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Pulmonary diffuse large B-cell lymphoma with concurrent organizing pneumonia: a case report
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Primary pulmonary lymphoma represents an uncommon extranodal manifestation of non-Hodgkin lymphoma, with atypical clinical and radiographic features frequently leading to diagnostic challenges. Herein, we present a rare case of a 56 years-old female who presented with recurrent pyrexia. Initial thoracic computed tomography (CT) demonstrated a mass-like consolidation in the left lower lobe with bilateral pulmonary nodules. Transbronchial biopsy established organizing pneumonia; however, underlying malignancy could not be excluded. Following high-dose prednisolone therapy, clinical improvement was observed with corresponding radiographic resolution. Upon corticosteroid discontinuation, febrile recurrence developed with CT demonstrating bilateral pulmonary lesion progression. Repeat bronchoscopy revealed endobronchial lesions, though biopsy demonstrated only atypical cellular features without definitive diagnosis. Six months after initial presentation, cervical lymphadenopathy developed, and excisional lymph node biopsy confirmed diffuse large B-cell lymphoma. Following four cycles of standard R-CHOP chemotherapy with RECIST criteria assessment, partial radiographic response of pulmonary lesions was documented. This case represents a documented coexistence of primary pulmonary DLBCL and organizing pneumonia, offering unique insights into diagnostic challenges and therapeutic implications.
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1 Introduction

Pulmonary lymphoproliferative disorders can be categorized into primary pulmonary lymphoma (PPL) or secondary pulmonary involvement, the latter resulting from either contiguous spread from adjacent lymphatic structures (mediastinum, hilar lymph nodes, or thymus) or hematogenous dissemination from extrapulmonary sites (1). PPL represents a rare variant of non-Hodgkin lymphoma (NHL) characterized by parenchymal lung involvement with or without mediastinal or hilar lymphadenopathy (2). This entity constitutes merely 0.5%–1% of primary pulmonary malignancies and 3%–4% of extranodal lymphomas, representing less than 1% of all NHL cases (3, 4). Primary diffuse large B-cell lymphoma (DLBCL) of the lung ranks as the second most prevalent PPL subtype, accounting for 10%–20% of cases, with a predominant occurrence in immunocompromised individuals (5). The diagnostic process is frequently challenging due to the non-specific nature of clinical manifestations, with definitive diagnosis typically requiring thoracotomy or computed tomography (CT)-guided percutaneous biopsy specimens (6).

Organizing pneumonia (OP) represents a distinct interstitial pneumonia subtype that encompasses both cryptogenic and secondary etiologies (7). This clinicopathological entity is characterized by the presence of granulation tissue and fibrotic plugs within small airways, alveolar ducts, and alveolar spaces (8). Radiologically, OP commonly manifests as ground-glass opacities or consolidations with peribronchovascular distribution (9). CT imaging typically reveals bilateral, migratory, patchy alveolar opacities that may demonstrate spontaneous resolution (10). Given that patients frequently present with non-specific respiratory symptoms indistinguishable from infectious pneumonia—including dyspnea, cough, and fever—definitive diagnosis necessitates histopathological confirmation through invasive procedures. The pathological hallmarks include granulation tissue buds evolving from fibrinous exudates to collagenous structures containing fibroblasts and myofibroblasts, admixed with loose connective tissue within distal airspaces (11). OP has well-established associations with various underlying conditions, including connective tissue disorders, infectious processes, post-transplantation reactions, and malignancies (12). Notably, the literature contains no documented cases of OP occurring concomitantly with primary pulmonary DLBCL. Herein, we present an exceptionally rare case of primary pulmonary DLBCL with OP as the initial clinical manifestation.



