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Abstract 
This case report aimed to reveal the multidisciplinary aspect and discuss an association of disorders in a complex case with Hodgkin disease, 
meningioma, avascular necrosis with bilateral involvement and ankylosing spondylitis. We report the case of a 47-year-old patient, diagnosed 
with Hodgkin lymphoma at the age of 14. Two decades later, she was diagnosed with frontal chordoid meningioma, which was surgically 
removed, without radiotherapy. She was re-operated 10 years later for recurrence of meningioma. At the age of 39, she was diagnosed 
with bilateral avascular necrosis of the humeral head, femoral head and scaphoid bones. In the same year, she was also diagnosed with 
ankylosing spondylitis. We considered that the occurrence of rare chordoid meningioma, avascular necrosis with multiple locations and 
bilateral involvement in a patient with a malignancy during childhood and an autoimmune disease was unusual and there may be some 
common pathways. 
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 Introduction 

Hodgkin lymphoma (HL) is a lymphoproliferative 
malignancy affecting mostly teenagers and young adults, 
but it may also affect elder individuals. Classical HL  
is divided into several subtypes, of which the nodular 
sclerosis type prevails in affected young patients. The 
exact etiology is unknown, but many studies revealed 
that genetic factors play an important role [1, 2]. During 
recent years, different susceptibility genes have been 
identified [2–7]. 

HL is characterized by the presence of neoplastic 
cells in an inflammatory background. The association 
between polymorphisms in inflammation genes and the 
risk for HL was also reported [8]. The role of the major 
histocompatibility complex was confirmed by a strong 
association with human leukocyte antigen (HLA), data 
that provided new insights into the pathogenesis of the 
disease [6]. A review of genetic associations in classical 
HL revealed that HLA alleles represent the strongest risk 
and protective polymorphisms in the susceptibility for 
this type of lymphoma, emphasizing the role of the 
immune system in the etiology of the disease [7]. Some 
observations support the role of chronic immune stimulation 
in the etiology of the disease. There may be different 
risk patterns for the different subtypes, suggesting the 
possibility of several pathogenetic mechanisms [9]. 

Chordoid meningioma is a rare subtype of meningioma, 

with high risk of recurrence and aggressive growth. It occurs 
predominantly in young adults and has a predilection for 
the supratentorial location [10]. Gene dosage alterations 
in primary and recurrent chordoid meningiomas were 
found. It was also demonstrated that cell populations 
had similar genetic profiles, supporting the previously 
proposed theory of monoclonal origin for both initial and 
recurrent tumors [11]. Occurrence or recurrence of benign 
and malignant tumors has been associated with some 
HLA genes. These associations might suggest that the 
immune system is involved in antitumor surveillance, 
recognition and also in destruction of tumor cells [12]. 

Avascular necrosis leads to destruction of the involved 
joint. The etiology is multifactorial; there are idiopathic 
forms and secondary forms, which can be due to a variety 
of causes, including long-lasting corticotherapy. Recent 
research provided new insights into the pathogenesis of 
the disease [13–15]. Any bone can be involved, but the 
femoral head is more commonly affected. Scaphoid 
osteonecrosis is very rare and existing data are based on 
retrospective studies with a small number of patients. 
Different etiological factors were encountered [16]. 
Bilateral occurrence of avascular necrosis is rare. Only 
one case with bilateral involvement of the tuberculum 
majus was described [17]. 

Ankylosing spondylitis is a chronic inflammatory 
disorder with progressive evolution. Genetic factors play 
an important role in the etiology, the strongest genetic 
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association was found with HLA-B27, but other genes 
also influence the susceptibility to the disease. Twenty-
five loci were found to represent risk variants for the 
disease [18] and some gene polymorphisms might be 
associated with progression in ankylosing spondylitis [19]. 

Inflammatory responses play different roles at different 
stages of tumor development. It is now known that chronic 
inflammation may precede tumor development, but it may 
also follow tumor development. Thus, solid malignancies 
generate an inflammatory response, which promotes a pro-
tumorigenic microenvironment [20, 21]. Several auto-
immune and chronic inflammatory diseases have been 
associated with an increased risk of malignant lymphomas. 
Even though many aspects are still uncertain, it was found 
that there is heterogeneity in risk and risk mediators among 
different inflammatory diseases [22]. 

