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Abstract
Background: The benefits of oral antiresorptive therapy (formally referred to as bisphosphonates) for patients diagnosed with osteoporosis and osteopenia are the 
cornerstone in the medical management of these patients. However, antiresorptive therapy is not without adverse side effects. For the dental practitioner, there has 
been an increase in the number of reported cases of medication-related osteonecrosis of the jaws (MRONJ) since 2003. It is important to realize that the clinical 
features and radiographic findings are not pathognomonic for MRONJ. Malignant lesions can mimic MRONJ both clinically and radiographically. The diagnosis of 
all malignant lesions is accomplished only by biopsy confirmed histopathology. 

Case Description: In this article, we describe a case of diffuse large B-cell lymphoma (DLBCL) which was mistaken for a medication-related osteonecrosis of the 
jaw (MRONJ). 

Clinical Implications: Medication-related osteonecrosis of the jaw (MRONJ) may often appear as the correct diagnosis based on the patient’s medical history and 
clinical presentation. However, clinicians must always formulate a differential diagnosis, which should include malignant conditions. This case report shows the 
critical importance of an accurate diagnosis which was a malignancy.
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Introduction 
Osteonecrosis of the jaws is a commonly reported side effect with 

patients prescribed oral anti-resorptive medications (formerly known 
as bisphosphonates) to treat osteoporosis and osteopenia [1,2]. Oral 
antiresorptive agents are considered the standard of care for the 
prevention and treatment of women with postmenopausal osteoporosis 
and are the most widely prescribed medications for this skeletal 
disorder [1-4]. Oral medications approved by the United States Food 
and Drug Administration (FDA) include the following antiresorptive 
agents: Alendronate sodium (Fosamax; Merck & Co., Inc.; Whitehouse 
Station, NJ); Risedronate sodium (Actonel, Warner Chilcot, Dublin) 
and Ibandronate sodium (Boniva, Roche Group, South San Francisco). 
Each medication differs in its binding affinity to bone, potency and 
duration [5-9].

Systemic adverse effects reported with the medications include 
esophagitis, nausea, vomiting, bone and muscle discomfort and 
most recently, atypical femoral subtrochanteric fracture [10-13]. The 
most common side effect of concern to the dental community is an 
osteonecrosis of the alveolar bone that can occur in both the maxilla and 
mandible after an operative procedure [2,14-17]. For the clinician, it is 
important to realize that the definitive diagnosis of this condition can 
be missed entirely or delayed, as the clinical features and radiographic 
findings may not appear early in the course of the disease process. Many 
signs and symptoms of MRONJ are nonspecific (Stage 0) and most 
important, are not pathognomonic for MRONJ [18- 20]. This includes 
exposed bone, which is a clinical characteristic of MRONJ [2,14-17]. 

Furthermore, malignant lesions can mimic MRONJ both clinically and 
radiographically. The diagnosis of all malignant lesions is accomplished 
only by biopsy confirmed histopathology. In this article, we describe a 
case of diffuse large B-cell lymphoma (DLBCL) which was mistaken for 
a medication-related osteonecrosis of the jaw (MRONJ).

Medication-related osteonecrosis of the jaws (MRONJ)
Marx and Stern (2003) reported 36 cases of necrotic jawbone 

