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ABSTRACT  

Aim of the study is to assess the clinical-epidemiological and morphological features of the 

lymphomas located in the oral and maxillofacial territory, including the research of histopathological forms 

involved and anatomical sites affected. It has also been analyzed their progress and response to treatment, as 

well as the patients` rate of survival. 

Material and methods The study has been conducted within the Department of Oral and Maxillofacial 

Surgery – ―Sf. Spiridon‖ Iasi for a period of 7 years (from 2010 to 2017), analyzing the data recorded in 70 

patients diagnosed with oral and maxillofacial non-Hodgkin‘s lymphomas. 

 Results Oral and maxillofacial Non-Hodgkin‘s lymphomas are most often diagnosed in elder people, 

in advanced stages (42% of the cases in stage IV). The extranodal presentation occurs in 55% of the patients, the 

parotid gland being the most frequent site.   

 Conclusions Diffuse Large B-cell Lymphoma is the most common subtype.  Chemotherapy is the 

most used therapeutic method in a multimodal treatment and the survival rate is 58%, with better results when 

the treatment is applied in the early stages. 
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INTRODUCTION 

Malignant lymphoma represents 5% of all the 

malignant lesions of the head and neck [1]being the 

second most common malignancy after the 

squamous cell carcinoma. [2] At this level Non-

Hodgkin‘s limphomas can be primary tumors or 

secondary lesions of dissaminated disease. [3] 

Primarely extranodal manifestations often involve 

regional or generalized nodal disease. [4] The head 

and neck is the second most frequent site of 

extranodal manifestation of Non-Hodgkin‘s 

lymphoma after the gastrintestinal tract. [1]  

The two main categories, Hodgkin‘s and Non-

Hodgkin‘s lymphomas, have significant different 

clinical characteristics.[5] Non-Hodgkin‘s 

lymphomas are more frequent and 30% are 

extranodal manifestations.[6]   

The international actual consensual 

classification is the World Health Organisation‘s 

(WHO) Classification, revised 4th edition 2017, 

based on distinct entities that can be defined by 

specific morphological, immunological,  genetic 

and    clinical parameters. [7] 

 

MATERIAL AND METHODS 

 

The clinical-statistical retrospective study of the 

cervicofacial lymphomas has been conducted 

within the Department of Oral and Maxillofacial 

Surgery – ―Sf. Spiridon‖ Iasi County Emergency 

Clinical Hospital for a period of 7 years (from 2010 

to 2014), analyzing the data recorded in the Patient 

Observation Recording Sheet and the Patient 

Anatomopathological Analysis Reports for the 

inpatients diagnosed initially in Department of Oral 

and Maxillofacial Surgery. 

For each patient we recorded data on age, sex, 

tumour location, histopathological subtype, disease 

stage, treatment, therapeutic response and survival. 

All the patients in the study experienced 

complete anatomopathological diagnostic including 

immunohistochemistry tests. The oral and 

maxillofacial localization was assessed as 

extranodal or nodal, with defining specific 

extranodal sites. Treatment response is assessed as 

positive (complete or partial disease remission) or 

negative (no response to treatment, fast evolving 

disease). 

Patients‘ survival assessment is made at least 

one year later after being diagnosed.   

 

RESULTS AND DISCUSSIONS 

In the period 2010-2017 in the Clinic of 

Oral and Maxillofacial Surgery Iasi were 
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hospitalized and diagnosed a total of 72 

patients with lymphoma presenting a 

cervico-facial tumour location. 70 (98%) of 

the cases were Non-Hodgkin`s lymphomas 

with various subtypes and 2 cases diagnosed 

with classic Hodgkin lymphoma of nodular 

sclerosis type.(Fig.1) 

 
Fig.1 – Oral and maxillofacial lymphomas 

     36 patients (52%) diagnosed with Non-

Hodgkin‘s lymphomas are males. The mean 

age at diagnosis was 72 years, the most 

cases (30) being recorded in patients with 

age between 70-79. (Fig 2) 

 
Fig 2 – Distribution per Decades of Age of 

Non-Hodgkin`s Lymphomas 

The minimum period of the onset of the 

illness until presentation was 2 weeks and 

the maximum 12 months. On average, 

patients presented to their doctor 4 months 

after the onset of the disease.  

