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ABSTRACT 

We present a rare case of diffuse large B-cell lymphoma (DLBCL) in an elderly male patient who presented 

with a left sided chest wall swelling. The diagnosis was confirmed by histopathology (HPE) and 

immunohistochemistry (IHC). The patient subsequently underwent treatment and is symptomatically better. 

This case highlights the importance of considering DLBCL in the differential diagnosis of chest wall 

swellings and emphasizes the need for a multidisciplinary approach to the diagnosis and management of 

this malignancy. 

 

INTRODUCTION 

Diffuse large B-cell lymphoma (DLBCL) is the most common subtype of non-Hodgkin lymphoma (NHL), 

accounting for approximately 30% of all NHL cases. It is an aggressive and rapidly growing malignancy 

that arises from B lymphocytes. DLBCL can manifest in a variety of anatomical locations, including lymph 

nodes, extranodal sites, and organs such as the gastrointestinal tract, bone, and central nervous system. The 

etiology of DLBCL is multifactorial and may include genetic, environmental, and immunologic factors. 

The incidence of DLBCL increases with age, and it is slightly more common in men than women. Common 

clinical presentations include painless lymphadenopathy, B symptoms (fever, night sweats, weight loss), 

and extranodal masses (Padala et al. (2022). Diagnosis is typically confirmed through histopathological 

examination of a tissue biopsy, supported by immunohistochemical and molecular studies. The standard 

treatment for DLBCL is a combination of chemotherapy and monoclonal antibody therapy, with 

radiotherapy, stem cell transplantation, or targeted therapy considered for select cases (Conlan et al., 1990). 

Early diagnosis and appropriate treatment are crucial to achieving a favorable prognosis. 

 

CASE 

An elderly male patient with a history of pulmonary tuberculosis diagnosed 35 years ago, irregular 

treatment, and left lung pneumonectomy [Fig. 1]. 

  
Fig. 1: Photo showing the pneumonectomy scar on 

the back of the patient (blue arrow) 

Fig. 2: Photo showing the left lateral chest wall 

swelling (green arrow) 
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presented with a 3-month history of pain and swelling in the left lateral chest wall near the axilla [Fig. 2].  

The pain was insidious in onset, gradually progressive, pricking in nature, continuous, and radiated towards 

the left shoulder, anterior, and posterior aspect of the left chest wall. The pain aggravated upon lying down 

on the affected side and did not respond to medication. Local examination revealed a 15x13 cm swelling in 

the left lateral chest wall, with a local rise in temperature and induration. The skin over the swelling 

appeared normal. The patient's vitals and systemic examination were within normal limits. Routine 

investigations, including complete blood count and liver and kidney function tests, were normal. However, 

lactate dehydrogenase (LDH) was elevated, and serum calcium was low. CXR was done which showed 

post-left pneumonectomy status with multiple calcifications involving the soft tissue on the left upper and 

mid-zones of the left thoracic field [Fig. 3].  

 

 

Fig. 3: CXR showing post-left 

pneumonectomy status with multiple 

calcifications involving the soft tissue on 

the left upper and mid-zones of the left 

thoracic field (green arrows) 

Fig. 4: USG showing a heterogenous soft tissue lesion from 

which biopsy was taken (blue arrow) 

 

 

Ultrasound (USG) of the swelling revealed a well-defined hypoechoic lesion in the left lateral chest wall 

[Fig. 4].  

Ultrasound-guided biopsy demonstrated dissociated tumor cells arranged in sheets and invading muscle 

suggestive of poorly differentiated carcinoma vs NHL. Immunohistochemistry was positive for LCA, 

CD20, CD79a, MUM1, and CD10, while BCL6 was negative. The Ki-67 proliferation index was 90%. A 

diagnosis of diffuse large B-cell lymphoma – activated B-cell type was made. The patient was subsequently 

given chemotherapy following which he felt better. 

 

DISCUSSION 

This case represents a rare presentation of DLBCL manifesting as a chest wall swelling. The differential 

diagnosis of chest wall masses is broad, and includes benign and malignant conditions such as lipoma, 

hematoma, sarcoma, and metastatic disease. The absence of common B symptoms (fever, night sweats, and 

weight loss) in our patient further complicated the diagnosis. 

Chest wall involvement in DLBCL is uncommon, and a high index of suspicion is required for timely 

diagnosis. Histopathological examination and immunohistochemistry (IHC) remain the gold standard for 

definitive diagnosis. 
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In their case report, Kilaru et al. documented two fascinating cases of skin involvement in DLBCL—one 

primary cutaneous DLBCL and the other systemic DLBCL—each with unique clinico-pathological 

features. Although the skin lesions in both cases had a nearly identical appearance at presentation (ulcero-

proliferative), the disease was limited to the skin in the former case while being involved with the lymph 

nodes and bone marrow in the latter. They concluded that their diagnosis and accurate classification of the 

illness status were made possible by careful clinical evaluation, proper histological, and 

immunohistochemical workup, which also aided in directing the subsequent therapy choices (Kilaru, 

Sindhu et al., 2021). 

Kelly et al., in their case report described an elderly woman who presented with a rapidly growing mass on 

her left foot and hyperpigmented macules and papules on both lower extremities. Histologic analysis 

confirmed DLBCL with a high Ki-67 proliferative index (>90%). No atypical lymphoid tissues were found 

in further biopsies or PET/CT. The patient was diagnosed with stage T1N0M0 and treated with four cycles 

of rituximab combined with cyclophosphamide, hydroxydaunorubicin, vincristine (Oncovin), and 

prednisolone, followed by local radiotherapy. The tumor size significantly reduced, demonstrating the 

effectiveness of the treatment regimen (Kelly, Joel et al., 2022). 

Lee et al. described the case of an elderly man who reported lower abdominal pain, oedema, and 

erythematous changes. At first, a soft tissue infection was thought to be the cause of the skin lesion, but 

antibiotics had little effect. In addition to the skin and subcutaneous tissue of the abdomen, positron 

emission tomography-computed tomography (PET-CT) also showed uptake in the abdominal wall muscles, 

peritoneum, perineum, penis, and testis. A muscular and subcutaneous tissue biopsy from the abdomen wall 

revealed the presence of DLBCL. He underwent peripheral blood stem cell mobilisation for an autologous 

hematopoietic stem cell transplant after receiving intensive treatment that included chemotherapy with 

rituximab, cyclophosphamide, doxorubicin, vincristine, and prednisolone, central nervous system 

prophylaxis (intrathecal injection of methotrexate, cytarabine, and hydrocortisone), and orchiectomy. The 

patient's condition deteriorated quickly despite rigorous treatment (Lee et al., 2021). 

The management of DLBCL typically involves a multidisciplinary approach, incorporating medical 

oncologists, radiation oncologists, and hematologists. Treatment options include immunochemotherapy 

with the addition of monoclonal antibodies targeting CD20, such as rituximab, and aggressive 

chemotherapy regimens like R-CHOP (rituximab, cyclophosphamide, doxorubicin, vincristine, and 

prednisone). The decision to include radiation therapy in the treatment plan depends on the stage and extent 

of the disease. 

Our case highlights the importance of considering DLBCL in the differential diagnosis of chest wall 

swellings. Early diagnosis and prompt initiation of appropriate treatment are crucial to improve the 

prognosis and quality of life for patients with this aggressive malignancy. 
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