infections that resembled osteoradionecrosis (ORN) after an oral 
surgical procedure, most commonly extraction of teeth. In 2004, 
Ruggiero et al. reported 63 cases of avascular necrosis of the jaws that 
were similar to what Marx had initially reported a year earlier. Since 
these two initial reports, others have reported the following clinical 
features of MRONJ that may vary between patients: vague pain or no 
pain with non-specific clinical findings of sensitivity of the jaws and 
teeth; no healing or delayed wound healing; acute and chronic soft 
tissue infections that resembled periodontal abscesses, non-healing 
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surgical sites, bone pain, dehiscence with exposed bone with or without 
pain, mobility of teeth; foul taste in the oral cavity; inflammation of 
the surrounding soft tissues; purulent draining soft tissue fistulas, soft 
tissue edema, orocutaneous fistulas and neurosensory changes of the 
lip and pathologic fracture of the mandible. Of the various observed 
clinical findings, all patients present with a localized soft tissue 
pathology, such as a periodontal infection. [2,16,17,21-26]. In the 
early stages of MRONJ, there may be little to no obvious changes to 
the bony architecture of the jaws in periapical, panoramic radiographs 
and even computed tomography scans [16,17,27]. As MRONJ toxicity 
of the alveolar bone progresses over time and with the development of 
exposed bone and the presence of microorganisms, an increase in bone 
mineral density indicative of antiresorptive toxicity may be observed. 
Sclerosis of the lamina dura around the roots of the teeth and widening 
of the periodontal ligament space are other radiographic signs of 
toxicity to the alveolar bone. In advanced cases of MRONJ, osteolysis, 
sequestration of bone and pathologic fracture has been reported [15-
17,27].

Non-hodgkin’s lymphoma (NHL)
Non-Hodgkin’s lymphoma (NHL) is a broad term for a wide 

range of lymphocytic cancers that arises predominantly within the 
lymph nodes. However, 24% of lymphomas may assume extranodal 
sites, such as the gastrointestinal tract, testes, thyroid gland, breast, 
skin, bones, and Waldeyer’s ring of the palate [28-30]. Of the different 
variants of NHL, diffuse large B-Cell lymphoma (DLBCL) is the most 
common worldwide [31,32]. DLBCL is an aggressive lymphoma that 
can develop in the lymph nodes, or outside of the lymphatic system 
(extranodal) and requires immediate treatment. It accounts for nearly 
30% of all newly diagnosed lymphoid malignancies in the United States 
[31-33]. DLBCL is most frequently observed in adults, but can occur 
in children. The incidence ranges from 10-88 years (median age 57 
years). Initial signs and symptoms of DLBCL frequently appear as a 
painless, rapidly developing swelling in the neck, armpit or groin due 
to enlarging lymph nodes [31-33].

NHL of the oral cavity is relatively rare, as the worldwide incidence 
ranges from 0.1% to 5% [30,34-38]. Anatomic structures such as the 
jaw bones, gingiva, buccal vestibule, floor of mouth and salivary glands 
may be affected [28,34,36-43]. Often times, the lesion may mimic 
an acute or chronic inflammatory process, such as swelling of the 
gingiva, a periodontal infection, and periapical radiolucencies [30,44-
46]. Clinical signs and symptoms of the oral cavity may include pain, 
swelling, ulceration of soft tissues, neurosensory deficits involving 
the maxillary and mandibular branches of the fifth cranial nerve and 
pathologic fracture [28-30,34-46].

Case report	
A 90-year old Asian female was referred by a periodontist for 

evaluation and treatment of a periodontal abscess of the right posterior 
mandible that was refractory to antibiotic therapy and osseous 
debridement over a 3 month period. The gingival lesion continued to 
increase in size, as well as the pain. The patient’s past medical history 
was significant for osteoporosis. She had been taking Fosamax (Merck, 
Whitehouse Station, NY) for over 10 years. Physical examination was 
negative for lymphadenopathy or neck masses. Oral examination of the 
right posterior mandible revealed buccal and lingual gingival edema 
and erythema around teeth #29 and 30 (Figure 1). Exposed bone was 
not observed. Imaging studies consisting of a panoramic radiograph 
demonstrated a diffuse radiolucency around the roots of teeth #29 

and 30. A cone beam CT scan (CBCT) with three dimensional (3D) 
reconstruction was obtained and demonstrated extensive osseous 
destruction around the roots of teeth #29 and 30 (Figure 2).

