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Abstract
Primary spinal epidural lymphoma (PSEL) 

is a subset of lymphoma. For the diagnosis of 
PSEL there should be no other recognizable 
sites of lymphoma other than the spine at 
the time of diagnosis. The incidence of this 
subset of lymphomas is very low. Hodgkin 
lymphoma (HL) usually presents with painless 
enlargement of peripheral lymph nodes and 
only a small percentage arises from extra nodal 
regions.Very few patients with HL develops 
spinal cord compression due to an epidural 
tumor at some time during the course of their 
disease. But patients with HL presenting with 
isolated primary involvement of the epidural 
spinal region is very rare with very few reports 
available in the literature.

Case: 
A 19-year-old male presented to the local 

hospital with history of low back pain for almost 
one year. An initial biopsy was non-contributory 
and was reported as showing inflammatory 
change. The patient was empirically started on 

antituberculosis medication but his condition 
worsened and within weeks he developed 
paraplegia. MRI of the spine showed a large 
paraspinal mass with compression of L1 
vertebral body. Urgent surgical decompression 
was done and final histopathology showed a 
mixed cellularity classical Hodgkin lymphoma 
(MCCHL). Systemic work-up did not show 
evidence of nodal disease. Following surgery, 
he received chemotherapy.

Conclusion: 
We report this case because of the unusual 

presentation of HL as a primary spinal mass. 
We would also like to highlight that apart from 
common causes, a differential diagnosis of 
HL should also be entertained while dealing 
with spinal masses. Otherwise diagnosis can 
be missed leading to delay in treatment and 
complications.

Keywords: 
Spinal cord compression, Primary, Hodgkin 

lymphoma

Introduction
Hodgkin lymphoma was first recognized by 

Thomas Hodgkin and Samuel Wilks in 19xx. 
In Hodgkin lymphoma, approximately 90% of 
the cases originate from lymph nodes whereas 
10% arise from extra nodal regions.(1) In less 
than 0.25% of patients with HL, there is primary 
extra nodal presentation.(2) 5% of patients with 

HL can develop spinal cord compression due to 
an epidural tumor at some time during the course 
of their disease (3,4,5) but there are only very  few 
case reports of patients with HL who presented 
with isolated primary involvement of the 
epidural spinal region.(1,3,4,6-10) Patients usually 
present with back pain or neurologic deficits 
according to  the level of the lesion, along with 
B-type symptoms of weight loss, night sweats, 
and fever. This clinical presentation can lead to 
a mistaken diagnosis of tuberculosis, especially 
in the Indian scenario, where tuberculosis is very 
common. Monnard et al have reported that the 
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tumor has a preference for the thoracic spine due 
to the rich blood supply followed by lumbar and 
cervical regions(11) A high degree of suspicion 
is needed for diagnosing primary spinal HL 
because patients do not present with localized 
lymphadenopathy characteristic of HL.

Mixed cellularity classical Hodgkin 
lymphoma (MCCHL) is a subtype of classical 
Hodgkin lymphoma (CHL). The background 
cells consist of a mixed population of eosinophils, 
neutrophils, histiocytes and plasma cells. The 
histiocytes can show pronounced epithelioid 
features especially when associated with Epstein-
Barr virus. (12) Granulomas may be seen, which 
can lead to erroneous diagnosis of tuberculosis 
especially in small biopsies from unusual sites 
such as spine. A careful screening for Hodgkin 
and Reed-Sternberg cells (HRS cells) along with 
immunohistochemistry is needed to determine 
the correct diagnosis.

Case Report
A 19-year old male college student presented 

to the local hospital with pain in the lower back 
of one year duration. On examination he had 
a bulge over the lower spine. His plain x-ray 
did not show any significant findings. He was 
managed conservatively for the pain. Meanwhile a biopsy was done which was reported as showing 

inflammatory changes. Stabilization of spine 
was done by using spinal fixation device. As his 
symptoms were not getting controlled, he was 
empirically started on antituberculous therapy 
(ATT). His symptoms however worsened and 
within a few weeks he developed paraplegia. 
MRI spine was taken which showed a large para 
spinal mass with compression of L1 vertebral 
body. (Figure 1) The patient received urgent 
surgical decompression. 

