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ABSTRACT 

The authors describe a case of histiocyte-rich B-cell lymphoma (HR-BCL), a 

variant of diffuse large B-celllymphoma, in a 51-year-old man. The patient pre­

sented with large axillary lymphadenopathy. Histopathologic and immunohis­

tochemical examination of lymph node biopsy revealed diffuse effacement of the 

lymph node architecture by reactive histiocytes and neoplastic CD20 positive B 

cells. Reactive histiocytes were negative for CD15 and CD30 immunostaining. 

The final diagnosis was histiocyte-rich B-cell lymphoma (HR-BCL) and the pa­

tient was referred to the oncology clinic for treatment. 
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INTRODUCTION 

Large B cell neoplasms represent one of the most fre­
quent groups of non-Hodgkin lymphomas. They are char­
acterized by an aggressive clinical course. The neoplas­
tic cells, even within one given case, show a broad mor­
phologic spectrum. In the WHO classification, there are 
two groups identified, that of variants and that of sub­
types. These variants include: centroblastic, 
immunoblastic, anaplastic and T cell/histiocyte rich 
forms. The primary mediastinal, the intravascular, the 
primary effusion and primary eNS lymphoma constitute 
sybtypes. t 

Histiocyte-rich B cell lymphoma is a distinct diffuse 
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large B cell lymphoma sUbtype showirig characteristic 
morphologic and immunophenotypic fe·atures.2 The clini­
copathological features of histiocyte rich B-cell lym­
phoma were first recognized in 1992.3 

CASE REPORT 

The patient is a 51-year-old male musician who pre­
sented with a large axillary lymphadenopathy, fever, night 
sweats and weight loss. The patient had symptoms for a 
few months. There was also lymphadenopathy in the neck 
and inguinal area. Sonography revealed para-aortic and 
iliac adenopathy. The liver and spleen were normal. The 
patient refused to perform bone marrow aspiration or 
biopsy. 

The patient had an elevated ESR (25mmJlst hour), 
and other laboratory results were normal. HTLV 1111 Ab 
tests were negative. 
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Histiocyte-Rich B-Cell Lymphoma 

Macroscopic, microscopic and immunohistochemical 
findings 

The specimen received in formalin consisted of a 
lymph node, 4x3x2cm with a thin capsule. The cut sur­
face had a homogenous creamy and fleshy appearance. 

Microscopic examination showed architectural ef­
facement by a diffuse infiltrate composed predominantly 
of benign histiocytes (Fig. 1). There was filling of si­
nuses by these histiocytes. There were small and large 
lymphocytes with vesicular nuclei among the histiocytes. 
PAS staining was negative. 

Formalin-fixed, paraffin-embedded tissue was stained 
by the DAKO-CSA (catalyzed signal amplification) sys­
tem with 3.3' diamino benzidine tetrahydrochloride as 
chromogen. The antibodies used included CD3 
(prediluted, Dako), CD20 (prediluted, Dako), CD30 
(prediluted, Dako), and CD15 (clone C30-1, prediluted, 
Dako). 

Immunohistochemical staining showed CD20 reac-

Fig. 1. Axillary lymph node. a, The lymph node architecture is 

diffusely replaced by the neoplasm. There are many histiocytes 

with eosinophilic cytoplasm (H & E, x 1 00); b, At high magnifi­

cation, the neoplasm is seen to be composed of small and large 

lymphocytes (H & E, x 400). 
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tivity in neoplastic lymphocytes (Fig. 2). CD3 s taining 
was sparse and focal. Histiocytes were negative for CD30, 
CD20 and CD3 s taining. These findings were consistent 
with the diagno s is of histiocyte-rich B-cell lymphoma. 

DISCUSSION 

Clinically, p atients with HR-BCL usually have stage 
III or IV disease and B symptoms.3,4 Patients present with 
generalized lymphadenopathy, and with a high incidence 
of splenomegaly, hepatomegaly and bone marrow in­
volvement.3 

Histologically, lymph node biopsies involved b y  HR­
BCL show architectural effacement by a vaguely nodu­
lar or diffuse infiltrate composed predominantly of be­
nign histiocytes. The histiocytes lack cytologic atypia 
and are reported to rarely form granulomas or have 
epitheloid features.3 Scattered among the reactive popu­
lation are small and large, cytologically atypical lym­
phocytes with vesicular nuclei, the neoplastic cell popu­
lation.3 HR-BCLs may represent a distinct clinicopatho­
logic entity or may instead be a variant of T-cell rich B­
cell lymphoma ( TCR BCL) and represent a peculiar mor­
phologic manifestation of non-Hodgkin's lymphoma. 
Delabie and colleagues believe that HR-BCL is a dis­
tinct clinicopathologic entity in which the neoplastic cells 
are derived from the same subset of B cells that gi ve rise 
to the L&H cells of lymphocyte predominance Hodgkin's 
disease.3 

Futhermo r e ,  they propose that the absenc e  of 
epitheloid features or granulomas in the reactive histio­
cyte population suggests that these cells are not partici­
pating with T cells as part of a cell-mediated response to 
the tumor. Instead these histiocytes may be recruited by 
the neoplastic cells, via the secretion of growth factors.3 

The distinction between HR-BCL, TR-BCL and lym­
phocyte predominance Hodgkin's disease is difficult. The 

Fig. 2. Immunohistochemical staining. The neoplastic lympho­

cytes reacted with CD20 (B-cell) antibody. 
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greater number of reactive histiocytes without epitheloid 
features or granulomas favor the diagnosis of HR-BCL 
over TR-BCL. In contrast with lymphocyte predominance 
Hodgkin's disease, the neoplastic cells in HR-BCL are 
of variable size, with only the largest cells being multi­
lobed and resembling L&H cells,3 and the neoplasm com­
monly extends beyond the lymph node capsule into 
perinodal adipose tissue. In addition, immunoglobin gene 
rearrangement is identified in many cases of HRBCL. In 
lymphocyte predominance Hodgkin's disease, the his­
tiocytes may be epitheloid or form granulomas and the 
tumor rarely extends beyond the lymph node capsule. 
Immunoglobulin gene rearrangement is identified infre­
quently in lymphocyte predominance Hodgkin's disease. 

Son et al. analyzed a case of HR-BCL by flow­
cytometry and cytogenetic study. The immunophenotype 
determined by flow cytometry was that of a B cell anti­
gen positive, surface immunoglobulin negative B cell 
lymphoma with 79% CD 11 C positive histiocytes.5 The 
lymphoid cells were composed of76% neoplastic B cells 
and 24% reactive T-cells. The tumor cells were large, 
pleomorphic lymphoid cells and showed no feature re­
sembling those of the LlH cells of Hodgkin's disease.5 

They believed that this entity merits special recogni­
tion because it leads to a predictable poor prognosis and 
because of its potential of being misdiagnosed as true 
histiocytic lymphoma.5 
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