Our aim was to reveal the multidisciplinary aspect and 
discuss an unusual association of disorders in a complex 
case with Hodgkin disease, meningioma, avascular necrosis 
with multiple and bilateral involvement and ankylosing 
spondylitis, trying to draw attention to a possible link 
between these disorders. Informed consent was given by 
the patient. 

 Case presentation 

A 47-year-old woman, M.C., Caucasian, presented 
in the Medical Rehabilitation Clinical Hospital, Băile 
Felix, Bihor County, Romania, in February 2016, with 
seven months history of pain in the left crural and 
tibiotarsal region, rachialgia of low intensity, dizziness, 
vertigo, general tremor, 10 kg weight loss. 

Her medical history was significant for HL during 
childhood, nodular sclerosis type, diagnosed at 14 years, 
treated with splenectomy, in the same year, without 
irradiation. After 21 years, at the age of 35 years, a frontal 
meningioma, grade II, was diagnosed and surgical resection 
without radiotherapy was applied. Four years later, she 
was diagnosed with bilateral avascular necrosis of the 
humeral head, bilateral femoral head, bilateral scaphoid 
bone, in the context of corticotherapy (Dexamethasone 
16 mg/day), which was used for one month before the 
first surgery for meningioma. In the same year, she was 
also diagnosed with ankylosing spondylitis. At 45 years 

of age, after 10 years from the surgical intervention for 
frontal meningioma, she was diagnosed with meningioma 
in the external part of the right sphenoid wing and she 
was re-operated. Previous medication was Sulfasalazine 
3000 mg/day, Methotrexate 15 mg/week and nonsteroidal 
anti-inflammatory drugs. 

Upon admission in our Clinic, her physical examination 
revealed the following abnormal data: cheek erythema, 
limited bilateral shoulder and hip mobility in all axes of 
motion, positive Trendelenburg’s sign on the left side, 
right leg shortened 1 cm, 10 m walking test – 10.01 s. 
Measurement of spine mobility showed its limitation in 
all axes (Schober index 10/10.5, Stibor index 56/60, Ott 
index 30/36, cirtometry index 95/96.5). 

Laboratory tests at presentation revealed inflammatory 
syndrome, with 1-hour erythrocyte sedimentation rate (ESR) 
of 35 mm, 2-hour ESR of 70 mm, fibrinogen 607 mg/dL, 
C-reactive protein (CRP) 16 mg/L. 

Liver function tests were not elevated. Serum protein, 
hemoglobin electrophoresis, immunoelectrophoresis and 
immunofixation showed no pathological findings. Rheu-
matoid factor, antinuclear antibodies, anti-double stranded 
deoxyribonucleic acid (dsDNA) antibodies, anticardiolipin 
(aCL) antibodies, anti-β2-glycoprotein I antibodies, and 
antineutrophil cytoplasmic antibodies (ANCA) test were 
negative. 

Pathological examination of the specimens taken during 
the second neurosurgical intervention for the recurrent 
meningioma, of the right sphenoid wing, revealed areas 
with cells arranged in placards alternating with areas 
forming trabeculae arranged in a mucoid stroma and a 
scant lymphoplasmacytic infiltrate (Figures 1 and 2). In 
some fragments, meninges and brain parenchyma, without 
brain invasion, were identified. This aspect was also 
observed in a sphenoid bone fragment. Alcian Blue (AB)–
Periodic Acid–Schiff (PAS) staining was positive in 
mucinous matrices (Figure 3). Cytokeratin AE1/AE3 was 
negative on tumor cells and excluded a metastatic carcinoma 
(Figure 4). S100 protein was diffusely positive on tumor 
cells. Tumor cells were positive for epithelial membrane 
antigen (EMA) and expressed a low proliferation (Ki67) 
index of only 3% (Figures 5–7). 

All these aspects led to the diagnosis of chordoid 
meningioma, World Health Organization (WHO) grade II. 

