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Case Report
Diagnosis of a plasmoblastic lymphoma of the mandible
after renal transplantation: a case report
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Abstract -- Introduction: Post-transplant lymphoproliferations (PTL) are a severe complication of solid organ
transplants. Their locations can be extra-nodal. Observation: The diagnosis and management of a non-Hodgkin’s
plasmablastic lymphoma of mandibular localization affecting a 66-year-old kidney transplanted patient are reported
here. Comment: The main risk factors for non-Hodgkin lymphoma are immunosuppression and infection with
Epstein-Barr virus. Clinical and radiographic examinations, which are not specific, must be supplemented by a
histological examination. Treatment which is not consensual will most often consist of a reduction in
immunosuppression coupled with chemotherapy. Conclusion: Despite a constant evolution in the incidence and
clinical picture of post-transplant lymphomas, the role of the dentist remains essential in the early detection of
lesions.
Introduction

According to the new classification from the World Health
Organization, post-transplantation lymphoproliferative (PTL)
syndromes cover a heterogeneous set of benign or malignant
pathologies, including lymphoma, occurring in a context of
post-transplantation immunosuppression due to quantitative
or qualitative T lymphocyte damage [1]. They represent a
severe complication occurring in patients with solid organ
transplants such as kidneys.

Non-Hodgkin lymphoma (NHL) are usually lymph node, but
20–30% of the sites are extra-nodal [2], particularly affecting
the oral cavity. A case of mandibulare plasmablastic
lymphoproliferative syndrome in an Epstein-Barr virus (EBV)
positive patient is presented here.

Since 2011, only one case of oral cavity plasmablastic
lymphoma occurring after solid organ transplantation has been
documented.

Observation

A 66-year-old man presented to the dental emergency
department following the appearance of buccal and lingual
swelling in the lower right mandibular molar region evolving
over the past two weeks. This patient had a kidney transplant
.ines@gmail.com
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4 years ago. His treatment was tacrolimus, cortisone and
catapressan.

Intraoral examination revealed vestibular and lingual
gingival hypertrophy ranging from 44 to 47 (increased around
46, mesioversed) the mucosa was erythematous and ulcerated
(Fig. 1). This lesion was painless on palpation. The teeth facing
the lesion were vital. Neurological examination of the right
alveolar nerve territory was normal.

The orthopantomogram showed a periodontal pocket
mesial to tooth 46 (Fig. 2). The cone-beam was unremarkable
(Fig. 3).

Due to the suspicious macroscopic appearance of the
lesion, a biopsy was performed at the site. Histological analysis
was in favor of a post-transplant monomorphic lymphoproli-
ferative syndrome. The immunohistochemistry specified a
plasmablastic-type lymphoma.

The patient was referred to the hematology department for
an extension assessment. The whole body CT scan did not show
any other localization.

PCR was positive for EBV with 132,000 copies of the viral
genome.

The strictly medical management consisted of treatment
with 2 courses of R-CHOP (R-CHOP: rituximab, cyclophospha-
mide, vincristine, doxorubicin, methylprednisolone) associated
with a reduction of the dosage of tacrolimus, in order to reduce
immunosuppression induced by this treatment (from 3mg a day
to 2mg a day).
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Fig. 1. Intraoral picture: vestibular and lingual gingival hypertrophy
ranging from 44 to 47.

Fig. 2. Orthopantomogram: periodontal pocket mesial to tooth 46.

Fig. 3. Computed tomography focus on sector 4: unremarkable.
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The response to treatment was favorable and complete
remission was obtained after this treatment.

Comments

In terminal chronic kidney failure, kidney transplantation is
currently the standard treatment ensuringbetter patient survival.

However, immunosuppressive anti-rejection therapy greatly
increases the risk of developing infections and neoplasms. Thus,
cancers occur in 30% of cases and represent the major cause of
death in kidney transplant patients. After skin cancer, malignant
lymphoid proliferation is the most common [3].

The new classification from the World Health Organization
groups NHL, myeloma and Hodgkin lymphoma after transplant
into a category called post-transplant monomorphic lympho-
proliferations [1].

NHL represents, after squamous cell carcinoma, the second
cancer of the head and neck region, accounting for 2.6% of the
lesions encountered [4]. After renal transplantation, its
incidence is 0.4% at one year and 1% at five years [5].
2

The main risk factors for developing PTL are infection with
EBVand immunosuppression [2]. In fact, in a transplant patient,
the antiviral defenses are impaired mainly by the immunosup-
pressive treatment which decreases the cytotoxic T response,
responsible for the fight against cells infected with EBV.