2 Case presentation

A 56 years-old female agricultural worker presented with pyrexia. Medical history revealed herpes zoster 1 month prior, with negative findings for respiratory manifestations, tobacco or alcohol consumption, familial oncological history, and recent travel. Serological testing for hepatitis B and C virus was negative. Thoracic CT demonstrated soft tissue masses in the left inferior and right middle pulmonary lobes with localized bronchial wall thickening, suggesting neoplastic disease with metastatic potential. Bilateral pulmonary micronodules and mild mediastinal lymphadenopathy were noted. The patient had previously declined positron emission tomography due to financial constraints. Comprehensive diagnostic imaging, including cranial magnetic resonance imaging, whole-abdominal imaging, adrenal CT, and whole-body bone scintigraphy, revealed no significant abnormalities. Bronchoscopic evaluation with endobronchial ultrasound-guided sampling of lymph nodes at stations 7, 4R, and 11R demonstrated no tracheobronchial neoplasia. Pulmonary tissue specimens exhibited focal fibrous hyperplasia, while lymph node biopsies were negative for malignancy. The patient declined further recommended pulmonary sampling and was discharged after symptomatic management. One month later, the patient presented with recurrent productive cough. Physical examination revealed no peripheral lymphadenopathy. Repeated thoracic CT showed stable findings without cervical lymphadenopathy on ultrasonography. Bronchoscopy with ultrasound-guided sampling confirmed absence of endobronchial lesions. Histopathology demonstrated alveolar architecture with interstitial fibrosis, sclerosis, lymphocytic infiltration, and alveolar macrophages—findings consistent with OP. Given multifocal pulmonary lesions and persistent oncological concerns, additional biopsies were performed. The right lung specimen supported the OP diagnosis, while the left lung sample revealed coagulative necrotic tissue suggestive of tumor necrosis. The patient declined further invasive assessment and began oral prednisolone acetate (5 mg/kg daily). Follow-up after 1 month showed significant radiographic and symptomatic improvement. Despite recommendations for continued therapy and surveillance, the patient discontinued corticosteroids after 2 months. Five months later, fever recurred with CT showing lesional progression, bilateral pulmonary cavitation, and progressive mediastinal lymphadenopathy. A second pulmonary biopsy revealed atypical cells, but bronchoscopic sampling yielded only necrotic material. One week subsequently, palpable cervical lymphadenopathy developed. Excisional lymph node biopsy established diffuse large B-cell non-Hodgkin lymphoma. Immunohistochemistry demonstrated positivity for CD20, CD79a, Ki-67 (60%), CD3, Bcl-2, focal Bcl-6, and partial MUM-1, with negativity for CD30, CD15, CD10, and CD56, and focal CD21-positive follicular dendritic cells. The patient declined bone marrow assessment. Comprehensive evaluation confirmed primary pulmonary diffuse large B-cell lymphoma of non-germinal center phenotype, stage IIE. The patient received standard R-CHOP chemotherapy with partial response on post-treatment evaluation. The timeline of key clinical events is summarized in Table 1.


TABLE 1 Timeline of key clinical events.


	Time point
	Clinical event





	Day 0
	Initial presentation with pyrexia



	Day 1
	First thoracic CT showing soft tissue masses in left lower and right middle lobes



	Day 3
	First bronchoscopic examination with no significant endobronchial lesions



	Day 5
	Patient declined PET-CT due to financial constraints



	Day 30
	Patient returned with recurrent productive cough



	Day 32
	Repeat thoracic CT showing stable findings



	Day 35
	Second bronchoscopy confirming organizing pneumonia



	Day 37
	Lung biopsy showing coagulative necrotic tissue in left lung



	Day 38
	Initiation of oral prednisolone (5 mg/kg/day)



	Day 68
	Follow-up showing significant clinical and radiographic improvement



	Day 98
	Patient self-discontinued corticosteroid therapy



	Day 248
	Recurrent fever with CT showing disease progression and cavitation



	Day 250
	Third bronchoscopy showing bronchial stenosis and neoplastic infiltration