 

Figure 1 – Chordoid meningioma WHO grade II: 
proliferation of epithelioid cells arranged in trabeculae 
in a myxoid stroma (HE staining, ×200). WHO: World 
Health Organization; HE: Hematoxylin–Eosin. 

Figure 2 – Chordoid meningioma WHO grade II: 
epithelioid cells with nuclear pseudoinclusions and a 
scant lymphoplasmacytic infiltrate (HE staining, ×400). 
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Figure 3 – Chordoid meningioma WHO grade II: the 
stroma is rich in PAS-positive acid mucins (AB–PAS 
staining, ×100). AB–PAS: Alcian Blue–Periodic Acid–
Schiff. 

Figure 4 – Chordoid meningioma WHO grade II: cyto-
keratin AE1/AE3 was negative on tumor cells (Immuno-
staining with cytokeratin AE1/AE3 antibody, ×100). 

 

Figure 5 – Chordoid meningioma WHO grade II: S100 
protein is diffusely positive on tumor cells (Immuno-
staining with anti-S100 antibody, ×100). 

Figure 6 – Chordoid meningioma WHO grade II: tumor 
cells are positive for EMA (Immunostaining with anti-
EMA antibody, ×100). EMA: Epithelial membrane antigen. 

 

 
Figure 7 – Chordoid meningioma WHO grade II: 
tumor cells express a low (only 3%) Ki67 proliferation 
index (Immunostaining with anti-Ki67 antibody, ×100). 

Hip, shoulder and scaphoid radiographs revealed 
bilateral osteonecrosis. 

Abdominal ultrasound, gastroscopy, computed tomo-
graphy of the abdomen and chest showed no significant 
abnormalities. 

By differential diagnosis were excluded other causes 
like malignancy, connective tissue diseases. Considering 
clinical examination and laboratory relevant data, she was 
diagnosed with ankylosing spondylitis, operated menin-
gioma, bilateral avascular necrosis of the humeral head, 
femoral head and scaphoid. 

At present, the patient is treated with Leflunomide 
20 mg/day, follows a daily kinetic program and twice a 
year complex medical rehabilitation. After Leflunomide 
therapy was introduced, 2-hour ESR was 28 mm, fibrinogen 
decreased to 260 mg/L, and CRP to 0.46 mg/L. Three 
months after starting treatment, a good clinical response 
was noticed. Hip arthroplasty for hip osteonecrosis was 
proposed, but the patient refused. Annual control for a 
possible recurrence of meningioma was recommended. 

 Discussions 

In this study, we describe a case of 47-year-old woman, 
with a medical history of HL and recurrent chordoid 
meningioma, which after about 20 years was diagnosed 
with ankylosing spondylitis. 

The association between cancer and chronic inflam-
mation has been reported in the literature, but a firm 
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causal relationship has not been demonstrated. It is 
known that inflammatory diseases increase the cancerous 
disease risk [23, 24]. 

Pathogenic mechanism underlying this association is 
based on the presence of inflammatory cells and mediators 
(chemokines, cytokines, prostaglandins) in tumor tissues, 
tissue remodeling and angiogenesis, similar to that seen in 
chronic inflammatory diseases. Cancer and inflammation 
are linked by intrinsic and extrinsic pathways. The intrinsic 
pathway is triggered by genetic activation: oncogenic 
mutation (mutations in the genes encoding RAS, MYC 
and RET), chromosomal rearrangements and the inactivation 
of tumor-suppressor proteins [von Hippel–Lindau (VHL) 
tumor suppressor, transforming growth factor-beta (TGF-β), 
phosphatase and tensin homologue (PTEN)]. In contrast, 
the extrinsic pathway is triggered by inflammatory or 
infectious conditions. Lastly, the two pathways converge 
causing the release of inflammatory mediators and the 
production of an inflammatory microenvironment in 
tumors [24]. 

In the present case report, HL was diagnosed during 
childhood at the age of 14 years. In most cases reported 
in the literature, the incidence of HL is high among 
adolescents aged 15 to 19 years, children aged 10 to 14 
years, five to nine years, and 0 to four years [25]. In 
addition, after 21 years, this patient developed a frontal 
chordoid meningioma and ankylosing spondylitis. 