Histopathological examination of the tissue 
provided to us showed a mixed population 
of eosinophils, neutrophils, histiocytes and 
plasma cells. Also seen were several large 
mono and binucleated cells with prominent 
nucleoli resembling HRS cells. (Figure 2a) 
Immunohistochemistry showed the large cells 
to be positive for CD30 (Figure2b), CD 15 
showed golgi staining in occasional large cells. 
Large cells were negative for CD20 and LCA. A 

Figure 1:  MRI spine parasagittal view showing a large 
isointense relatively homogenous paravertebral mass 
at D11- L3 level with spinal fixation device in situ.

Figure 2a : HRS cell seen amidst a mixed population 
of eosinophils,plasma cells histiocytes and neutrophils. 
(H and E, x400)

Figure 2b : Reed-Sternberg cells showing positivity for 
CD 30 (IHC, x400)
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bone marrow study was also done and showed 
no involvement with the disease. Detailed 
examination of the patient failed to show any 
other site of involvement. A diagnosis of primary 
MCCHL of spine was made.

Discussion
Bone involvement is common during the 

course of both Hodgkin and non-Hodgkin 
lymphoma, but rarely do these entities present 
with compressive myelopathy. The initial 
manifestation of HL in the spine is a very 
rare entity especially when encountered as an 
isolated disease focus. Because of this most 
clinicians do not entertain the differential 
diagnosis of HLwhen patients present with back 
pain and compressive myelopathy. The clinical, 
radiological, and histological features of this 
disease can mimic other medical conditions 
leading to spinal cord compression, including 
pathological compression fractures, infectious 
lesions (such as tuberculosis and osteomyelitis), 
or carcinomatous deposits.(13) This can mislead 
the clinician and lead to a significant delay in 
treatment. Maintaining a high level of suspicion 
is of utmost importance in the diagnosis of this 
entity since a potentially curative therapeutic 
option is available.

There has been previous case reports in the 
literature wherein the patient was initially 
misdiagnosed as tuberculosis similar to our 
case(6) There are few case reports in the literature 
of HL presenting with compressive myelopathy 
but only very few case reports are available of 
HL presenting only in the spine with no other 
primary site of involvement. In our case, in spite 
of an extensive systemic workup including MRI, 
no other disease site was identified.  Hence we 
consider our case to be a primary HL of spine, 
which is very rare. There are only a few case 
reports of patients with HL who presented with 
isolated primary involvement of the epidural 
spinal region. Love et al in 1954 described 
primary HL in the spinal epidural space in 
seven patients, all of whom died within months 
to years of the initial diagnosis and treatment(7) 
Citow et al however, suggested that many of 
the patients described by Love et al may have 
had disease elsewhere that were “missed” by the 

diagnostic methods in use at the time the study 
was performed.(6)

Epelbaum et al described two phases of 
clinical presentation in PESL. (14) The first is 
the prodromal phase, during which localized 
back pain and occasional radicular pain occur. 
This may last for months to a year. In the second 
phase, a rapid neurological deterioration ensues, 
usually over 2–8 weeks. The latter was due 
to spinal cord compression. Similar clinical 
presentations have been described by others. In 
our case also, patient had a prolonged history 
of low back pain for almost one year following 
which his condition rapidly deteriorated and he 
developed paraplegia within a few weeks.

Most studies have suggested that surgical 
decompression followed by combined 
modality treatment, including radiotherapy 
and chemotherapy, seems to be the most 
efficient treatment for PSEL. Our patient 
presented to us with grade zero power. After 
surgical decompression we have started him on 
chemotherapy. As of now he is responding to 
chemotherapy and his bone pain has reduced 
significantly but there is no improvement in his 
power. Our plan is to start him on radiotherapy 
only if there is residual disease on evaluation 
after completion of chemotherapy.

In contrast to the poor prognosis for most 
patients with metastatic carcinoma, those with 
extradural spinal cord compression due to 
lymphoma have a relatively good prognosis 
with respect to functional recovery and survival. 
Hence we would like to once again stress 
the need for clinicians to keep in mind the 
differential diagnosis of HL while dealing with 
patients presenting with spinal cord compression, 
especially young patients. A misdiagnosis will 
lead to mismanagement, complications and 
delay in appropriate therapy of this potentially 
curable disease.
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