	Day 257
	Development of palpable cervical lymphadenopathy



	Day 259
	Lymph node biopsy confirming diffuse large B-cell lymphoma



	Day 260
	Initiation of R-CHOP chemotherapy



	Day 380
	Partial response documented after 4 cycles of chemotherapy







Patient perspective: the patient reported significant emotional distress during the prolonged diagnostic journey, expressing frustration with the initial misdiagnosis and disappointment in having to discontinue treatment due to financial constraints. The patient described severe disruption to her daily agricultural work and family responsibilities, particularly during periods of fever and respiratory symptoms. Following lymphoma diagnosis, the patient expressed relief at having a definitive diagnosis but anxiety about treatment outcomes. After experiencing symptom improvement with chemotherapy, the patient reported renewed hope and emphasized the importance of thorough diagnostic evaluations despite initial negative findings.



3 Discussion

The pulmonary parenchyma represents a frequent site of metastatic involvement in lymphoproliferative malignancies, with documented prevalence reaching 38% in HL and 24% in NHL (13). Conversely, PPL is rare and defined by lymphoma cells primarily in lung tissue with little or no hilar lymph node involvement at diagnosis or within 3 months (14). Within the spectrum of primary pulmonary NHL, DLBCL comprises approximately 10% of cases, demonstrating predilection for immunocompromised hosts (15). In the present case, despite documented human immunodeficiency virus seronegativity, the patient’s recent herpes zoster infection suggests underlying immunological perturbation.

The exact cause of primary pulmonary DLBCL is still unclear, though several theories exist. A predominant hypothesis suggests that chronic inflammatory pulmonary conditions precipitate aberrant clonal lymphoid proliferation within the pulmonary microenvironment (16). The clinical manifestations of both interstitial pneumopathies and pulmonary neoplastic processes demonstrate substantial overlap and lack pathognomonic features; approximately one-third of patients remain clinically asymptomatic. Symptomatic presentations typically encompass non-specific respiratory manifestations including cough, pyrexia, dyspnea, and thoracic discomfort (17). Definitive differentiation between these pathological entities necessitates histopathological assessment rather than clinical parameters alone. The initial pulmonary parenchymal biopsy in this patient established OP, a condition with recognized secondary etiologies. While associations between OP and HL have been documented in the literature (18), analogous correlations with NHL remain undescribed. Glucocorticoid therapy constitutes the cornerstone of OP management but may confound lymphoma diagnosis while simultaneously exerting cytoreductive effects on lymphomatous tissue (19), potentially obscuring the temporal progression and delaying definitive diagnosis in cases of coexistent pathologies.

Primary pulmonary DLBCL exhibits heterogeneous radiographic manifestations, including nodular lesions, mass-like consolidations, and hilar or mediastinal lymphadenopathy (20). Conventional radiography and computed tomography typically demonstrate bronchial involvement with variable lobar atelectasis (21), as seen in Figure 1A. Cavitation and necrosis represent characteristic features of primary DLBCL (22), as demonstrated in Figure 1B. In this case, the development of multiple pulmonary cavities with irregular, nodular internal margins during disease progression likely reflects necrotic transformation of tumor tissue with endobronchial evacuation, with significant improvement observed after treatment (Figure 1C). The subsequent bronchoscopic identification of endobronchial neoplastic infiltration correlates with these radiographic findings.
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FIGURE 1
Chest imaging progression. (A) Initial computed tomography (CT) scan showing masses in left lower and right middle lobes with bronchial thickening, suggesting possible cancer. Multiple small nodules visible in both lungs. (B) CT scan 5 months after stopping steroids showing significant worsening with larger lesions, multiple cavities, and enlarged lymph nodes. (C) CT scan after 4 cycles of R-CHOP showing shrinkage of lung lesions and partial resolution of cavities, indicating good response to treatment.