Chordoid meningiomas are very rare and there are 
limited literature data about their attributes. Histological 
analysis of chordoid meningioma shows the presence of 
groups of vacuolated spindle or epithelioid cells, which 
are fixed in a mucoid stroma, but inflammatory cells 
may be also present [26–28]. Other tumors with similar 
histological aspects, such as chordoid glioma, chordoma, 
metastatic mucinous carcinoma, chordoid sarcoma, low-
grade chondrosarcoma, etc., must be taken into conside-
ration and excluded within differential diagnosis [26, 29]. 

In our case, investigations were initially directed 
towards an autoimmune disease and even to a chronic 
inflammatory disorder. The lack of proximal muscle 
weakness and normal values of serum muscle enzymes 
[creatine kinase (CK), lactate dehydrogenase (LDH)] 
excluded polymyositis. Normal values of alkaline 
phosphatase excluded Paget’s disease, bone metastases 
and multiple myeloma. X-rays did not show signs of bone 
metastases or Paget’s disease. Immunoelectrophoresis 
data excluded myeloma. 

We have also discussed the possibility of an anti-
phospholipid syndrome (APS) commonly associated with 
avascular necrosis, but our patient was negative for aCL 
and anti-β2-glycoprotein I antibodies. Also, other auto-
immune diseases (systemic lupus, mixed connective tissue 
disease, Sjögren’s syndrome) were excluded. Thus, we 
have not registered immunological abnormalities, such as: 
rheumatoid factor, antinuclear antibodies, anti-dsDNA and 
anti-ribonucleoprotein/Smith (RNP/Sm) antibodies, anti-Ro 
[Sjögren’s syndrome-related antigen A (SSA)] autoantibodies, 
ANCA, complement component 3 (C3) and C4. 

Thyroid peroxidase antibodies and anti-thyroglobulin 
tests were within normal limits. The free thyroxine (T4) 
and thyroid-stimulating hormone (TSH) in the normal 
range excluded impairment of thyroid. 

Based on clinical symptoms, laboratory tests and imagistic 
outcomes, the associated diagnosis was ankylosing spondylitis. 
Our findings coincide with other reports, which show that 
autoimmune or chronic inflammatory diseases can be 
associated with cancerous diseases [30, 31]. 

Further, the development of osteonecrosis with multiple 
locations, especially with bilateral involvement (humeral, 
femoral heads and scaphoid bones) was seen in our patient. 
We believe that osteonecrosis appeared both in the context 
of corticosteroid therapy, but also linked to chronic inflam-
mation. Other possible risk factors for osteonecrosis are 
chronic dialysis, chemotherapy, hyperlipidemia, myxedema, 
pancreatitis, pregnancy and systemic diseases (lupus 
erythematosus, rheumatoid arthritis, Cushing’s syndrome) 
[32]. Actually, in our case none of the above situations 
were noted. 

 Conclusions 

Our case is characterized by several features: the onset 
of HL during childhood followed by the development of 
a frontal chordoid meningioma; diagnosis of avascular 
necrosis with multiple and bilateral involvement after 
about 25 years from the onset of HL and four years after 
meningioma; the onset of ankylosing spondylitis after 
the two tumoral diseases. This study stands out because 
of the multidisciplinary aspect of this case, but also in 
terms of discussing possible pathogenetic mechanisms 
that underlie these disorders. 

Conflict of interests 
The authors declare that they have no conflict of 

interests. 

References 
[1] Goldin LR, Pfeiffer RM, Gridley G, Gail MH, Li X, Mellemkjaer L, 

Olsen JH, Hemminki K, Linet MS. Familial aggregation of 
Hodgkin lymphoma and related tumors. Cancer, 2004, 100(9): 
1902–1908. 

[2] Harty LC, Lin AY, Goldstein AM, Jaffe ES, Carrington M, 
Tucker MA, Modi WS. HLA-DR, HLA-DQ, and TAP genes in 
familial Hodgkin disease. Blood, 2002, 99(2):690–693. 