39 pacients (55%) had extranodal Non-

Hodgkin Lymphoma while 31 cases 

presented nodal involvement. (Fig 3) 

 
Fig. 3 - Ratio of Nodal and Extranodal 

Forms of Non-Hodgkin`s Lymphomas 

Most of the pacients were diagnosed in 

stage IV Ann-Arbor (42%). (Fig 4) 

 
Fig. 4 – Ann-Arbor Staging of LMNH 

Accordind to WHO Classification 42 

Non-Hodgkin‘s Lymphomas were Diffuse 

Large B-cell Lymphomas (60%) The rest of 

the cases presented 7 subtypes of Non-

Hodgkin`s lymphoma namely: 7 Follicular 

Lymphomas ,  4 Mantle Cell Lymphoma, 5 

Marginal Zone Lymphoma, 6 Lymphocytic 

Lymphomas, 1 Plasmablastic Lymphoma, 4 

NOS Lymphoma (Lymphoma Not 

Otherwise Specified) and 1 T - cell 

Lymphoma. (Fig 5) 
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Fig 5 - Ratio of Non-Hodgkin`s 

Lymphomas Subtypes 

 Extranodal locations of lymphomas in 

the oral and maxillofacial territory are as 

follows: most of the cases of such 

lymphomas are located at the parotid gland 

level, namely 18 then, 8 cases at cervico-

facial soft tissues level. The jaw and palate 

are affected in 5 cases, while 4 patients have 

tumour lesions at the level of mandible 

gingival fibro mucosa. The orbit, maxillary 

sinus and the anterior tonsillar pillar were 

involved in one case each.(Fig 6) 

 
Fig.6 - Distribution per Subtypes of Non-

Hodgkin Lymphomas in OMF Territory 

Although in nodal non-Hodgkin‘s 

lymphomas the altering of the lymph nodes 

stations of the oro-maxillo-facial territory is 

highly variable and difficult to classify from 

statistical point of view, containing many 

variables, the cervical lymph nodes are the 

most common site involved in 28 cases. 

The multimodal treatment administered 

in the 70 cases of Non-Hodgkin`s 

lymphomas consists of chemotherapy, 

radiotherapy, surgical therapy, which has 

been applied as a single therapy method or a 

combination thereof.  Only 4 patients did not 

follow any treatment after diagnosis.  

Chemotherapy is the most used 

therapeutic method, applied in the treatment 

of 49 patients (both single and in 

combination with the radiotherapy and/or 

surgical treatment). CHOP Regimen 

(Cyclophosphamide, Doxorubicin, 

Vincristine, Prednisone) is used in 27 

patients with Non-Hodgkin`s Lymphomas 

and in 22 cases it is associated with 

Rituximab.  

The surgical methods have curative visa 

in 31 of the cases, while in 39 of the cases 

they are used only for diagnostic purposes 

by biopsy sampling. Pacients with parotid 

gland Non-Hodgkin‘s Lymphomas had 

surgical treatment namely: 9 superficial 

parotidectomies,  7 total parotidectomies 

with preservation of the facial nerve and just 

one extended parotidectomy with removal of 

facial nerve. Cervico-facial soft tissues 

lymphomas were completely removed in 7 

cases. The only lymphoma of the orbit was 

treated surgically. 4 cases of lymphomas of 

the maxilla were treated by maxillary 

resection. In just one case of mandible 

lymphoma was performed marginal alveolar 

resection. 

The therapeutic response of those 46 

patients with Non-Hodgkin`s Lymphomas 

located in the oral and maxillofacial territory 

is as follows: favourable response in 34 

cases, with partial or complete remission 

(out of which only 4 cases of complete 

remission) and unfavourable response in 36  

cases with the continuous evolution of the 

disease. Upon completion of the study, a 

number of 29 patients diagnosed with Non-
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Hodgkin`s lymphomas died, representing 

42% of the cases.  

A very frequent location of nodal and 

extranodal lymphomas is the head and neck 

region. While nodal lymphomas show same 

characteristics with the lymphoganglionar 

lymphomas, having any systemic location, 

the extranodal lymphomas of the oral 

maxillofacial territory show specific 

characteristics [8] and can rarely mimic 

other pathology as in unilateral 

exophthalmia in lymphoma involving the 

orbit [9, 10] or periodontal pain as a main 

clinical sign in lymphomas arising from 

maxillary bones [11, 12]. 