When thoracic imaging demonstrates mass-like parenchymal abnormalities, tissue acquisition becomes imperative for definitive diagnosis. The diagnosis of pulmonary lymphoma is often hampered by technical challenges that frequently delay accurate classification. Bronchoscopic approaches with bronchoalveolar lavage (BAL) and transbronchial lung biopsy (TBLB) may provide specimens (23), as shown in Figure 2A, though with limited diagnostic yield—notably, 42% of patients with eventual lymphoma diagnosis demonstrate initially non-diagnostic or inflammatory findings on bronchoscopic evaluation (24). These limitations stem primarily from insufficient tissue volume and the presence of necrotic specimens, particularly challenging in DLBCL where extensive necrosis is characteristic (25). In our case, BAL cytological analysis revealed no malignant cells, while TBLB demonstrated only interstitial fibrosis and lymphocytic infiltration consistent with OP (Figure 2B). Subsequent CT-guided percutaneous lung biopsy demonstrated coagulative necrosis and lymphocytic infiltration raising suspicion for lymphomatous involvement, but limited specimen quantity precluded comprehensive immunophenotypic analysis (26). Studies show that definitive diagnosis typically follows a median diagnostic delay of 3 months (range 5–36 months), often requiring multiple sampling attempts until a large tissue specimen is obtained, as evidenced in our case with repeated bronchoscopic examinations (Figure 3). While less invasive methods like transbronchial lung cryobiopsy (TBLC) combined with endobronchial ultrasound and guide sheath can provide larger samples and reduce the need for surgery, these approaches may remain insufficient in complex cases. Strategies to overcome these limitations include CT-guided core needle biopsy with larger-gauge needles (18–19G), sampling from multiple regions to account for tumor heterogeneity, and ancillary studies including immunohistochemistry, flow cytometry, cytogenetics, and molecular analysis for B-cell clonality (25, 27). When these approaches prove insufficient, surgical lung biopsy via video-assisted thoracoscopic surgery offers superior diagnostic yield (> 90%) though with increased procedural risk. In our patient, while surgical lung biopsy might have provided optimal diagnostic material, the development of cervical lymphadenopathy 6 months after initial presentation facilitated definitive diagnosis through less invasive excisional lymph node biopsy. This case highlights two critical clinical lessons: first, clinicians must maintain vigilance for underlying malignancy in steroid-unresponsive or relapsing organizing pneumonia; second, when pulmonary samples yield inconclusive results, lymph node biopsy—even at distant sites—can provide definitive diagnosis while avoiding the morbidity of surgical lung procedures. Multidisciplinary discussion before diagnostic attempts is recommended to optimize sampling strategies and minimize unnecessary invasive procedures.
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FIGURE 2
First bronchoscopy and lung biopsy findings. (A) Normal-appearing airways with ultrasound showing abnormalities in left lower lobe. Biopsy shows tissue scarring with lymphocyte infiltration and macrophages in air spaces, typical of organizing pneumonia. (B) Right lung biopsy (left panel) shows inflammatory changes; left lung biopsy (right panel) shows extensive tissue death suggestive of tumor necrosis.
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FIGURE 3
Second lung biopsy and bronchoscopy findings. (A) Second right lower lobe biopsy shows inflammatory tissue with abnormal small round cells having irregular nuclei and occasional cell division. Further testing needed but limited by small sample size. (B) Second bronchoscopy shows narrowing of left bronchial branches with tumor-like growth in multiple segments. Biopsies show dead tissue, inflammation, and some preserved cartilage and lung tissue.


Primary pulmonary DLBCL exhibits diverse histopathological characteristics; Ki-67 proliferation index, a quantitative measure of cellular proliferation, frequently demonstrates elevated expression levels ranging from 80% to 90%, indicating substantial proliferative activity (Figure 4A). This heightened proliferative capacity correlates with the observed clinical course in this patient, wherein discontinuation of corticosteroid therapy precipitated dramatic radiographic progression. Immunohistochemical positivity for CD79a suggests B-lymphocyte lineage derivation (Figure 4B). The cardinal immunophenotypic characteristic of DLBCL encompasses expression of B-lineage markers, predominantly CD20 and PAX5, with variable morphological heterogeneity (Figures 4C, D). The patient’s immunohistochemical profile demonstrated strong CD20 immunoreactivity, consistent with established diagnostic criteria (28).
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FIGURE 4
Lymph node biopsy confirming lymphoma. (A) Lymph node biopsy shows cancerous cells in lymphatic tissue. (B–D) Special staining shows positive results for Ki-67, CD79a, and CD20, confirming diagnosis of diffuse large B-cell lymphoma.


