
Case Report / Olgu Sunumu
DOI: 10.5152/tftrd.2014.56254

Turk J Phys Med Rehab 2014;60:353-5
Türk Fiz T›p Rehab Derg 2014;60:353-5

Hodgkin’s Lymphoma: Case Report of Mimicking Sacroiliitis
Sakroiliiti Taklit Eden Hodgkin Lenfoma: Olgu Sunumu
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Abstract

Musculoskeletal syndromes may be associated with neoplastic 
diseases. We hereby report a case of sacroiliitis that was diagnosed as 
Hodgkin’s lymphoma during the follow-up process. Though sacroiliitis 
was confirmed with magnetic resonance imaging (MRI), a diagnosis 
of malignancy associated with sacroiliitis may be delayed and cause a 
clinical challenge. We aimed to discuss the presentation of lymphoma 
with sacroiliac joint involvement and its probable mechanisms and 
review the literature. 
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Özet

Kas iskelet sistemi sendromları neoplastik hastalıklarla ilişkili olabilir. Bu 
yazıda, kliniğimizde sakroiliit tanısı alan ve takiplerde Hodgkin lenfoma 
tanısı koyduğumuz olguyu tanımladık. Sakroiliit tanısı manyetik rezonans 
görüntüleme ile de doğrulansa dahi sakroiliitle ilişkili olabilecek malignite 
tanısı gecikebilir ve bu durum klinik bir karışıklığa yol açabilir.  Amacımız 
literatürü gözden geçirerek, malignite varlığında sakroiliak eklem tutulumun 
olası mekanizmasını tartışmaktır.  
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Introduction

Musculoskeletal syndromes, such as hypertrophic osteoarthrop-
athy, carcinoma polyarthritis, dermatomyositis/polymyositis, 
and paraneoplastic vasculitis, fasciitis, panniculitis, erythema 
nodosum, Raynaud’s syndrome, digital gangrene, erythrome-
lalgia, and lupus-like syndromes, may be associated with neo-
plastic diseases (1). Although the association of malignancy and 
rheumatologic disorders is well described in the literature, only 
few cases have reported sacroiliitis as an initial presentation of 
lymphoproliferative disorder.

In this report, we describe a patient with sacroiliitis and diag-
nosed with Hodgkin’s lymphoma 6 weeks after admission to our 
clinic.

Case Report

A 31-year-old man presented with right hip and buttock pain 
and left hip pain of 3 weeks in duration. The pain began acutely, 
initially involving the right side and involving the right buttock. 
He described marked morning stiffness lasting for 2 hours. In 
the course of this period, he was admitted to the emergency 
service of our hospital several times, and nonsteroidal anti- 
inflammatory and myorelaxant drugs were suggested, and he 
was referred to the physical medicine and rehabilitation out-
patient clinic. He denied experiencing any symptoms of fever, 
weight loss, peripheral joint pain, skin lesions, urethritis, con-
junctivitis, and venereal or gastrointestinal disease. The family 
history was negative for rheumatic diseases. He had no smoking 



history. In the physical examination, right sacroiliac compression 
and Gaenslen tests were positive. Sacroiliac joint was exquisitely 
painful to direct pressure. The cervical, thoracic, and lumbar 
spine and peripheral joint examination was unremarkable. 

In the laboratory examination, serum C-reactive protein (CRP) 
was 109.9 mg/L (normal range 0-5 mg/L), hemoglobin was 
10.7 g/dL (normal range 12-15.5 g/dL), erythrocyte sedimenta-
tion rate (ESR) was 105 mm/h (normal range 0-20 mm/h), and 
white blood cell count was 10,600/mm3 (normal range 3500-
10,500/mm3). The patient was HLA-B27-negative. A plain radio-
graph of the sacroiliac joint revealed minimal sclerotic changes 
in the iliac region of the right sacroiliac joint.

