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Fig. 1. A triphasic bone scan scintigraphy showed increased late-phase 
activity in the frontal and parietal bones, right hip joint, right femoral 
condyle, right proximal, distal epiphyses of the tibia, and right tarsal 
bones.
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Letters to the Editor

A misleading presentation of T cell/ 
histiocyte rich B-cell lymphoma 
mimicking osteomyelitis

TO THE EDITOR: Lymphomas have diverse clinical pre-
sentations, may affect multiple organ systems, and have 
been diagnosed across different age groups. Bone involve-
ment is present in 16–20% of patients, and patients with 
bone involvement often present with pain, mass, fractures, 
and fever [1, 2]. These non-specific symptoms can lead 
physicians to misdiagnose the patients with septic arthritis, 
osteomyelitis, or primary bone tumors. Histopathological 
examination is the gold standard for diagnosis; however, 
in some cases, this type of examination is difficult or 
impossible. Moreover, the clinical and histopathological dis-

tinction between osteomyelitis and malignancy is sometimes 
difficult, and misdiagnoses have been reported [3]. We re-
port a case of lymphoma that occurred at the hip joint 
and mimicked osteomyelitis and septic arthritis. A 25-year- 
old male presented to the emergency department with a 
one-month history of pain in the right hip, walking diffi-
culty, and fever. On physical examination, he had a high 
fever (39oC), pallor, and right hip arthralgia with decreased 
range of motion. The laboratory examination revealed pan-
cytopenia (neutrophils: 500/L, lymphocytes: 500/L, blood 
hemoglobin level: 64 g/L, platelets: 36,000/L) and elevated 
serum C-reactive protein (60 mg/L), erythrocyte sedimentation 
rate (42 mm/hr), lactate dehydrogenase (LDH, 1,928 IU/L), 
alkaline phosphatase (ALP, 749 IU/L), and gammaglutamyl 
transferase (GGT, 223 IU/L) levels. Serological tests for hep-
atotrophic viruses were negative. The pelvic magnetic reso-
nance image (MRI) showed destruction of the right femoral 
head and edema in the right femoral metaphysis and shaft. 
We consulted the orthopedics department and initially diag-
nosed the patient with right femoral osteomyelitis and septic 
arthritis of the right hip joint. Three sets of blood cultures 
were drawn, and intravenous ampicillin/sulbactam and ci-
profloxacin were started while preparing for orthopedic 
surgery.

No clinical or laboratory improvement was noted after 
the first week of treatment, and a peripheral blood smear 
revealed atypical lymphocytes. A triphasic bone scan scintig-
raphy showed increased late-phase activities in the frontal 
and parietal bones, right hip joint, right femoral condyle, 
right proximal and distal epiphyses of the tibia, and right 
tarsal bones (Fig. 1). A bone marrow biopsy showed infiltra-
tion of T-cell/histiocyte-rich B-cell lymphoma (TC/HRBCL) 
(Fig. 2A–C), and thoracic and abdominal CT scans identified 
diffuse pathological lymphadenopathies. The R-CHOP regi-
men with radiotherapy to the right hip joint was initiated, 
and the patient’s clinical and laboratory findings improved 
after the first four cycles of R-CHOP treatment. The patient 
achieved complete remission after eight cycles of R-CHOP 
treatment; however, the disease relapsed one year later, 
and the patient died due to septic shock after an ESHAP 
regimen.

TC/HRBCL is an uncommon subtype of DLBCL that pre-
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Fig. 2. Bone marrow biopsy showed infiltration of T-cell/histiocyte-rich B-cell lymphoma (TC/HRBCL). (A) Scattered large atypical cells in a 
lymphohistiocytic background (H&E, ×1,000). (B) Scattered atypical B cells labeled with CD20 antibody, CD20 (×200). (C) Infiltration of reactive
T cells with a nodular pattern labeled with CD3 antibody, CD3 (×200).

dominantly occurs in younger patients and men. Bone mar-
row and extra-nodal involvements are more frequent in 
this subtype than in other types of DLBCL [4].

Lymphoma misdiagnoses that delay the appropriate treat-
ment can be catastrophic. The lack of response to infection 
treatments and alternative diagnoses should promptly im-
prove differential diagnoses. Lymphoma should be consid-
ered in patients with bone and joint pain.
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Massive splenomegaly: flow 
cytometry as a diagnostic tool for 
systemic mastocytosis

TO THE EDITOR:  Mastocytosis is a spectrum of disorders 
related to the proliferation and accumulation of mast cells 
in one or more organs. Systemic mastocytosis (SM) was 
classified by World Health Organisation (WHO) classification 
for hematolymphoid neoplasms in 2008 as a myeloprolifer-
ative neoplasm. However, in the 2016 update of the WHO 
classification, it has been regarded as a separate entity. SM 
is sub-classified into indolent SM, smoldering SM, SM with 
an associated hematological neoplasm (AHN), aggressive 
SM, and mast cell leukemia [1]. SM is characterized by 
involvement of at least one extracutaneous organ with or 
without evidence of skin lesions [2]. We are presenting 
a rare case of aggressive SM with massive splenomegaly, 
which could be diagnosed on bone marrow (BM) 
immunophenotyping. 

Case Report
A 61-year-old man presented with a 2-year history of 

progressively increasing left hypochondriac lump, ab-
dominal pain, and progressive weight loss of 25–30 kg 
in the last 3 months. There was no fever, night sweats, 