In the present case, definitive diagnosis was established 6 months after initial symptom manifestation. This diagnostic delay can be attributed to multiple factors, including the inherent rarity of primary pulmonary lymphoma with consequent limited clinical recognition, socioeconomic constraints precluding comprehensive diagnostic evaluation, and deferral of invasive diagnostic procedures. Additionally, the non-specific clinical manifestations, heterogeneous radiographic appearances, and suboptimal diagnostic yield of conventional needle biopsy techniques for lymphoproliferative disorders contributed to diagnostic delay. Notably, primary pulmonary DLBCL typically demonstrates excellent therapeutic response to systemic chemotherapy, with greater than 90% of patients achieving complete response following conventional chemotherapeutic regimens (29). In this case, institution of systemic chemotherapy resulted in significant clinical improvement, with partial response documented on therapeutic reassessment.

In conclusion, primary pulmonary DLBCL represents an uncommon variant of extranodal NHL characterized by non-specific clinical and radiographic manifestations. To our knowledge, concomitant presentation with organizing pneumonia has not been previously documented in the literature. We present this unusual case to enhance clinicopathological recognition and facilitate diagnostic and therapeutic optimization for patients with primary pulmonary neoplastic processes. Key clinical lessons include maintaining vigilance for occult malignancy in steroid-unresponsive organizing pneumonia cases and recognizing the critical role of lymph node biopsy in unresolved diagnostic scenarios.



Data availability statement

The original contributions presented in this study are included in this article/supplementary material, further inquiries can be directed to the corresponding author.



Ethics statement

Written informed consent was obtained from the individual(s) for the publication of any potentially identificable images or data included in this article.



Author contributions

XL: Supervision, Writing – review and editing, Methodology, Writing – original draft, Data curation. DZ: Investigation, Methodology, Writing – review and editing. LZ: Investigation, Methodology, Writing – review and editing. GZ: Investigation, Methodology, Writing – review and editing.



Funding

The author(s) declare that no financial support was received for the research and/or publication of this article.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The authors declare that no Generative AI was used in the creation of this manuscript.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References


	1. Alvarez-Payares J, Ribero Vargas D, Suárez E, Barrera-Correa D, Vélez Aguirre J, Hernandez-Rodriguez J, et al. Pulmonary manifestations in patients with hematologic malignancies: In pursuit of an accurate diagnosis. Cureus. (2025) 17:e77418. doi: 10.7759/cureus.77418

	2. Siyanaki M, Askari E, Haseli S, Sadraei N. Primary pulmonary mucosa-associated lymphoid tissue lymphoma: A case report. Radiol Case Rep. (2022) 17:4842–6. doi: 10.1016/j.radcr.2022.09.038

	3. Gozzi L, Cozzi D, Cavigli E, Moroni C, Giannessi C, Zantonelli G, et al. Primary lymphoproliferative lung diseases: Imaging and multidisciplinary approach. Diagnostics (Basel). (2023) 13:1360. doi: 10.3390/diagnostics13071360

	4. Cao J, Lin H, Peng Z, Huang Z, Liu Z, Guo C, et al. Surgical management of stage IE/IIE primary pulmonary lymphomas: A propensity score matching study. J Thorac Dis. (2025) 17:134–49. doi: 10.21037/jtd-24-1524