[3] Cozen W, Li D, Best T, Van Den Berg DJ, Gourraud PA, 
Cortessis VK, Skol AD, Mack TM, Glaser SL, Weiss LM, 
Nathwani BN, Bhatia S, Schumacher FR, Edlund CK, Hwang AE, 
Slager SL, Fredericksen ZS, Strong LC, Habermann TM, 
Link BK, Cerhan JR, Robison LL, Conti DV, Onel K. A genome-
wide meta-analysis of nodular sclerosing Hodgkin lymphoma 
identifies risk loci at 6p21.32. Blood, 2012, 119(2):469–475. 

[4] Moutsianas L, Enciso-Mora V, Ma YP, Leslie S, Dilthey A, 
Broderick P, Sherborne A, Cooke R, Ashworth A, Swerdlow AJ, 
McVean G, Houlston RS. Multiple Hodgkin lymphoma-associated 
loci within the HLA region at chromosome 6p21.3. Blood, 
2011, 118(3):670–674. 

[5] Broderick P, Cunningham D, Vijayakrishnan J, Cooke R, 
Ashworth A, Swerdlow A, Houlston R. IRF4 polymorphism 
rs872071 and risk of Hodgkin lymphoma. Br J Haematol, 
2010, 148(3):413–415. 

[6] Enciso-Mora V, Broderick P, Ma Y, Jarrett RF, Hjalgrim H, 
Hemminki K, van den Berg A, Olver B, Lloyd A, Dobbins SE, 
Lightfoot T, van Leeuwen FE, Försti A, Diepstra A, Broeks A, 
Vijayakrishnan J, Shield L, Lake A, Montgomery D, Roman E, 
Engert A, von Strandmann EP, Reiners KS, Nolte IM, 
Smedby KE, Adami HO, Russell NS, Glimelius B, Hamilton-
Dutoit S, de Bruin M, Ryder LP, Molin D, Sorensen KM, 
Chang ET, Taylor M, Cooke R, Hofstra R, Westers H, van 
Wezel T, van Eijk R, Ashworth A, Rostgaard K, Melbye M, 
Swerdlow AJ, Houlston R. A genome-wide association study 
of Hodgkin’s lymphoma identifies new susceptibility loci at 
2p16.1 (REL), 8q24.21 and 10p14 (GATA3). Nat Genet, 2010, 
42(12):1126–1130. 



Unusual occurrence of avascular necrosis with bilateral involvement and ankylosing spondylitis, meningioma… 

 

1007

[7] Kushekhar K, van den Berg A, Nolte I, Hepkema B, Visser L, 
Diepstra A. Genetic associations in classical Hodgkin lymphoma: 
a systematic review and insights into susceptibility mechanisms. 
Cancer Epidemiol Biomarkers Prev, 2014, 23(12):2737–2747. 

[8] Monroy CM, Cortes AC, Lopez MS, D’Amelio AM Jr, Etzel CJ, 
Younes A, Strom SS, El-Zein RA. Hodgkin disease risk: role 
of genetic polymorphisms and gene–gene interactions in 
inflammation pathway genes. Mol Carcinog, 2011, 50(1):36–46. 

[9] Kristinsson SY, Landgren O, Sjöberg J, Turesson I, Björkholm M, 
Goldin LR. Autoimmunity and risk for Hodgkin’s lymphoma by 
subtype. Haematologica, 2009, 94(10):1468–1469. 

[10] Tena-Suck ML, Collado-Ortìz MA, Salinas-Lara C, García-
López R, Gelista N, Rembao-Bojorquez D. Chordoid meningioma: 
a report of ten cases. J Neurooncol, 2010, 99(1):41–48. 

[11] Cordeiro AP, da Silva FP, Pieczarka JC, Nagamachi CY, 
Anselmo NP, Brito JR, Vasconcelos DS, Liehr T, Weise A, 
de Oliveira EH. Comparative analysis of proliferative and 
genetic alterations in a primary chordoid meningioma and 
its recurrence using locus-specific probes and AgNOR. Mol 
Med Rep, 2009, 2(3):449–454. 

[12] Machulla HK, Steinborn F, Tschigrjai M, Langner J, Rainov NG. 
Meningioma: is there an association with human leukocyte 
antigens? Cancer Epidemiol Biomarkers Prev, 2003, 12(12): 
1438–1442. 