Magnetic resonance imaging of the sacroiliac joint showed 
bone marrow edema of the iliac bone and sacroiliac joint and 
gadolinium enhancement with hyperintense areas that may be 
associated with sacroiliitis (Figure 1). 

The patient initially received sulfasalazine 1000 mg twice a day 
and indomethacin perorally 25 mg 3 times a day. At the first 
follow-up after 2 weeks, the patient’s clinical response to ther-
apy was excellent. There was no pain or morning stiffness. ESR 
was still 97 mm/h and CRP was 44.3 mg/L at this time. After 
3 weeks, the patient experienced fatigue and detected multi-
ple 1-2 cm non-tender cervical and axillar lymph nodes in the 
physical examination. The liver and spleen were not enlarged. 
Abdominal ultrasonography revealed multiple hypoechoic, reg-
ular-shaped solid lesions in the liver and spleen. An abdominal 
MRI confirmed hyperintense heterogeneity with contrast mate-
rial in the liver and spleen that may be associated with lym-
phoproliferative disorder or granulomatous disease. Excisional 
biopsy of the cervical lymph node showed Hodgkin’s lymphoma 
nodular sclerosis subtype. He was referred to the hematology 
clinic to receive a chemotherapy program. Positron emission to-
mography (PET), performed in the hematology clinic, revealed 
hypermetabolic areas in the right iliac bone, which may be as-
sociated with bone marrow involvement. Also, multiple hyper-
metabolic areas in the cervical, supraclavicular, mediastinal, and 
infradiaphragmatic lymph nodes and a hypermetabolic area in 
right fourth costa that may be associated with metastatic bone 
lesions were reported. 

Discussion

Hereby, we reported a patient with low back pain and diag-
nosed as sacroiliitis, and the cervical and axillar lymph nodes 
directed with to perform advanced research with a suspicion of 
malignancy. We also aimed to emphasize the importance of a 
malignancy mimicking rheumatic conditions and reviewed the 
literature. 

Although musculoskeletal disorders may be associated with neo-
plastic disease, an unusual presentation of a malignancy may 
be a cause of the delayed diagnosis of disease. Primary synovial 
neoplasm or metastasis to the bone or synovium may be the 
reason of musculoskeletal complaints. Periarticular metastases 
are not infrequent and may present as acute arthritis. These are 
neoplastic lesions of the bone without inclusion of the joint or 

deterioration of the joint because of metastases and non-neo-
plastic reactions in the adjacent joint and neoplastic invasion 
of the joint (2). In addition to the paraneoplastic phenomenon, 
the unusual presentation of malignancies mimicking rheumatic 
disorders has been a clinical challenge and may be the cause of 
the delayed diagnosis of the main disease. 

In the literature, there are 4 cases of sacroiliitis associated with 
hematologic malignancy. One of them was acute lymphoblastic 
leukemia, in which a complete blood count revealed pancyto-
penia (3). Our patient’s complete blood count was unremark-
able, and the clinical response to medication was excellent. He 
had no complaint at the first follow-up, but he presented with 
constitutional symptoms, like fatigue and night sweats, and the 
physical examination determined lymphadenomegaly in the 
cervical chain at the next follow-up. Although there was an im-
provement in low back pain of our patient’s, serum ESR and CRP 
levels were still high. These findings directed us to perform fur-
ther diagnostic techniques. Two cases have been reported with 
sacroiliitis who were diagnosed with Hodgkin’s disease 12 and 
5 months after sacroiliitis, respectively. The interval between our 
patient’s sacroiliac joint pain and the exact diagnosis of Hodgkin 
lymphoma was shorter than the previous report, because the 
constitutional symptoms and lymph nodes occurred rapidly (4). 
In a case report, sacroiliitis and enthesopathies developed due to 
diffuse, well-differentiated lymphocytic lymphoma (5).

However, the initial presentation of our patient was similar to 
sacroiliitis: ESR level was over 100 mm/h and remained high 
despite non-steroidal anti-inflammatory drug and sulfasalazine 
medication.

