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Abstract Abstract: Primary lymphoma of the bone is the bone involvement by malignant lymphoid infiltrate without the 

involvement of lymph nodes or other tissues. Differential diagnoses for the primary bone lymphomas include chronic 

osteomyelitis, primary bone sarcoma, Ewing’s sarcoma, metastatic sarcomas, leukemic infiltrate and carcinoma. 

Lymphomas of the bone are commonly misdiagnosed as Ewing’s sarcoma. We report a case of 16 years old male, who 

presented with pain in the Right hip and difficulty in walking that had persisted for 2 months with no history of trauma. 

The patient was initially diagnosed as a case of PLB of the right acetabulum confirmed by open biopsy but the FDG-

PET-CT examination was done which showed an abnormally high uptake of F-FDG in the cervical, mediastinal, 

retroperitoneal, iliac lymphnodal groups, skeletal system, liver and spleen and Immunohistochemistry favoured the 

diagnosis of Classical Hodgkins lymphoma, mixed cellularity type. He was classified as stage IV B Cell lymphoma and 

referred to oncology department for favour of chemotherapy and radiotherapy. 
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INTRODUCTION 
We report a case of 16 years old male, who presented 

with pain in the Right hip and difficulty in walking that 

had persisted for 2 months with no history of trauma. On 

clinical examination patient had no obvious external 

swelling, tenderness and he had painful range of motion 

right hip and scarpa triangle tenderness on the right hip. 

Plain X-rays showed ill defined geographical lesion of the 

pelvic bones. Laboratory investigations showed normal 

blood counts with increased C - reactive protein (i.e. 

38.9mg/L). Magnetic resonance imaging (MRI) of the 

right hip was performed and showed bone marrow edema 

involving the acetabular region and adjoining iliac bone, 

pubic bone and ischium on the right side suggestive of 

Transient osteoporosis/transient marrow edema.99mTc -

MDP Whole body Three phase skeletal scintigraphy and 

SPECT/CT showed abnormal focal uptake of Tc-MDP in 

the pelvis suggestive of active infective pathology in the 

right acetabulum, right iliac bone, body of pubis, inferior 

pubic ramus and superior pubic ramus. Histopathologic 

examination of Right iliac bone biopsy showed bony 

trabeculae and hematopoietic marrow with focal edema 

with small aggregates of lymphocytes with histiocytes in 

the marrow. A definite epitheliod granuloma with giant 

cells are not present and result was focal lymphoid 

aggregates. Immunohistochemistry showed positive for 

markers CD68 in benign histiocyte and negative for 

CD1a marker and favoured the diagnosis of inflammatory 

pathology. Repeat Immunohistochemistry after open 

biopsy showed positive for markers CD 3,CD20, 

CD30,CD 138 and faint positivity for PAX5, and 

negative for CD1a, LCA,CD15,LMP,ALK-

1,OCT2,BOB-1,PLAP and PANCK marker and favoured 

the diagnosis of Classical Hodgkinslymphoma, mixed 

 Access this article online 
 

 

 

 

Quick Response Code:  

Website: 

www.statperson.com 

 
Volume 6 

Issue 4 

 

dr.varam@gmail.com
dr.varam@gmail.com
www.statperson.com


International Journal of Recent Trends in Science And Technology, ISSN 2277-2812 E-ISSN 2249-8109, Volume 6, Issue 4, 2016 pp 20-25 

