
Case Report
An Unusual Presentation of Primary Lymphoma of the Ilium
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Primary bone lymphoma involving the pelvic bone is a rare entity. It does not have distinct clinical features or radiological
features that are diagnostic. Biopsy is the gold standard investigation. We present a case of primary pelvic lymphoma with initial
histopathological features of chronic osteomyelitis. Upon further clinical follow-up, repeat biopsy of the lesion revealed features of
B-cell Non-Hodgkin’s lymphoma, thus emphasizing the need for a high index of suspicion and close clinical follow-up.This case is
presented for the diagnostic dilemma and the unique feature of lymphomatous lesion mimicking chronic osteomyelitis in its early
stages.

1. Introduction

Primary bone lymphoma represents approximately 3% of
all malignant bone tumors and 5% of all Non-Hodgkin
lymphomas [1]. Most osseous lymphomas present with sim-
ilar characteristics such as an increased incidence in men,
usually in fifth and sixth decades, with common sites being
long bones (50%) and most being of B-cell lineage [2]. The
incidence of lymphoma in innominate bones is very rare [3].
Radiologically, lymphomas do not have characteristic fea-
tures and can mimic other tumorous conditions. We report
a case of primary lymphoma of the ilium, masquerading as
chronic osteomyelitis. We present this case because of its
rarity of the location and diagnostic dilemma.

2. Case Report

A 65-year-old gentleman presented to the out-patient depart-
ment with three-month history of continuous, dull aching
pain in the left iliac region, radiating to the left thigh. He
did not have constitutional symptoms like fever, weight loss,
and loss of appetite. Initial examination revealed a 3 ×
4 cm tender swelling with indistinct margins localized over
the lateral aspect of the left iliac crest. There was increase
in temperature and erythema. General examination was

unremarkable except for pallor. There was no localized or
generalized lymphadenopathy. Blood investigations revealed
normal haemogram, ESR of 20mm/hour and C-reactive
protein of 34mg/dl. Plain radiographs revealed an osteolytic
lesion with indistinct margins, cortical breach, moth eaten
appearance, and narrow transitional zone (Figure 1). Bone
scan showed isolated uptake in the left ilium. In view of
age and location, differential diagnosis included primary
bone tumor and indolent infection. A needle biopsy was
performed. The histopathological examination showed tra-
beculae of cortical, cancellous, and scanty necrotic bone with
intervening inflammatory granulation tissue densely infil-
trated by lymphocytes and histiocytes consistent with non-
specific chronic osteomyelitis (Figure 2). No tumor mark-
ers or special strains were done. In spite of the biopsy
suggesting chronic osteomyelitis, the cultures were negative
for mycobacterium, fungal elements, and bacterial elements.
Further, there was no conclusive clinicoradiological correla-
tion. Hence, it was suggested that the patient underwent an
open biopsy proceed excision of the iliac lesion. However, the
patient decided to defer any surgical procedure. Hence, he
was started on a course of empirical antibiotics and advised
to review regularly.

At his follow-up visit, the patient appeared pale and had
significant loss of weight. The swelling had increased to size
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Figure 1: Plain radiograph of Pelvis showing an osteolytic lesion
with indistinct margins, cortical erosion, and narrow transitional
zone over the left ilium.

Figure 2: Photomicrograph of chronic osteomyelitis ilium showing
trabeculae of cortical, cancellous, and scanty necrotic bone with
intervening inflammatory granulation tissue densely infiltrated by
lymphocytes and histiocytes (H&E stain, ×20).

of 10 × 10 cm, with extent up to the left inguinal region.
The left lower limb was edematous. There was no localized
lymphadenopathy. Hip movements were painfully restricted.
Plain radiographs of pelvis showed a permeative lesion
with significant periosteal reaction over the left iliac crest
(Figure 3). The chest radiograph, computed tomography of
chest, and ultrasound abdomen were negative for any lesion.
An open biopsy was performed revealing cores of scanty
partially crushed tumor composed of sheets ofmedium-sized
round cells with round to oval nuclei, small nucleoli, scant
to moderate amounts of cytoplasm, and areas of necrosis.
Immunohistochemistry revealed tumor cells that were pos-
itive for CD20 and Bcl-6 and negative for Tdt, Bcl-2, MUM-1,
CD5, CD23, and CD3. A diagnosis of high grade B cell Non-
Hodgkin’s lymphoma was made (Figures 4 and 5). Medical
oncology opinion was obtained and the tumor was staged as
Ann Arbor Ia–Extra nodal, with risk stratification being low-
intermediate. The patient was then planned for a combined
treatment modality with chemotherapy and radiotherapy.

