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Case Report
Intrasinusoidal Hodgkin Lymphoma; A Mimic of Anaplastic Large
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The distinction between classical Hodgkin lymphoma (HL) and anaplastic large cell lymphoma (ALCL) is not problematic in most
instances. In rare situations, HL may present with a sinusoidal inﬁltrative pattern that may mimic ALCL. It is important to use a
battery of immunohistochemical stains to diﬀerentiate between these two entities as therapy and clinical behavior are diﬀerent.
We present a case of a young woman who presents with the very unusual intrasinusoidal inﬁltrative pattern.

1. Introduction
The distinction between Hodgkin lymphoma (HL) and
anaplastic large cell lymphoma (ALCL) is not problematic in
most instances. However, in rare situations, HL may present
with a sinusoidal inﬁltrative process that may mimic ALCL.
It is important to diﬀerentiate between these two entities as
therapy and clinical behavior are diﬀerent. We present a case
of a young woman who presents with HL exhibiting the very
unusual intrasinusoidal inﬁltrative pattern.

2. Case Summary
A 37-year-old woman presented with marked tonsillar
enlargement and right neck swelling of about 3 months
duration. Biopsies were performed which revealed a large
atypical cell neoplasm inﬁltrating the right cervical node and
right tonsil in an intrasinusoidal pattern (Figure 1(a)). The
initial morphologic impression was an anaplastic large cell
lymphoma. The CD30 stain was strongly positive
(Figure 1(b)). However, the cells were negative for CD45,
T cell markers, including CD43, ALK 1, and CD15. The
atypical cells did stain positive for MUM and weakly positive
for PAX5. A few of the atypical cells were positive for EBER.
These immunohistochemical ﬁndings are consistent with
classic HL. Further Imaging studies revealed only the right

tonsil and right cervical lymph nodes to be involved (Stage
IIA). Pertinent laboratory ﬁndings included a hemoglobin of
11.7 g/dl, hematocrit of 35%, and platelet count of 267 × 103/
ul. The WBC count was 9 × 103/ul with a diﬀerential of 54%
neutrophils, 4 bands, 32 lymphocytes, 6 monocytes, and 4
eosinophils. The glucose was mildly elevated at 115 mg/dl
and the LDH was 440 U/L (normal 85–245). Other laboratory parameters were within normal limits. A bone
marrow biopsy was negative with no evidence of lymphoma.

3. Discussion
In the vast majority of cases, the distinction between HL and
ALCL is not a problem [1]. In rare instances such as this case,
the morphology and sinusoidal pattern of inﬁltration favor
an ALCL. A striking intrasinusoidal inﬁltrating pattern is a
very unusual ﬁnding in HL and few cases have been reported
[2, 3]. In the earlier European literature [4], the intrasinusoidal spread of tumor cells was regarded as a very
important criteria in favor of what was then called Hodgkin’s
like anaplastic large cell lymphoma. It is widely accepted that
HL and ALCL have many similarities and this variant may
represent an area of overlap [2, 5]. A case of ALCL is illustrated in Figures 1(c) and 1(d) to show the morphologic
similarities and CD30 staining pattern to the intrasinusoidal
variant of Hodgkin lymphoma. It is very important to do a
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Figure 1: (a) HL intrasinusoidal inﬁltrate. H&E x400. (b) HL. CD30 stain x400. (c) ALCL intrasinusoidal inﬁltrate. H&E x400. (d) ALCL.
CD30 stain x400. HL, Hodgkin lymphoma. ALCL, anaplastic large cell lymphoma.

Table 1: Immunophenotypic and genetic studies.
Anaplastic large cell lymphoma
Immunophenotype
T/null
CD15−/+ (0–20%)
PAX5 −
CD45 usually +
EMA + (60–100%)
CD43 +
IFR/MUM −
ALK 1 may be + in some cases
EBER + (5–20%)
Genetic studies
T-cell receptor gene rearranged
t(2,5)-NPM/ALK rearrangement

Classic Hodgkin lymphoma
T-cell (rare 5%)
CD15+ (75%)
PAX5 weakly + (90%)
CD45 usually −
EMA – (rarely + 0–5%)
CD43 usually −
IFR/MUM +
ALK 1 −
EBER + (15–75%)

appearance may not trouble an experienced hematopathologist, it is a potential area of confusion for the general pathologist
who may not see many lymph node cases and/or who may have
a limited number of immunohistochemical stains and genetic
tests available. In this situation, the assistance of an experienced
hematopathologist should be considered.
With complete immunophenotypic and genetic studies that
are now currently available, anaplastic large cell lymphoma can
be distinguished from classic Hodgkin lymphoma in virtually all
cases. This distinction is important as these two diseases have
diﬀerent clinical behaviors, prognosis, and treatment options.
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