Copyright © 2016, Statperson Publications, International Journal of Recent Trends in Science And Technology, ISSN 2277-2812 E-ISSN 2249-8109, Volume 6, Issue 4 2016 

cellularity type. An 
18

F-fluorodeoxyglucose-positron 

emission tomography-computed tomography(18 FDG-

PET-CT) scan was performed to identify the original site 

of the tumor. Abnormal 
18

F-FDG uptake was found 

cervical, mediastinal, retroperitoneal, iliac 

lymphnodalgroups, skeletalsystem, liver and spleen 

consistent with stage IV Lymphoma. Patient was referred 

to oncology department for favour of further 

management. Further Follow up study is needed to 

ascertain prognosis. Primary lymphoma of the bone 

(acetabulum) PLB is an extranodal lymphoma which 

represents about 3% of primary malignant bone tumors 

and 1% of malignant lymphomas 1). It manifests as a 

solitary, localized lesion and usually arises from the 

medullary cavity. PLB, an extremely rare condition was 

first described by Oberling in 1928 2). In PLB, any part 

of the skeleton can be involved and the cause is not 

known well 3). The cell subtype varies with regard to 

PLB and the molecular features of PLB have not been 

well studied 4). Staging differs with different criteria 5). 

In PLB Imaging features are usually non-specific 6). It is 

very important to differentiate PLB from other causes of 

lytic bone lesions, such as primary bone tumors and 

carcinomas as it is easily curable. Improved prognosis has 

been noted following chemotherapy and radiotherapy in 

PLB patients 7). Written informed consent is obtained 

from the patient. We report a case of Hodgkins 

lymphoma which presented as a solitary bone tumor in 

our current study which posed a great challenge during 

diagnosis, initially diagnosed as a case of Primary 

lymphoma of the bone and later upon FDG-PET-CT 

examination done which showed an abnormally high 

uptake of 
18

F-FDG in the cervical, mediastinal, 

retroperitoneal, iliac lymphnodalgroups, skeletalsystem, 

liver and spleen and Immunohistochemistry favoured 

the diagnosis of Classical Hodgkinslymphoma, mixed 

cellularity type. He was classified as stage IV B Cell 

lymphoma and referred to oncology department for 

favour of chemotherapy and radiotherapy. 

 

CASE REPORT 
A 16-year-old male presented with pain in the right hip 

and difficulty in walking that had persisted for 2 months 

with no history of trauma. On clinical examination patient 

had no obvious external swelling, tenderness and he had 

painful range of motion right hip and scarpa triangle 

tenderness on the right hip. Plain X-rays of pelvis with 

both hip showed ill definedgeographical lesion of the 

pelvic bones,. (Fig 1.1 and 1.2) 

 

 
Figure 1.1 and 1.2: Plain X-rays showed ill defined geographical lesion of the pelvic bones 

  

Magnetic resonance imaging (MRI) of the right hip (Fig 

2.1, Fig 2.2,Fig 2.3 and Fig 2.4) and CT (Fig 2.5 and 2.6) 

was performed and showed bone marrow edema 

involving the acetabular region and adjoining iliac bone, 

pubic bone and ischium on the right side suggestive of 

Transient osteoporosis/transient marrow edema (minimal 

sclerotic regions/subtle cortical thickening in inferior 

pubic ramus may be sequelae of insufficiency fracture 

and suggested follow up). 
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Figure 2.1 to 2.6: Magnetic resonance imaging (MRI) of the right hip(Fig 2.1,Fig 2.2,Fig 2.3,Fig 2.4) and CT (Fig 2.5,Fig 2.6) showed bone 
marrow edema involving the acetabular region and adjoining iliac bone, pubic bone and ischium on the right side suggestive of Transient 
osteoporosis/transient marrow edema. 

 

CRP results showed positive 38.9 mg/dl and ESR high. 

Quantiferon TB Gold showed negative results. 

Technetium Tc 99m methylene diphosphonate (99mTc –

MDP) Whole body Three phase skeletal scintigraphy(Fig 

3.1,Fig 3.2) and SPECT/CT showed abnormal focal 

uptake of Tc-MDP in the pelvis suggestive of active 

infective pathology in the right acetabulum, right iliac 

bone, body of pubis, inferior pubic ramus and superior 

pubic ramus. 

 

 
Fig 3.1and Fig 3.2: Anterior and posterior radionuclide bone scans above depict an abnormally high distribution of technetium-99m in the 
right acetabulum, right iliac bone, body of pubis, inferior pubic ramus and superior pubic ramus.(arrow). 

