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' Not All IgE Is Allergic In Origin: A Case Of Hodgkin's Lymphoma

Presenting With Markedly Elevated IgE
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Executive Summary Presentation of the Case

Background: Reports are rare of markedly elevated IgE as a e A 22 year old female was referred to our allergy clinic for e Stool was negative for ova & parasites e Significant elevations of IgE are seen in various allergic

manifestation of a lymphoproliferative disorder. e}/?lu_atlon dofffelevated_IgE mc’?he s_ettlng c_)f a4 year history e Skin prick tests were positive to trees, grass and conditions and parasitosis. In this case, the patient had no

Case Summary: We present a case of a 22 year old female of fatigue, diffuse pruritus and a microcytic anemia ragweed; however there was no history of rhinitis, history of atopy, and parasitic work- up was negative

referred to the adult allergy clinic for an extremely elevated IgE e She denied weight loss, fever or decreased appetite, but asthma or other allergic disease _ _

level, ultimately diagnosed with Hodgkin’s lymphoma did have night sweats while taking venlafaxine, which e Spirometry and methacholine challenge revealed a mild ° '\’r']arked.e'e)’at'ons of IlgE areha'so seen in IgE Tye'oma' b#t
_ _ _ resolved upon its discontinuation ol _ _ - ’ the patient’'s protein € ectrophoresis was normal, as was the

e She had no history of recurrent infections, eczema or isolated decrease in DCO, and no airway hyper bone marrow evaluation.

periodontal disease; stool was negative for ova & parasites. Chest e She had been diagnosed with both B12 and a presumed responsiveness . y ’ _ obuli ’

X-ray revealed large bilateral anterior mediastinal masses that iron deficiency ; treatment with B12 injections, and iron e Chest X-Ra : : S e Lymphomas are known to produce immunoglobulins, an
. . . / / -Ray revealed large bilateral anterior mediastinal

demonstrated prominent uptake on gallium scanning. replacement did not correct the anemia . . cases have been reported of both B- and T-cell lymphomas

. . . ., P Masses that demonstrated prominent uptake on gallium associated with elevated IgE, but these are rare®-8,
* Lymph node biopsy was consistent with Hodgkin’s lymphoma, e Bone marrow aspiration confirmed the presence of iron scanning , |
nodular sclerosing subtype, grade I/II. stores e CT of the chest & abdomen confirmed the presence of e Sezary’s syndrome (a peripheral T-cell neoplasm) has been

associated with elevated IgE when the malignant clone is a

Conclusion: Although uncommon, markedly elevated IgE may be e There was associated thrombocytosis, reticulocytosis, multiple enlarged anterior mediastinal lymph nodes and . |

a manifestation of a malignant process. This diagnosis should be elevated C-Reactive Protein (146.0 mg/L) and an ESR of mild hepatomegaly CD4+ h.lheépl%r Ab phenoltypi i and/oil:‘_l as_iﬁc_lated dwﬁ_h

considered in evaluating an otherwise unexplained significant 50 mm/hr e Lvmmph node bio istent with Hodakin’ cOSINOpNIiam . Abnormal tytokine promies with intreased 1=
ymp pSy Was consistent  wi 0dgKIn's 4 contribute to the hyperIgE®

elevation of IgE

TR : lymphoma, nodular sclerosing subtype, grade I/II
* Quantitative immunoglobulins demonstrated an IgE level ymp ° YPE 9 / e Elevated IgE levels (but not marked) have also been reported

of 22,562 kU/L, prompting the referral to Allergy & e Ongoing treatment with ABVD (adriamycin, bleomycin, in th fti £ B-cell chronic | hocvtic leukemiall and |
Background Immunology vinblastine and dacarbazine) has resulted a partial I2npateie?1ets IvT/?choHod(g:;?(in(’:s ;?Qégsé?;p eytic fedkemia and in
response based on PET scan FDG uptake; IgE has '

eShe had no history of recurrent infections, eczema or

e Elevated levels of total serum IgE are associated with many periodontal disease decreased to 4,014 kU/L . icr)1utrhzastleet?i;gproefsgr?:sgicwétrr:)fce)ﬁ:del?aetliéueele;r?ctlegnli\llweelip(l);iligg
diseases, including ABPA, parasitosis, atopic dermatitis, adult : . : N . . .
! ! ! ! F 1: Ch X- f | | h h -

HIV infection, hyper-IgE (Job’s) syndrome, Sézary’s syndrome, Table 1: Laboratory parameters upon referral assessment in — -nest Amray o anterledlasnna ympnadenopathy anemia. Only _the chest x-ray conﬂ_rmed _ewde_n_ce of an

IgE myeloma, and Kimura'’s diseasel Allergy & Immunology Clinic ~ u_nderlylng malignant process. The diagnostic utility of this
Parameter Value Reference (Units) B8 Parameter  Value Reference (Units) simple test was underscored in the process.

° Lymphoprol|ferat|v§5d|sorders are known complications of the T 7 =100 oo B wee 07 401L0 1000

hyper-IgE syndrome Urea 2.3 3.0-6.5 umol/L Eosinophils 0.1 0.0-0.4 x10M9/L

e Reports are rare, however, of massive elevations in IgE as a igf;‘;gum 24;) 1355'_1542 mg:;t II\_|/IIZ:V 7160‘;’ 1122122 ]?L’L

compllcatlo_n _OI‘ _mamfeStatlon of an_ _ underlylng Chloride 104 08-107 mmol/L Platelet 592 150-400 x1079/L

lymphoproliferative disease, and are mostly limited to IgE Towl a1 60-80 gL Retic 100 10-86 x10"9/L

producing plasmacytomas (in themselves rare, representing Protein e Although uncommon, markedly elevated IgE
A/G ratio 0.7 14-16 CRP 122 <30 mglL may represent a manifestation of lymphoma

e Three cases are repor_ted in the literature of non-Hodgkin’s AST 14 <35 UL C3 167 0.73-1.73 g/L or other lymphoproliferative disorder

lymphoma associated with markedly elevated levels of IgE®8 - ALT 22 <28 UL C4 03 013052 gL

one of which was asymptomatic and discovered serendipitously Zf;h 26953 - ;25 B;t :gg 1-2 0-70;31-2(2) g’L/L

- . . TR 0S - g mg - - -

in the evaluation of perennial rhinitis®. il - STRTT BT Ty E———— * These diagnoses should be considered In

eHere we present a patient referred for elevation of a markedly Ferritin 173 51-400 ug/L 1gG 13.9 6.35-14.65 g/L evaluatlng an OtherWISE Unexplalned

: : : . CK 27 <150 UL 1.07 041207 gL PP -
elevated IgE, ultimately diagnosed with Hodgkin’s lymphoma = — o e R significant elevation of IgE
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