Based on the patient’s clinical presentation and poor response to 
periodontal treatment, the decision was made to biopsy the abnormal 
appearing gingival tissue surrounding tooth #29. Incisional biopsy 
was performed under local anesthesia and histological examination 
revealed many atypical large lymphocytes with prominent nucleoli 
(Figure 3A). Immunohistochemistry was positive for CD 20 and 
PAX-5 markers consistent with a diagnosis of diffuse large B cell 
non-Hodgkin’s lymphoma (Figure 3B). The patient and her family 
were informed of the diagnosis and she was referred to a medical 
oncologist for definitive treatment. Formative staging during the 
work-up included bone marrow aspiration, blood and chemistry 
panels, computed tomography of the thorax and abdomen, and nuclear 
medicine studies of the skeleton which were all normal. Clinical staging 
was thus, determined to be IAE (Ann Arbor Staging System) [47].

Discussion 
A literature search regarding MRONJ mimicking malignancies 

revealed only 3 published articles [19,20,48]. The authors [19,20] 
reported on 3 cases where conservative treatment was initiated based 
on the clinical and radiographic findings. The definitive diagnosis of 
malignancy was obtained only after histopathologic examination. 

 

Figure 1. Buccal and lingual gingival edema and erythema (arrows) around tooth #29. 

 

Figure 2. Cone beam CT scan (CBCT) with three dimensional (3D) reconstruction 
demonstrates extensive osseous destruction (arrows) around the roots of teeth #29 and 30. 
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Clinicians must be acutely aware that the clinical presentation and 
radiographic features suggestive of osteonecrosis due to antiresorptive 
medications are nonspecific and not only diagnostic of MRONJ [18-
20,49].

After squamous cell carcinoma, lymphoma is the second most 
common neoplasm of the head and neck, but is considered rare in 
the oral cavity [30,34-38]. It is for this reason that lymphoma can be 
difficult to diagnose. Therefore, with any gingival swelling that presents 
as a periodontal infection with osseous involvement, lymphoma should 
be considered in the differential diagnosis of the lesion, especially if 
refractory to treatment.

What made this case confusing and contributed to a delay in the 

definitive diagnosis is that the gingiva is not a commonly observed 
extranodal site in non-Hodgkin’s lymphoma and case reports are few 
[50-55]. As discussed, MRONJ has a variable presentation, including 
periodontal infections and edema and erythema of the gingival tissues. 
Furthermore, the patient’s medical history of osteoporosis and long-
term treatment with Fosamax continues to be a main stream topic 
in dentistry and medicine since the initial reports by Marx (2003). 
Although biopsy is not recommended in the management of MRONJ 
[16,17]. the authors of this paper do not agree with this recommendation 
based on past clinical experience. We therefore recommend histologic 
examination of all lesions that fail to heal with conventional treatment 
[18-20].

Conclusion
Dentists must be acutely aware that malignant lesions, such as 

extranodal lymphoma should be part of the differential diagnosis. More 
important, gingival infections may mimic soft tissue lesions observed 
in MRONJ. If the definitive diagnosis is in doubt, biopsy of the lesion 
is indicated. Failure to biopsy the lesion for a definitive diagnosis in 
timely manner will delay the initiation of oncological treatment and 
possibly patient survival. This article emphasizes the importance of 
accurate diagnosis of diffuse large B-cell lymphoma.
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Figure 3. Diffuse large B-cell lymphoma.

(A) Histological examination reveals diffuse growth pattern of tumor infiltration with 
atypical large lymphocytes (defined as greater than 2 times larger than mature lymphocytes) 
with prominent nucleolus and abundant cytoplasm consistent with lymphoma. Mitotic 
figures are present (arrows). (Hematoxylin and Eosin stain x100).