 

Hence CT guided biopsy and 

histopathologicalexamination was planned. Aspiration for 

AFB showed negative smear for AFB. Culture and 

sensitivity of the tissue showed no bacterial growth. 

Histopathologic examination of Right iliac bone biopsy 

showed bony trabeculae and hematopoietic marrow with 

focal edema with small aggregates of lymphocytes with 

histiocytes in the marrow. A definite epitheliod 

granuloma with giant cells are not present and result was 

focal lymphoid aggregates Immunohistochemistry 

showed positive for markers CD68 in benign histiocyte 

and negative for CD1a marker and favoured the diagnosis 

of inflammatory pathology.(Fig.4). 

 

 
Figure 4: Immunohistochemistry showed positive for markers CD68 in benign histiocyte and negative for CD1a marker. 
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Empirical ATT started for 1 month as the location is 

difficult to access, bone scan suggested infective 

pathology with negative culture, HPE suggestive of small 

aggregates of lymphocytes with histiocytes in the marrow 

and IHC favoured inflammatory pathology. Patient 

showed some improvement in pain for 1 week and after 

that he started to have increased pain. Repeat MRI was 

done as the patient had increased pain. Repeat MRI (Fig 

5.1,Fig 5.2,Fig 5.3) showed osteolytic lesion with bone 

marrow edema in the acetabulum of right iliac bone. 

Bone marrow edema in the ischium and pubic bones on 

the right side of pelvis. Mild increase in size of the lesion 

and bone marrow edema is noted when compared to the 

previous scan and suggested for Clinical and 

Histopathologicalcorrelation. Repeat CT (Fig.5.4) was 

also done.  
 

 
Figure 5.1,Fig 5.2,Fig 5.3: Repeat Magnetic resonance imaging (MRI) of the right hipshowsosteolytic lesion with mild increase in size of the 

lesion and bone marrow edema is noted in the ischium and pubic bones on the right side of pelvis when compared to the previous scan and 
suggested for Clinical and Histopathologicalcorrelation.Repeat CT (Fig.5.4) was also done. 

 

Hence Open biopsy of the acetabular lesion was planned. 

Approach 
Through Lateral Hardinge approach incision(Fig 6.1,Fig 

6.2), stab incision is made over the Gluteus medius 

without disturbing the neurovascular bundle(Superior 

Gluteal artery and nerve) in order to avoid postoperative 

abduction lurch,supraacetabular biopsy under C-ARM 

guidance((Fig 7.1,Fig 7.2) was taken and curettage of the 

lesion done and specimen sent for histopathological and 

immunohistochemistry evaluation. 

 

 
Figure 6.1: Figure 6.2: Open biopsy of the acetabular lesion through lateral Hardinge approach incision 
Figure 7.1: Figure 7.2: Supra acetabular biopsy under C-ARM guidance was taken and curettage of the lesion done. 
Gene Xpert MTB/RIF resistance detection assay from supraacetabular region tissue showed negative results for Mycobacterium 
tuberculosis. 
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Histopathology showed detached fragmnet of bony 

spicules. Amidst these are seen fibrocollagenous tissue 

showing patchy areas of atypical mononuclear round cell 

infiltrates with some crush artefact changes. Atypical 

lymphoid infiltrates, shows scattered prominent thick 

nuclei with prominent pinkish macro nucleoli suggestive 

of Reed Sternberg cell. (Fig 8.1,Fig 8.2).Amidst atypical 

lymphoid cells are seen a brisk fibroblastic proliferation 

and patchy areas of granulation tissue and histiocytic 

reaction suggestive of atypical lymphoid infiltrates, 

suspicious of Lymphoma. Differential diagnoses include 

Hodgkins Lymphoma which is confirmed and 

subcategorized by Immunohistochemistry (IHC). 

 

 
Figure 8.1: Figure 8.2: Histopathology image showing atypical lymphoid infiltrates,scattered prominent thick nuclei with prominent pinkish 

macro nucleoli suggestive of Reed Sternberg cell(arrow). 
 