3. Discussion

First established as a clinical entity in 1939, primary lym-
phoma of the bone is defined as “lymphoma presenting in

Figure 3: Plain radiograph of pelvis showing a permeative lesion in
the left ilium with significant cortical destruction.

Figure 4: Photomicrograph of diffuse large B-cell lymphoma of
ilium showing sheets ofmedium-sized atypical lymphoid cells (H&E
stain, ×20).

an osseous site with no evidence of disease elsewhere for at
least six months after diagnosis” [4]. It presents with constant
pain, as a palpable mass with soft tissue extension or with
pathologic fracture. Systemic “B” symptoms may also be
present at the time of diagnosis [5]. Iliac lesions are difficult to
diagnose in the initial stages; further, Limb et al. showed there
is mean delay of eight months in the diagnosis of lymphoma
of the bone [3, 6]. Skeletal involvement is rare and limited to
the long bones and axial skeleton, with femur being the most
common site.Though intrapelvic, nonosseous lymphoma has
been reported; involvement of the innominate bones has been
described sparingly in world literature [7].

The paucity of systemic “B” symptoms and relative rarity
of lymphoma in the ilium made us consider another dif-
ferential diagnosis. Clinically, lymphoma of the bone can
mimic the presentation of other small round cell tumors such
as myeloma and rarely present with innocuous symptoms
analogous to that of osteomyelitis [2, 8].

The diagnosis of lymphoma presenting as a primary bone
lesion can cause a dilemma as there are no pathognomonic
radiological findings. In plain radiographs, lymphomas have
variable and nonspecific appearance ranging from being
near normal to a diffusely permeative lesion with soft tissue
extension. The lytic-destructive pattern is the most common
(70%) and is usually associated with an aggressive periosteal
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Figure 5: Photomicrograph of diffuse large B-cell lymphoma of
ilium showing CD20 positive atypical lymphoid cells (CD20 stain,
×40).

reaction. Cortical breakthrough, an ominous sign, is present
in less than 25% of early lymphomas. About one-third of
primary lymphomas present with a blastic-sclerotic pattern
(13.6%) or with subtle near normal findings (5.8%) [7]. CT
and MRI scans though helpful in assessment and staging of
the tumor are neither conclusive nor diagnostic. MRI is the
preferredmodality for imaging of suspicious lesions with T2-
weighted images revealing areas of low signal intensity [9].
A pattern of extensive marrow disease and surrounding soft
tissue masses but without extensive cortical destruction is a
reported characteristic of an osseous lymphoma [10, 11].

The radiological picture in our patient at first presentation
demonstrated a lytic, radiolucent, pelvic lesion with cortical
erosion which represents the possibility of infection. How-
ever, radiographs at follow-up demonstrated a permeative
lesion with ill-defined margins and soft tissue extension,
strongly suggestive of a malignancy.The radiological appear-
ance of a primary bone lymphoma continues to evolve,
emphasizing the need for a regular and meticulous follow-up
[2].

Closed or open biopsy and histopathological examination
are the gold standard diagnostic investigation [12]. Needle
biopsy of Non-Hodgkin’s lymphoma may not be adequate
as it may provide tissues with crush artifact and areas of
decalcification. Needle biopsy of lesions with a significant
soft tissue component or areas of inflammatory changes has
higher false negative rates [13]. The diagnostic yield of a
needle biopsy is more dependent on the size of the specimen
obtained than on the gauge of the needle. Wu et al. in
their study showed that minimum of four specimens for
soft tissue lesions and three specimens for bony lesions were
most favourable for a diagnostic yield [14]. The initial biopsy
performed in our patient showed the features of osteomyeli-
tis. There was no cellular atypia or any features to suspect
otherwise. Hence, further characterization was not done. At
his follow-up visit, unrelenting symptoms prompted a need to
reconsider the diagnosis. Non-Hodgkin’s lymphoma appears
most commonly with large cells with irregular cleaved nuclei
and prominent nucleoli surrounded by reticulin fibers. Histo-
logical sections reveal a monotonous infiltrate of mixed small
and large lymphocytes with associated crush artifact and area

of extensive necrosis. Immunohistochemical stains reveal
positive staining for LCA (CD45), CD20, CD10, Bcl-2, Bcl-
6, and CD15 and positivity for Ki-67(MIB-1) [15]. A repeat
biopsy confirmed the presence of the abovementioned fea-
tures of a diffuse large B-cell lymphoma in both microscopy
and immunohistochemistry.

The lag time for primary lymphoma of bone to manifest
its clinical features poses a diagnostic difficulty, thus empha-
sizing the need for a high degree of suspicion when clinical
and histopathological findings do not tally. Delay in diagnosis
can have serious consequences and the need to obtain an
urgent diagnosis has been stressed [16].