(B) Immunohistochemistry membrane staining was positive for B-cell markers, CD 20 and 
PAX-5 consistent with a diagnosis of diffuse large B cell non-Hodgkin’s lymphoma (x200).

http://www.ncbi.nlm.nih.gov/pubmed/21083387
http://www.ncbi.nlm.nih.gov/pubmed/17476007
http://www.ncbi.nlm.nih.gov/pubmed/19671654
http://www.ncbi.nlm.nih.gov/pubmed/10692972
http://www.ncbi.nlm.nih.gov/pubmed/15455188
http://www.ncbi.nlm.nih.gov/pubmed/15340801
http://www.ncbi.nlm.nih.gov/pubmed/17190893
http://www.ncbi.nlm.nih.gov/pubmed/20060082
http://www.ncbi.nlm.nih.gov/pubmed/1661297


Lee CYS (2015) Diffuse large B-cell lymphoma of the gingiva mistaken for medication-related osteonecrosis of the jaw (MRONJ): A case report

 Volume 1(5): 136-140Dent Oral Craniofac Res, 2015        doi: 10.15761/DOCR.1000132

11.	 Greenberg MS (2004) Intravenous bisphosphonates and osteonecrosis. Oral Surg Oral 
Med Oral Pathol Oral Radiol Endod 98: 259-260. [Crossref]

12.	Licata AA (2005) Discovery, clinical development, and therapeutic uses of 
bisphosphonates. Ann Pharmacother 39: 668-677. [Crossref]

13.	Lenart BA, Lorich DG, Lane JM (2008) Atypical fractures of the femoral diaphysis in 
postmenopausal women taking alendronate. N Engl J Med 358: 1304-1306. [Crossref]

14.	Marx RE (2003) Pamidronate (Aredia) and zoledronate (Zometa) induced avascular 
necrosis of the jaws: A growing epidemic. J Oral Maxillofac Surg 61: 1115-1117. 
[Crossref]

15.	Ruggiero SL, Mehrotra B, Rosenberg TJ, Engroff SL (2004) Osteonecrosis of the jaws 
associated with the use of bisphosphonates: a review of 63 cases. J Oral Maxillofac 
Surg 62: 527-534. [Crossref]

16.	Ruggiero SL, Dodson TB, Assael LA, Landesberg R, Marx RE, et al. (2009) American 
Association of Oral and Maxillofacial Surgeons position paper on bisphosphonate-
related osteonecrosis of the jaws--2009 update. J Oral Maxillofac Surg 67: 2-12. 
[Crossref]

17.	Ruggiero SL, Dodson TB, Fantasia J, Goodday R, Aghaloo T, et al. (2014) American 
Association of Oral and Maxillofacial Surgeons position paper on medication-related 
osteonecrosis of the jaw--2014 update. J Oral Maxillofac Surg 72: 1938-1956. 
[Crossref]

18.	Pancholi M, Edwards A, Langton S (2007) Bisphosphonate induced osteochemonecrosis 
of the jaw mimicking a tumour. Br Dent J 203: 87-89. [Crossref]

19.	Bedogni A, Saia G, Ragazzo M, Bettini G, Capelli P, et al. (2007) Bisphosphonate-
associated osteonecrosis can hide jaw metastases. Bone 41: 942-945. [Crossref]

20.	Frei M, Bornstein MM, Schaller B, Reichart PA, Weimann R, et al. (2010) 
Bisphosphonate-related osteonecrosis of the jaw combined with jaw metastasis 
of prostate adenocarcinoma: report of a case. J Oral Maxillofac Surg 68: 863-867. 
[Crossref]

21.	Carter GD, Goss AN (2003) Bisphosphonates and avascular necrosis of the jaws. Aust 
Dent J 48: 268. [Crossref]

22.	Migliorati CA, Casiglia J, Epstein J, Jacobsen PL, Siegel MA, et al. (2005) Managing 
the care of patients with bisphosphonate-associated osteonecrosis: an American 
Academy of Oral Medicine position paper. J Am Dent Assoc 136: 1658-1668. [Crossref]