Immunohistochemistry subtyping 

Immunohistochemistry showed positive for markers CD 

3, CD20, CD30,CD 138 and faint positivity for PAX5, 

and negative for CD1a, LCA,CD15,LMP,ALK-

1,OCT2,BOB-1,PLAP and PANCK marker and favoured 

the diagnosis of Classical Hodgkinslymphoma, mixed 

cellularity type. 

 

 

 

FDG PET CT 

An 
18

F-fluorodeoxyglucose positron emission 

tomography (FDG-PET) CT scan was done to identify the 

original site of the tumor. Abnormal 
18

F-FDG uptake was 

found cervical, mediastinal, retroperitoneal, iliac 

lymphnodal groups, skeletal system, liver and spleen 

consistent with stage IV Lymphoma. Patient was referred 

to oncology department for favour of further 

management. Further Follow up study is needed to 

ascertain prognosis. 

 
Figure 9.1, 9.2 and 9.3: FDG-PET-CT scan of the whole body. FDG-PET-CT scan results showed an abnormally high uptake of 

18
F-FDG in the 

cervical, mediastinal, retroperitoneal, iliac lymphnodalgroups, skeletalsystem, liver and spleen. 

 

Histopathological picture of the biopsy from right pelvis 

revealed detached fragment of bony spicules. Amidst 

these are seen fibrocollagenous tissue showing patchy 

areas of atypical mononuclear round cell infiltrates with 

some crush artefact changes. Atypical lymphoid 

infiltrates, shows scattered prominent thick nuclei with 

prominent pinkish macro nucleoli suggestive of Reed 

Sternberg cell. Amidst atypical lymphoid cells are seen a 

brisk fibroblastic proliferation and patchy areas of 

granulation tissue and histiocytic reaction. Suggestive of 

atypical lymphoid infiltrates suspicious of Lymphoma. 

Differential diagnoses include Hodgkins Lymphoma 

which is confirmed and subcategorized by 

Immunohistochemistry (IHC). Furthermore, on 

performing immunohistochemistry, the neoplastic cells 

were positive for markers CD 3,CD20, CD30,CD 138 and 

faint positivity for PAX5, and negative for CD1a, 

LCA,CD15,LMP,ALK-1,OCT2,BOB-1,PLAP and 

PANCK marker and favoured the diagnosis of Classical 

Hodgkinslymphoma, mixed cellularity type. The patient 



International Journal of Recent Trends in Science And Technology, ISSN 2277-2812 E-ISSN 2249-8109, Volume 6, Issue 4, 2016 pp 20-25 

Copyright © 2016, Statperson Publications, International Journal of Recent Trends in Science And Technology, ISSN 2277-2812 E-ISSN 2249-8109, Volume 6, Issue 4 2016 

was initially diagnosed as a case of PLB of the right 

acetabulum confirmed by open biopsy but the FDG-PET-

CT examination was done which showed an abnormally 

high uptake of 
18

F-FDG in the cervical, mediastinal, 

retroperitoneal, iliac lymphnodalgroups, skeletal system, 

liver and spleen. Immunohistochemistry favoured the 

diagnosis of Classical Hodgkinslymphoma, mixed 

cellularity type. He was classified as stage IV B Cell 

lymphoma and referred to oncology department for 

favour of chemotherapy and radiotherapy. 

 

CONCLUSION 
This case brings us to the fact that, the solitary bone 

tumors should be thoroughly investigated. The 

immunohistochemistry and FDG PET CT is potentially 

the most reliable diagnostic aid in the definitive diagnosis 

of Hodgkinslymphoma presenting as solitary bone 

tumors
8,9,10

. This would enable the patient of neo-

adjuvant chemotherapy in advanced malignancy at the 

earliest and improved prognosis. Follow up study of this 

patient is needed for further insight into the treatment 

outcome and prognosis of this patient. The patient was 

being followed up and he is currently undergoing 

chemotherapy (completed 4 cycles). 
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