To our knowledge, this is the first report of an innominate
bone lymphoma presenting as chronic osteomyelitis.This has
been reported due to the unusual location of this tumor, the
ambiguity in clinical symptoms, and the diagnostic dilemma
thus caused.

Key Topics

Non-Hodgkin’s lymphoma presenting with features of
chronic osteomyelitis is a rare, poorly described entity and
can pose a diagnostic dilemma.

Conflict of Interests

The authors declare that there is no conflict of interests
regarding the publication of this paper.

Acknowledgments

The authors acknowledge Dr. Vinoo Mathew Cherian and
Dr. Manasseh Nithyananth, Department of Orthopedics, for
their support and guidance for this paper.

References

[1] T. R. Trenhaile and M. A. Killackey, “Primary pelvic non-
Hodgkin’s lymphoma.,” Obstetrics and Gynecology, vol. 97, no.
5, pp. 717–720, 2001.

[2] P. Kitsoulis, M. Vlychou, A. Papoudou-Bai et al., “Primary
lymphomas of bone,”Anticancer Research, vol. 26, no. 1, pp. 325–
337, 2006.

[3] D. Limb, C. Dreghorn, J. K. Murphy, and R.Mannion, “Primary
lymphoma of bone,” International Orthopaedics, vol. 18, no. 3,
pp. 180–183, 1994.

[4] H. Jackson Jr. and F. Parker Jr., “Hodgkin’s disease; clinical
diagnosis,” The New England journal of medicine, vol. 234, pp.
37–41, 1946.

[5] L. Evans and B. Hancock, “Non-Hodgkin lymphoma,” The
Lancet, vol. 362, no. 9378, pp. 139–146, 2003.

[6] M. M. Muhdi and T. A. Hamdam, “Marginal wedge resec-
tion for chronic osteomyelitis of the iliac bone,” International
Orthopaedics, vol. 27, no. 4, pp. 254–256, 2003.

[7] K. Beal, L. Allen, and J. Yahalom, “Primary bone lymphoma:
treatment results and prognostic factors with long-term follow-
up of 82 patients,” Cancer, vol. 106, no. 12, pp. 2652–2656, 2006.

[8] T. A. Beslikas, P. K. Panagopoulos, I. Gigis, S. Nenopoulos, N. G.
Papadimitriou, and J. E. Christoforides, “Chronic osteomyelitis



4 Case Reports in Medicine

of the pelvis in children and adolescents,” Acta Orthopaedica
Belgica, vol. 71, no. 4, pp. 405–409, 2005.

[9] M. T. El-Essawy, F. M. Vanhoenacker, H. van Dijck, and M.
Ferrante, “Primary lymphoma of iliac bone,” JBR-BTR: Orgaan
van de Koninklijke Belgische Vereniging Voor Radiologie (KBVR),
vol. 95, no. 6, p. 375, 2012.

[10] A. Krishnan, A. Shirkhoda, J. Tehranzadeh, A. R. Armin, R.
Irwin, and K. Les, “Primary bone lymphoma: radiographic-MR
imaging correlation,”Radiographics, vol. 23, no. 6, pp. 1371–1383,
2003.

[11] M. E. Mulligan, G. A. McRae, and M. D. Murphey, “Imaging
features of primary lymphoma of bone,” The American Journal
of Roentgenology, vol. 173, no. 6, pp. 1691–1697, 1999.

[12] V. Ascoli, F. Facciolo, and F. Nardi, “Cytodiagnosis of a primary
non-Hodgkin’s lymphoma of bone,” Diagnostic Cytopathology,
vol. 11, no. 2, pp. 168–173, 1994.

[13] M. E. Oetgen, D. M. Grosser, G. E. Friedlaender, and D. M.
Lindskog, “Core needle biopsies of musculoskeletal tumors:
potential pitfalls,” Orthopedics, vol. 31, no. 12, 2008.

[14] J. S. Wu, J. D. Goldsmith, P. J. Horwich, S. K. Shetty, and
M. G. Hochman, “Bone and soft-tissue lesions: what factors
affect diagnostic yield of image-guided core-needle biopsy?”
Radiology, vol. 248, no. 3, pp. 962–970, 2008.

[15] D. Huebner-Chan, B. Fernandes, G. Yang, and M. S. Lim, “An
immunophenotypic andmolecular study of primary large B-cell
lymphoma of bone,”Modern Pathology, vol. 14, no. 10, pp. 1000–
1007, 2001.

[16] J. Mika, I. Schleicher, U. Gerlach, C.-P. Adler, M. Uhl, and S. M.
Knoeller, “Primary bone lymphomas thought to be osteomyeli-
tis urgently demand a rapid diagnosis in bone pathology,”
Anticancer Research, vol. 32, no. 11, pp. 4905–4912, 2012.