23.	Markiewicz MR, Margarone JE 3rd, Campbell JH, Aguirre A (2005) Bisphosphonate-
associated osteonecrosis of the jaws: a review of current knowledge. J Am Dent Assoc 
136: 1669-1674. [Crossref]

24.	Melo MD, Obeid G (2005) Osteonecrosis of the jaws in patients with a history of 
receiving bisphosphonate therapy: strategies for prevention and early recognition. J Am 
Dent Assoc 136: 1675-1681. [Crossref]

25.	Dimitrakopoulos I, Magopoulos C, Karakasis D (2006) Bisphosphonate-induced 
avascular osteonecrosis of the jaws: a clinical report of 11 cases. Int J Oral Maxillofac 
Surg 35: 588-593. [Crossref]

26.	 Jacobsen C, Metzler P, Obwegeser JA, Zemann W, Graetz KW (2012) Osteopathology 
of the jaw associated with bone resorption inhibitors: what have we learned in the last 
8 years? Swiss Med Wkly 142: w13605. [Crossref]

27.	Marx RE, Sawatari Y, Fortin M, Broumand V (2005) Bisphosphonate-induced exposed 
bone (osteonecrosis/osteopetrosis) of the jaws: risk factors, recognition, prevention, 
and treatment. J Oral Maxillofac Surg 63: 1567-1575. [Crossref]

28.	Clark RM, Fitzpatrick PJ, Gospodarowicz MK (1983) Extranodal malignant 
lymphomas of the head and neck. J Otolaryngol 12: 239-245. [Crossref]

29.	Spatafore CM, Keyes G, Skidmore AE (1989) Lymphoma: an unusual oral presentation. 
J Endod 15: 438-441. [Crossref]

30.	Angiero F, Stefani M, Crippa R (2006) Primary non-Hodgkin’s lymphoma of the 
mandibular gingiva with maxillary gingival recurrence. Oral Oncology Extra 42: 123-
128. 

31.	Hunt KE, Reichard KK (2008) Diffuse large B-cell lymphoma. Arch Pathol Lab Med 
132: 118-124. [Crossref]

32.	Gurbuxani S, Anastasi J, Hyjek E (2009) Diffuse large B-cell lymphoma--more than 

a diffuse collection of large B cells: an entity in search of a meaningful classification. 
Arch Pathol Lab Med 133: 1121-1134. [Crossref]

33.	Lymphoma Research Foundation (2012) Diffuse large B-cell lymphoma (DLBCL). 

34.	Wong DS, Fuller LM, Butler JJ, Shullenberger CC (1975) Extranodal non-Hodgkin’s 
lymphomas of the head and neck. Am J Roentgenol Radium Ther Nucl Med 123: 471-
481. [Crossref]

35.	Eisenbud L, Sciubba J, Mir R, Sachs SA (1983) Oral presentations in non-Hodgkin’s 
lymphoma: a review of thirty-one cases. Part I. Data analysis. Oral Surg Oral Med Oral 
Pathol 56: 151-156. [Crossref]

36.	Ogden GR (1986) Lymphoma of the oral soft tissues. Br Dent J 161: 9-12. [Crossref]

37.	Nittayananta W, Chungpanich S, Pongpanich S, Mitarnun W (1996) AIDS-related non-
Hodgkin’s lymphoma presenting as delayed healing of an extraction wound. Br Dent J 
181: 102-104. [Crossref]

38.	Epstein JB, Epstein JD, Le ND, Gorsky M (2001) Characteristics of oral and paraoral 
malignant lymphoma: a population-based review of 361 cases. Oral Surg Oral Med 
Oral Pathol Oral Radiol Endod 92: 519-525. [Crossref]

39.	Fukuda Y, Ishida T, Fujimoto M, Ueda T, Aozasa K (1987) Malignant lymphoma of the 
oral cavity: clinicopathologic analysis of 20 cases. J Oral Pathol 16: 8-12. [Crossref]