The etiology of sacroiliitis may be classified into inflammatory 
and non-inflammatory conditions. In particular, secondary car-
cinoma must take part in this list (2). The presentation of the 
patient was similar to spondyloarthritis, including ankylosing 
spondylitis, reactive arthritis, psoriatic arthritis, and enteropathic 
arthritis. We determined a high level of ESR, which was sus-
picious for inflammatory sacroiliitis. If ESR and CRP levels are 
higher than expected, the clinician must check out the initial 
diagnosis. When the expected clinical response is not achieved, 
with the persistence of symptoms, the diagnosis must be recon-
sidered. Also, constitutional symptoms may direct the clinician 
for an advanced examination with suspicion of malignancy. 

The histopathologic diagnosis may be surprisingly different; 
however, an MRI indicating edema of the sacroiliac joint seems 
to meet the definition of sacroiliitis issued by the Assessment of 
the Spondyloarthritis International Society (ASAS). Bereau et al. 
(6) reported a case with sacroiliitis according to an MRI study 
that was diagnosed with Hodgkin’s disease with radioguided 
biopsy of the iliac joint. 

Rheumatic syndromes associated with paraneoplastic syn-
dromes include rheumatoid arthritis, Sjogren’s syndrome, sys-
temic sclerosis, temporal arteritis, carcinoma polyarthritis, der-
matomyositis, lupus erythematosus, and vasculitis. Sacroiliitis 
is not defined as a paraneoplastic syndrome. According to our 
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findings, we do not consider the sacroiliac pain of our patient as 
a paraneoplastic phenomenon but the direct involvement of the 
iliac bone by lymphoma mimicking unilateral sacroiliitis. Even 
though we could not confirm the sacroiliac joint involvement by 
Hodgkin lymphoma with the histopathological findings, the PET 
results confirmed our hypothesis. Also, our report is similar to 
previous reports: one of them was of sacroiliac joint involvement 
of metastatic adenocarcinoma, and the other one was prostatic 
carcinoma mimicking sacroiliitis (2,7). The self-criticism of this 
report is that the histopathological sample should be taken dur-
ing the initial visits with a suspicion of malignancy even a well 
clinical response achieved. 

Conclusion

In rheumatic syndromes, fever; weight loss; thromboembolic 
events; and neurological, endocrinological, gastrointestinal, or 
cutaneous disorders may be the signs of underlying neoplastic 
disease (8). In patients with rheumatic syndromes, ESR, com-
plete blood cell count, and serum chemistries are almost always 
obtained during the routine evaluation. In respect to laboratory 
findings, elevated ESR and anemia may both present in malig-
nancy and primary rheumatic syndromes. Both of these findings 
have limited value for the differential diagnosis between cancer-
associated disorders and primary rheumatic diseases (9). More 
detailed investigations with a suspicion of malignancy are not 
recommended initially if there are no specific findings that are 
suggestive of malignancy. Therefore, the clinician must recog-
nize the clues that may be the features of a malignancy associ-
ated with rheumatic syndromes.

In conclusion, sacroiliitis may be the consequence of a malig-
nancy with sacroiliac joint involvement; however, morning stiff-
ness and good response to non-steroidal anti-inflammatory drug 

treatment accompany the sacroiliac pain. The physician must be 
aware of a malignancy with elevated serum ESR levels over 100 
mm/h, despite a clinical response achieved with medication. An 
unusual presentation of malignancies mimicking rheumatologic 
disorders can mask the exact diagnosis of the disease. 
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Figure 1. Bone marrow edema at the sacroiliac joint by magnetic 
resonance imaging 

http://dx.doi.org/10.1053/berh.2000.0091
http://dx.doi.org/10.1179/acb.2010.041
http://dx.doi.org/10.1136/ard.52.3.239
http://dx.doi.org/10.1016/j.jbspin.2011.05.011
http://dx.doi.org/10.1111/j.1440-1673.2007.01809.x
http://dx.doi.org/10.1016/S0049-0172%2899%2980037-7

