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Primary pulmonary lymphoma is defined as clonal lymphoproliferative disorder infiltrates of one or 

both lungs, without extrapulmonary involvement at the time or up to 3 months after the diagnosis (1). 

It is 0.5-1% (2) of primary pulmonary malignancy. 70-80 % of that is mucosa associated lymphoid 

tissue lymphoma (MALT) (2). Thus, all other types of lymphoma are about 20-30%.  Diffuse large B-

Cell lymphoma (DLBCL) is one of uncommon primary lung lymphoma.  It is rare for DLBCL to present 

as pulmonary nodule without lymph node involvement. 

 

An 80-year-old man with past medical history of Hypertension and type-2 diabetes mellitus. He 

presented to his primary care physician for change of his urine color which he described as tea colored 

and he passed three very small stones. The primary care physician ordered a non-contrast CT abdomen 

with renal protocol to evaluate for renal calculus. The CT abdomen showed no renal calculus but it 

picked up a 23 mm right lower lobe pulmonary nodule (Figure1). The patient was referred to positron 

emission tomography scan (PET scan). The PET scan showed hypermetabolic activity in the right lower 

lobe nodule.  the nodule had standardized uptake values (SUV) 10.7. This was highly suspicious for 

malignant etiology of the lung nodule. There was no other significant finding on the PET scan to suggest 

malignancy anywhere else but the lung nodule. There were no significant hypermetabolic activities of 

the mediastinal and hilar lymph node.  The patient was referred to our interventional pulmonary clinic. 

The patient has chronic dry cough without hemoptysis. He denies any shortness of breath or dyspnea 

on exertion. He denies any history of smoking or significant history of occupational exposure. We 

discussed with the patient performing bronchoscopy and biopsy and he agreed on the procedure. A 

robotic bronchoscopy was performed and transbronchial lung needle aspiration TBNA with 21 gage 

needle and transbronchial lung biopsies with 2 mm forceps were obtained from the lung nodule. 

Endobronchial ultrasound with TBNA from mediastinal and hilar lymph nodes were obtained.  All 

TBNS and biopsies were sent for cytology and pathology.  Lung nodule pathology showed diffuse large 

B-Cell lymphoma (DLBCL). Lymph node TBNA showed normal lymphocytes. DLBCL was limited 

to the lung nodule only.  

 

Primary lung lymphoma (PLL) it forma about 0.5% of all primary lung tumor (2). PLL is defined as 

clonal lymphoproliferative disorder infiltrates of one or both lungs, without extrapulmonary 

involvement at the time or up to 3 months after the diagnosis. The most common lymphoproliferative 

disorder of the lung is MALT lymphoma 70-80% (2). Less common is B-cell lymphoma such as 
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DLBCL, lymphomatoid granulomatosis (LYG), plasmacytoma, and other types of small lymphocytic 

lymphoma in addition to T-cell origin lymphoma (2).  

 

Primary pulmonary DLBCL is a rare disease which is more likely to present in immunocompromised 

and elderly patients (3).  Up to 50% of primary pulmonary DLBCLs it may be presented at the same 

time with pulmonary marginal zone B cell lymphoma of mucosa associated lymphoid tissue 

(MALT)(3). Therefore, there is possibilities that MALT may progress to DLBCL (3). Almost 50% of 

Pulmonary MALT can be asymptomatic at the time of the diagnosis. There is no particular 

microorganism has been linked to the development of primary MALT lymphoma of the lungs.  There 

is no guideline or randomized clinical trial on the treatment of Pulmonary DLBCL.  Surgical option in 

localized disease has been used before (4). Radiation it can be used but in specific cases but it has no 

significant role (3). Chemotherapy with CHOP with or without Rituximab has shown survival benefits 

in nodal lymphoma (5,6) . The presentation of DLBCL as solitary pulmonary nodule as solo location is 

very rare. Establishing the diagnosis in this case is critical as treatment options are different from other 

types of lung cancer. 

 

Part of this case was presented as poster in American Thoracic Society Conference( ATS 2022). San 

Francisco, USA.  

 

 

Figure 1: Right lower lobe lung nodule. 
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