40.	  Ratech H, Burke JS, Blayney DW, Sheibani K, Rappaport H (1989) A clinicopathologic 
study of malignant lymphomas of the nose, paranasal sinuses, and hard palate, including 
cases of lethal midline granuloma. Cancer 64: 2525-2531. [Crossref]

41.	Kirita T, Ohgi K, Shimooka H, Okamoto M, Yamanaka Y, et al. (2000) Primary non-
Hodgkin’s lymphoma of the mandible treated with radiotherapy, chemotherapy, and 
autologous peripheral blood stem cell transplantation. Oral Surg Oral Med Oral Pathol 
Oral Radiol Endod 90: 450-455. [Crossref]

42.	Vega F, Lin P, Medeiros LJ (2005) Extranodal lymphomas of the head and neck. Ann 
Diagn Pathol 9: 340-350. [Crossref]

43.	van der Waal RI, Huijgens PC, van der Valk P, van der Waal I (2005) Characteristics of 
40 primary extranodal non-Hodgkin lymphomas of the oral cavity in perspective of the 
new WHO classification and the International Prognostic Index. Int J Oral Maxillofac 
Surg 34: 391-395. [Crossref]

44.	Payne M, al-Damouk JD (1993) Gingival swelling as a manifestation of non-Hodgkin’s 
lymphoma. Br Dent J 175: 293-294. [Crossref]

45.	Abdelsayed RA, Sangueza O (2002) Refractory localized “periodontitis”. Oral Surg 
Oral Med Oral Pathol Oral Radiol Endod 93: 394-398. [Crossref]

46.	Robledo J, Roach B (2010) Diffuse large B-cell lymphoma of the oral cavity. Tex Dent 
J 127: 317, 322-323. [Crossref]

47.	Carbone PP, Kaplan HS, Musshoff K, Smithers DW, Tubiana M (1971) Report of the 
Committee on Hodgkin’s Disease Staging Classification. Cancer Res 31: 1860-1861. 
[Crossref]

48.	Gander T, Obwegeser JA, Zemann W, Grätz KW, Jacobsen C (2014) Malignancy 
mimicking bisphosphonate-associated osteonecrosis of the jaw: a case series and 
literature review. Oral Surg Oral Med Oral Pathol Oral Radiol 117: 32-36. [Crossref]

49.	Chiandussi S, Biasotto M, Dore F, Cavalli F, Cova MA, et al. (2006) Clinical 
and diagnostic imaging of bisphosphonate-associated osteonecrosis of the jaws. 
Dentomaxillofac Radiol 35: 236-243. [Crossref]

50.	Margiotta V, Franco V, Rizzo A, Porter S, Scully C, et al. (1999) Gastric and 
gingival localization of mucosa-associated lymphoid tissue (MALT) lymphoma. An 
immunohistochemical, virological and clinical case report. J Periodontol 70: 914-918. 
[Crossref]

51.	Nishimura M, Miyajima S, Okada N (2000) Salivary gland MALT lymphoma 
associated with Helicobacter pylori infection in a patient with Sjögren’s Syndrome. J 
Dermatol 27: 450-452. [Crossref]

52.	Castellano S, Carbone M, Carrozzo M, Broccoletti R, Pagano M, et al. (2002) Onset of 
oral extranodal large B-cell non-Hodgkin’s lymphoma in a patient with polycythemia 
vera: a rare presentation. Oral Oncol 38: 624-626. [Crossref]