	5. William J, Variakojis D, Yeldandi A, Raparia K. Lymphoproliferative neoplasms of the lung: A review. Arch Pathol Lab Med. (2013) 137:382–91. doi: 10.5858/arpa.2012-0202-RA

	6. Lai C, Hung C, Huang C, Lin C, Tseng C. Synchronous pulmonary adenocarcinoma and primary leptomeningeal large B-cell lymphoma-diagnostic challenge in cerebrospinal fluid: A brief report. Diagn Cytopathol. (2022) 50:198–202. doi: 10.1002/dc.24949

	7. Choi K, Yoo E, Kim K, Kim E. Comparison of clinical features and prognosis in patients with cryptogenic and secondary organizing pneumonia. BMC Pulm Med. (2021) 21:336. doi: 10.1186/s12890-021-01707-z

	8. Churg A, Wright J, Bilawich A. Cicatricial organising pneumonia mimicking a fibrosing interstitial pneumonia. Histopathology. (2018) 72:846–54. doi: 10.1111/his.13443

	9. King T Jr., Lee J. Cryptogenic organizing pneumonia. N Engl J Med. (2022) 386:1058–69. doi: 10.1056/NEJMra2116777

	10. Raghu G, Meyer K. Cryptogenic organising pneumonia: Current understanding of an enigmatic lung disease. Eur Respir Rev. (2021) 30:210094. doi: 10.1183/16000617.0094-2021

	11. Cialdai F, Risaliti C, Monici M. Role of fibroblasts in wound healing and tissue remodeling on Earth and in space. Front Bioeng Biotechnol. (2022) 10:958381. doi: 10.3389/fbioe.2022.958381

	12. Lolas M, Cuevas J, Salinas M. Neumonía en organización: Análisis de los casos registrados entre 2013 y 2022 en un centro Chileno [organizing pneumonia: Analysis of 10 years registers in a Chilean center]. Rev Med Chil. (2024) 152:1060–6. doi: 10.4067/s0034-98872024001001060

	13. Poletti V, Ravaglia C, Tomassetti S, Gurioli C, Casoni G, Asioli S, et al. Lymphoproliferative lung disorders: clinicopathological aspects. Eur Respir Rev. (2013) 22:427–36. doi: 10.1183/09059180.00004313

	14. Low S, Zayan A, Istanbuly O, Nguyen Tran M, Ebied A, Mohamed Tawfik G, et al. Prognostic factors and nomogram for survival prediction in patients with primary pulmonary lymphoma: A SEER population-based study. Leuk Lymphoma. (2019) 60:3406–16. doi: 10.1080/10428194.2019.1633636

	15. Zinzani P, Martelli M, Poletti V, Vitolo U, Gobbi P, Chisesi T, et al. Practice guidelines for the management of extranodal non-Hodgkin’s lymphomas of adult non-immunodeficient patients. Part I: Primary lung and mediastinal lymphomas. A project of the Italian society of hematology, the Italian society of experimental hematology and the Italian group for bone marrow transplantation. Haematologica. (2008) 93:1364–71. doi: 10.3324/haematol.12742

	16. Vijayraghavan S, Blouin T, McCollum J, Porcher L, Virard F, Zavadil J, et al. Widespread mutagenesis and chromosomal instability shape somatic genomes in systemic sclerosis. Nat Commun. (2024) 15:8889. doi: 10.1038/s41467-024-53332-z

	17. Parissis H. Forty years literature review of primary lung lymphoma. J Cardiothorac Surg. (2011) 6:23. doi: 10.1186/1749-8090-6-23

	18. Mlambo B, Shih I, Li Y, Wren S. The impact of operative approach on postoperative outcomes and healthcare utilization after colectomy. Surgery. (2022) 171:320–7. doi: 10.1016/j.surg.2021.07.011

	19. Maloney K. American society of pediatric hematology/oncology (ASPHO), David L. Lawrence convention center, Pittsburgh, PA, May 2-5, 2018. Pediatr Blood Cancer. (2018) 65:e27057. doi: 10.1002/pbc.27057