EBV contamination plays a major role in this oncogenic
process. This lymphotropic virus infects over 90% of the
general population. Unlike an immunocompetent patient,
the transplant patient does not have sufficient cellular
immunity to control his primary infection and periodic
reactivations of EBV. An EBV-negative patient (8% of the
general population) receiving a transplant from an EBV-
positive donor has a high risk of developing post-transplant
lymphoma: 11.5% after primary infection and 3.6% after
reactivation [6].
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The locations of NHL are varied. The main sites are the graft
itself (12%), digestive (25%), cerebral (14%), isolated ganglia
(13%) but also cutaneous, ENT and oral [5]. In the oral sphere,
they can involve the tongue, the gingiva, the hard palate, the
jaws, the palatine and lingual tonsils, and more generally all
the structures constituting the Waldeyer’s ring [7].

Among NHL, the most frequently encountered histological
type is that with large B cells [8].

Plasmablastic lymphoma (PBL) is a rare aggressive variant
of large B cell lymphoma defined as a proliferation of large
neoplastic plasmoblasts [9].

PBLs in immunocompromised patients, like transplanted [10]
or HIV-positive patients, show a predilection for the oral cavity,
although extra-oral involvement is found [11]. They are
predominant in male and more frequently affect the adult
population, with a median age of presentation being in the fourth
decade [12,13].

PBLs also develop in immunocompetent patients, usually
already over 60 years old by the time of showing.

A third of these PBLs’ occurrences are in absence of EBV+ [14].
Clinically, in our patient, the swelling was not painful but

we can also find bone or dental pain when lymphoid cells
infiltrate the dental pulp. The clinical picture can also find
dental mobility or loss, pathological fractures [1,15] or even
paresthesia of the inferior alveolar nerve secondary to its
compression or infiltration. A general sign such as fever, night
sweats or weight loss may also appear [12].

Radiographic examination is not specific in the initial
stage. At a more advanced stage, we may find osteolysis,
periosteal thickening, periodontal enlargement or enlargement
of the mandibular canal [1,16].

Due to the absence of radio-clinical specificity, several
diagnostic hypotheses can be raised: either benign (periodon-
tal disease, pericoronitis, periodontal abscess), or malignant
(multiple myeloma [12], primary bone carcinoma, bone
metastasis, osteomyelitis).

The diagnosis must be confirmed by histological and
immunohistochemical analysis.

The detection of EBV is conventionally carried out by in situ
hybridization (search for RNA not coding for EBV) or by
immunohistochemistry (detection of EBV Ag or proteins
expressed by EBV).

In our patient, this test was positive and confirmed by PCR
test with a high replication rate, indicating a recent
reactivation of the virus.

Treatment can be preemptive and regular monitoring of EBV
viral loads is sometimes undertaken to treat primary infection
or reactivation with EBV [17].

When an LPT is proven, the curative treatment will be
assessed in a multidisciplinary discussion on criteria such as
the histological subtype, but also the location and size of the
tumor. There are currently no standardized approaches, as
therapeutic tools and indications are still poorly established.

A reduction in immunosuppression is often sought as a
first-line treatment, but it is most often insufficient and
must be combined with chemotherapy, immunotherapy,
immunochemotherapy or cell therapy, or even in more rare
cases with surgery and radiotherapy when the tumor remains
localized to the original site [18].

Chemotherapy consists of a combination of chemothera-
peutic agents such as CHOP alone (cyclophosphamide,
doxorubicin, vincristine, prednisone) [19] or, as for the
patient here, in combination with rituximab, which is a
monoclonal antibody making it possible to strengthen or
restore a competent immune system. More recently, therapies
specifically targeting proteins located on the surface of
cancer cells have been introduced to stop their growth and
spread [20].

The initial response to chemotherapy is favorable in PBL
with an overall response rate of up to 77% [12]. The prognosis
without chemotherapy is poor, with a median survival of
3 months [12].

Conclusion

Despite a constant change in the incidence and clinical
picture of PTL, as well as an improvement in their management,
these blood disorders still represent a serious complication of
transplants.

A better understanding of the risk factors and proliferative
mechanisms inherent in PTL will improve the prevention and
treatment of these hemopathies.

In this context, the role of the dentist remains essential in
the early detection of oral lesions that could be related to
extra- nodal PTL.
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