53.	Koga M, Kusukawa J, Hayabuchi N (2003) Spontaneous regression of extranodal 
malignant lymphoma occurred in the gingiva. Oral Oncol 39: 323-324. [Crossref]

http://www.ncbi.nlm.nih.gov/pubmed/15356460
http://www.ncbi.nlm.nih.gov/pubmed/15755793
http://www.ncbi.nlm.nih.gov/pubmed/18354114
http://www.ncbi.nlm.nih.gov/pubmed/12966493
http://www.ncbi.nlm.nih.gov/pubmed/15122554
http://www.ncbi.nlm.nih.gov/pubmed/19371809
http://www.ncbi.nlm.nih.gov/pubmed/25234529
http://www.ncbi.nlm.nih.gov/pubmed/17660778
http://www.ncbi.nlm.nih.gov/pubmed/17905677
http://www.ncbi.nlm.nih.gov/pubmed/20307770
http://www.ncbi.nlm.nih.gov/pubmed/14738134
http://www.ncbi.nlm.nih.gov/pubmed/16383047
http://www.ncbi.nlm.nih.gov/pubmed/16383048
http://www.ncbi.nlm.nih.gov/pubmed/16383049
http://www.ncbi.nlm.nih.gov/pubmed/16687238
http://www.ncbi.nlm.nih.gov/pubmed/22736052
http://www.ncbi.nlm.nih.gov/pubmed/16243172
http://www.ncbi.nlm.nih.gov/pubmed/6620449
http://www.ncbi.nlm.nih.gov/pubmed/2637338
http://www.ncbi.nlm.nih.gov/pubmed/18181663
http://www.ncbi.nlm.nih.gov/pubmed/19642739
http://www.ncbi.nlm.nih.gov/pubmed/1092191
http://www.ncbi.nlm.nih.gov/pubmed/6578477
http://www.ncbi.nlm.nih.gov/pubmed/3460618
http://www.ncbi.nlm.nih.gov/pubmed/8810110
http://www.ncbi.nlm.nih.gov/pubmed/11709688
http://www.ncbi.nlm.nih.gov/pubmed/3104566
http://www.ncbi.nlm.nih.gov/pubmed/2819661
http://www.ncbi.nlm.nih.gov/pubmed/11027381
http://www.ncbi.nlm.nih.gov/pubmed/16308165
http://www.ncbi.nlm.nih.gov/pubmed/16053848
http://www.ncbi.nlm.nih.gov/pubmed/8217426
http://www.ncbi.nlm.nih.gov/pubmed/12029277
http://www.ncbi.nlm.nih.gov/pubmed/20391950
http://www.ncbi.nlm.nih.gov/pubmed/5121694
http://www.ncbi.nlm.nih.gov/pubmed/24332325
http://www.ncbi.nlm.nih.gov/pubmed/16798918
http://www.ncbi.nlm.nih.gov/pubmed/10476901
http://www.ncbi.nlm.nih.gov/pubmed/10935342
http://www.ncbi.nlm.nih.gov/pubmed/12167442
http://www.ncbi.nlm.nih.gov/pubmed/12618208


Lee CYS (2015) Diffuse large B-cell lymphoma of the gingiva mistaken for medication-related osteonecrosis of the jaw (MRONJ): A case report

 Volume 1(5): 136-140Dent Oral Craniofac Res, 2015        doi: 10.15761/DOCR.1000132

54.	Honda K, Kusama H, Takagi S, Sekine S, Noguchi M, et al. (2004) Diagnosis of 
intra-oral MALT lymphoma using seminested polymerase chain reaction. Br J Oral 
Maxillofac Surg 42: 28-32. [Crossref]

55.	Kobler P, Borcic J, Filipovic Zore I, Nolac N, Serticd D (2005) Primary non-Hodgkin’s 
lymphoma of the oral cavity. Oral Oncol Extra 41: 12-14.

Copyright: ©2015 Lee CYS. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted 
use, distribution, and reproduction in any medium, provided the original author and source are credited.

http://www.ncbi.nlm.nih.gov/pubmed/14706295

	Title
	Correspondence
	Abstract
	Introduction
	References 
	Medication-related osteonecrosis of the jaws (MRONJ) 
	Non-hodgkin’s lymphoma (NHL) 
	Case report  
	Discussion  
	Conclusion 
	Conflict of interest 