Boring et al report that Hodgkin 

lymphomas represent up to 25% of the head 

and neck lymphomas, while non-Hodgkin`s 

lymphomas represent more than 70% 

thereof. [13] In our study, we have 2 cases 

of nodal Hodgkin lymphoma, which by 

reference to the total number of cases it is 

consistent with the literature data. Non-

Hodgkin lymphomas are the vast majority 

with extranodal forms in a higher ratio but 

consistent with the data reported in the 

literature, accounting for over 50% of the 

cases. Our outcome (namely, a higher 

number of cases with extranodal Non-

Hodgkin's lymphoma compared to the cases 

with nodal location) is consistent with the 

study carried out by Scherfler et al. on a 

number of 42 cases. [14] 

Etemad-Moghadam et al. reports that the 

most common location of extranodal Non-

Hodgkin`s lymphomas following Waldayer 

ring is the salivary gland [15]. In our study, 

the most common location of extranodal 

Non-Hodgkin`s lymphomas is at the level of 

the parotid glands. Incision biopsy is 

contraindicated to parotid lymphomas with a 

single tumour location and no other 

available sites, due to the presence of the 

facial nerve and possible salivar 

complications (cutaneous salivary fistulas) 

of this procedure. Tumor extirpation by 

parotidectomy will be the one to provide the 

necessary tissue material for 

histopathological examination in this 

situation with facial nerve paralysis as a 

common complication of the surgical 

procedure.[16] 

Scherfler et al reports that 69% of the 

patients with head and neck lymphomas 

showed a disseminated disease with multiple 

locations [14]. These data are consistent 

with the data obtained in the own study, 

most of the patients (namely 68% of the 

cases) being diagnosed in stage III and IV of 

the disease (predominantly in stage IV). 

The use of chemotherapy, preferably in 

combination with radiotherapy, represents 

the treatment of choice for patients with 

head and neck lymphomas [17]. 

In our study, the current therapeutic 

method applied is chemotherapy, due to the 

high number of patients in an advanced 

stage disease. The surgical treatment has 

been used in combination (or not) with 

chemotherapy in a relatively high number of 

cases. Although, in our study, the most cases 

presented are in stage IV of the disease, it 

has been achieved a favourable response to 

treatment in 49% of the cases. Patients‘ 

survival assessment is made one year later 

(after the end of the review period), namely 

in 2018, and the outcome shows a survival 

rate of 58%. 

According to other previous studies, most 

of the head and neck lymphomas are B-cell 

lymphomas [18] just as it comes out from 

our study, less a single case, which is a T-

cell lymphoma. With reference to the 

subtypes of lymphomas, most studies show 

that the most common subtype found at the 

level of head and neck is the Diffuse Large 

B-cell Lymphoma. Once more, our study 

data are consistent with those reported in the 
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literature, the Diffuse Large B-cell 

Lymphoma being the main subtype 

diagnosed in 60% of the cases. 

Diffuse Large B-cell Lymphoma is 

considered an aggressive malignancy, 

treatable, with a variable evolution. Post-

chemotherapy initial remission is reported to 

be in percentage of 60%-80% [19, 20]. The 

retrospective studies report a rate of survival 

of 50% at 5 years [21]. In our study, more 

than 70% of the patients with Diffuse Large 

B-cell Lymphoma had an unfavourable 

response to the treatment and died. 

Treatment of head and neck lymphomas 

is multimodal and complex due to the many 

variables involved in terms of the status of 

the patient, lymphoma subtype or stage of 

disease extension [22]. The therapeutic 

methods from the studies reported in the 

literature are the same as those used in the 

patients included in our study, namely: 

chemotherapy, radiotherapy and surgical 

treatment. They are used in combination or 

as a single therapeutic method. 

Early diagnosis leads to treatment in 

early stages, and therefore to a better 

prognosis of the patients [4]. In our study we 

have noticed that applying the treatment in 

stages I and II leads to a positive therapeutic 

response with a high survival rate of 89%. 

 

CONCLUSIONS 

 

Oral and maxillofacial lymphomas are in 

98% of the cases Non-Hodgkin`s 

lymphomas. In 50% of the cases they are of 

extranodal forms, diagnosed in advanced 

stages of disease (Ann Arbor stage III and 

IV). 

The most common histopathological 

subtype in oral and maxillofacial territory is 

the Diffuse Large B-cell Lymphoma 

(DLBCL), representing 56% of the total 

number of cases. 

The most frequent extranodal location is 

the parotid gland.  

The most common method of treatment is 

chemotherapy in combination with surgical 

treatment or radiotherapy. In a large number 

of cases of non-Hodgkin‘s oral and 

maxillofacial lymphomas, the response to 

treatment proves to be unfavourable. 

Patients` death is recorded in 42% of the 

cases. 
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