	20. Cozzi D, Dini C, Mungai F, Puccini B, Rigacci L, Miele V. Primary pulmonary lymphoma: Imaging findings in 30 cases. Radiol Med. (2019) 124:1262–9. doi: 10.1007/s11547-019-01091-z

	21. Woodring J. Determining the cause of pulmonary atelectasis: A comparison of plain radiography and CT. AJR Am J Roentgenol. (1988) 150:757–63. doi: 10.2214/ajr.150.4.757

	22. Sirajuddin A, Raparia K, Lewis V, Franks T, Dhand S, Galvin J, et al. Primary pulmonary lymphoid lesions: Radiologic and pathologic findings. Radiographics. (2016) 36:53–70. doi: 10.1148/rg.2016140339

	23. Inaty H, Artiles C, Yadav R, Garcha P, Mukhopadhyay S, Sahoo D. Diffuse large B-cell lymphoma presenting as diffuse bilateral ground-glass opacities and diagnosed on transbronchial lung biopsy. Ann Am Thorac Soc. (2017) 14:605–7. doi: 10.1513/AnnalsATS.201610-833LE

	24. Gribetz A, Chuang M, Teirstein A. Fiberoptic bronchoscopy in patient with Hodgkin’s and non-Hodgkin’s lymphomas. Cancer. (1980) 46:1476–8. doi: 10.1002/1097-0142(19800915)46:63.0.co;2-2

	25. Pina-Oviedo S, Roggli VL, Sporn TA, Li H, Glass C, DiBernardo LR, et al. Diagnostic approach to pulmonary B-cell lymphomas in small biopsies, with practical recommendations to avoid misinterpretation. Diagnostics (Basel). (2023) 13:3321. doi: 10.3390/diagnostics13213321

	26. Higashiyama R, Makita S, Maeshima A, Maruyama D. Atypical radiological presentation of pulmonary invasion of diffuse large B-cell lymphoma mimicking Pneumocystis jiroveci pneumonia. Jpn J Clin Oncol. (2018) 48:298–9. doi: 10.1093/jjco/hyx194

	27. Liao Q, Yu Q, Yu C, Zhang M, Xiao E. Pulmonary mucosa-associated lymphoid tissue lymphoma: Insights from a 15-year study at a single institution involving 14 clinical cases. World J Surg Oncol. (2024) 22:219. doi: 10.1186/s12957-024-03500-8

	28. Lai R, Medeiros L, Dabbagh L, Formenti K, Coupland R. Sinusoidal CD30-positive large B-cell lymphoma: A morphologic mimic of anaplastic large cell lymphoma. Mod Pathol. (2000) 13:223–8. doi: 10.1038/modpathol.3880041

	29. Neri N, Jesús Nambo M, Avilés A. Diffuse large B-cell lymphoma primary of lung. Hematology. (2011) 1:110–2. doi: 10.1179/102453311X12940641877722




Copyright
© 2025 Lu, Zhou, Zou and Zhou. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OPS/images/cross.jpg
©

|





OPS/xhtml/nav.xhtml




Contents





		Cover



		Pulmonary diffuse large B-cell lymphoma with concurrent organizing pneumonia: a case report



		1 Introduction



		2 Case presentation



		3 Discussion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Conflict of interest



		Publisher’s note



		References

















OPS/images/fmed-12-1599268-g002.jpg
GAIN n
DEPTH:  20mm

FREQ 20MHz






OPS/images/fmed-12-1599268-g001.jpg





OPS/images/fmed-12-1599268-g004.jpg





OPS/images/fmed-12-1599268-g003.jpg
, W&, s
" 4 ;" E R
e ~F
; :

y

Y o
re
l“






OPS/images/cover.jpg
’ frontiers | Frontiers in Medicine













OPS/images/logo.jpg
¥ frontiers | Frontiers in Medicine







