8%) with 
mandible and/or gingival involvement similar to our case. 
As with our case, Anavi et al10 found that more frequent 
symptoms seen in mandibular NHL were teeth mobility and 
teeth pain, with preserved dental vitality, because of which, 
NHL should be considered in differential diagnosis of any 
process that presents teeth mobility and any periapical 
radiolucency that is not related to other findings of clinical 
history (trauma, periodontal disease, deep caries, etc.).
 

The WHO classification includes Diffuse large B
Lymphoma (DLBCL), Follicular Lymphoma (FL), Smal
Lymphocytic Lymphoma (SLL), Chronic Lymphocytic 
Leukemia (CLL), Mantle cell lymphoma (MCL), Extranodal 
marginal zone lymphoma (ENMZL), Burkitt’s lymphoma 
(BL), Plasmacytoma/ Multiple myeloma(MM), and several 
other rare entities in peripheral B cell neopl
classification is a combination of morphology, 

Fig-11 Follow-up after 6 months: complete remission of the lesion
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Magnessium Sulphate. Cycle was repeated every 3 weeks with 
successful and complete remission of the lesion after 6 months. 

Hodgkin Lymphomas (NHL) are often seen at extranodal 
, but intraoral locations are less 

frequent, especially when they are present as the only 
. It was found by Freeman et al7 

that 28% affected the head and neck area and 2% were located 

showed that 8% of extra lymph node NHL 
was in the oral cavity, which could be considered as a low 
incidence of NHL oral manifestation. In this case age of 
presentation was 25 years with oral symptoms aggravating in 

of 116 cases of head and neck NHL 
treated between 1977 and 1997, reported 9 cases (7.8%) with 
mandible and/or gingival involvement similar to our case.  

found that more frequent 
symptoms seen in mandibular NHL were teeth mobility and 
teeth pain, with preserved dental vitality, because of which, 
NHL should be considered in differential diagnosis of any 

eeth mobility and any periapical 
radiolucency that is not related to other findings of clinical 
history (trauma, periodontal disease, deep caries, etc.). 

Diffuse large B-cell 
DLBCL), Follicular Lymphoma (FL), Small 

Lymphocytic Lymphoma (SLL), Chronic Lymphocytic 
Leukemia (CLL), Mantle cell lymphoma (MCL), Extranodal 
marginal zone lymphoma (ENMZL), Burkitt’s lymphoma 
(BL), Plasmacytoma/ Multiple myeloma(MM), and several 
other rare entities in peripheral B cell neoplasms. This 
classification is a combination of morphology, 

immunophenotype, molecular genetics, and clinical aspects.
The clinical aggressiveness of the subtype can be predicted 
with this classification.11 

 

Approximately 2.5% of malignant lymphoma arises in
and paraoral region, mainly in the form of Waldeyer's ring (i.e. 
the tonsils and base, nasopharynx and base of the tongue). The 
diffuse large B-cell lymphoma (DLBCL) appeares to be the 
most common type of primary oral and paraoral NHL.
features were similar to our case.
 

The cells of DLBCL are roughly 3 times the
lymphocytes and have a vesicular appearing nucleus, usually 
with prominent membrane 
prominent Nucleoli. This paper also presents a case of
which showed minor numbers of admixed scattered T cells 
that stained for the T cell marker CD3. This phenomenon
also observed in cases of other B cell subtypes.
 

In addition, many of the cells will show an eccentrically placed 
nucleus with a perinuclear Golgi zone. Mitotic activity is 
increased. Staining for one of the plasma cell markers CD138 
was seen. Leukocyte common antigen and CD20 are often 
negative, but in our case LCA was focally stained showing 
mild positivity.11 The presence of posi
leukocyte common antigen (LCA) in histological specimen 
distinguishes malignant lymphomas from non
neoplasms.6    
 

Diffuse large B cell lymphoma is considered an aggressive yet 
treatable neoplasm with a variable clinical course. 
remission of 60% to 80% has been reported with 
chemotherapy as seen with our case
 

However, a large long-term retrospective study showed a 5
year survival rate around 50% and local recurrence is frequent, 
including several years after the fi
follow up is necessary.13  
 

The cause of NHL is still unclear. Viruses have been suggested 
as a potential cause of the disease.
 

Patients who are congenitally immunosuppressed and those 
who receive immunosuppressive therapy, an
lymphoma has been reported in such patients.
have localized disease (Ann Arbor stage I), but some of them 
have disseminated disease. 
diseases, and those with AIDS have a much worse prognosis.
The present case shows that although, commonly associated 
with immunocompromised patient, especially AIDS, non
immunosuppressed patients of any age can also be affected
 

CONCLUSION 
 

Incorrect diagnosis often leads to multiple biopsies, diagnostic 
delays, occasional large anatomical dissections to obtain 
adequate tissue, and even inadvertent ablative procedures, 
when lymphoma cannot be easily differentiated from 
carcinoma. It is important to know that almost 23% of patients 
with NHL present with involvement
neck site.15 Differential diagnosis of any oral lesions should 
include lymphoma. Dentists can play an important role in the 
early detection of the disease by knowing the early signs of B
cell lymphomas. The importance of good cli
early diagnosis of disease cannot be overemphasized. The 
present case is a fitting example of importance of timely 
diagnosis and prompt treatment which proved to be life saving.
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