[13] Seamon J, Keller T, Saleh J, Cui Q. The pathogenesis of 
nontraumatic osteonecrosis. Arthritis, 2012, 2012:601763. 

[14] Kuribayashi M, Fujioka M, Takahashi KA, Arai Y, Hirata T, 
Nakajima S, Yoshimura N, Satomi Y, Nishino H, Kondo K, 
Fukushima W, Hirota Y, Kubo T. Combination analysis of 
three polymorphisms for predicting the risk for steroid-induced 
osteonecrosis of the femoral head. J Orthop Sci, 2008, 
13(4):297–303. 

[15] Hwang JT, Baik SH, Choi JS, Lee KH, Rhee SK. Genetic 
traits of avascular necrosis of the femoral head analyzed  
by array comparative genomic hybridization and real-time 
polymerase chain reaction. Orthopedics, 2011, 34(1):14. 

[16] Lenoir H, Coulet B, Lazerges C, Mares O, Croutzet P, 
Chammas M. Idiopathic avascular necrosis of the scaphoid: 
10 new cases and a review of the literature. Indications for 
Preiser’s disease. Orthop Traumatol Surg Res, 2012, 98(4): 
390–397. 

[17] Dexel J, Kasten Ph. Bilateral idiopathic osteonecrosis of the 
major tubercle of the humerus. Knee Surg Sports Traumatol 
Arthrosc, 2013, 21(5):1168–1170. 

[18] International Genetics of Ankylosing Spondylitis Consortium 
(IGAS), Cortes A, Hadler J, Pointon JP, Robinson PC, 
Karaderi T, Leo P, Cremin K, Pryce K, Harris J, Lee S, Joo KB, 
Shim SC, Weisman M, Ward M, Zhou X, Garchon HJ, 
Chiocchia G, Nossent J, Lie BA, Førre Ø, Tuomilehto J, 
Laiho K, Jiang L, Liu Y, Wu X, Bradbury LA, Elewaut D, 
Burgos-Vargas R, Stebbings S, Appleton L, Farrah C, Lau J, 
Kenna TJ, Haroon N, Ferreira MA, Yang J, Mulero J, 
Fernandez-Sueiro JL, Gonzalez-Gay MA, Lopez-Larrea C, 
Deloukas P, Donnelly P; Australo-Anglo-American Spondylo-
arthritis Consortium (TASC); Groupe Française d’Etude 

Génétique des Spondylarthrites (GFEGS); Nord-Trøndelag 
Health Study (HUNT); Spondyloarthritis Research Consortium 
of Canada (SPARCC); Wellcome Trust Case Control Consortium 
2 (WTCCC2), Bowness P, Gafney K, Gaston H, Gladman DD, 
Rahman P, Maksymowych WP, Xu H, Crusius JB, van  
der Horst-Bruinsma IE, Chou CT, Valle-Oñate R, Romero-
Sánchez C, Hansen IM, Pimentel-Santos FM, Inman RD, 
Videm V, Martin J, Breban M, Reveille JD, Evans DM, Kim TH, 
Wordsworth BP, Brown MA. Identification of multiple risk 
variants for ankylosing spondylitis through high-density 
genotyping of immune-related loci. Nat Genet, 2013, 45(7): 
730–738. 

[19] Joo YB, Bang SY, Kim TH, Shim SC, Lee S, Joo KB, Kim JH, 
Min HJ, Rahman P, Inman RD. Bone morphogenetic protein 6 
polymorphisms are associated with radiographic progression 
in ankylosing spondylitis. PLoS One, 2014, 9(8):e104966. 

[20] Mantovani A, Allavena P, Sica A, Balkwill F. Cancer-related 
inflammation. Nature, 2008, 454(7203):436–444. 

[21] Grivennikov SI, Greten FR, Karin M. Immunity, inflammation, 
and cancer. Cell, 2010, 140(6):883–899. 

[22] Smedby KE, Baecklund E, Askling J. Malignant lymphomas 
in autoimmunity and inflammation: a review of risks, risk 
factors, and lymphoma characteristics. Cancer Epidemiol 
Biomarkers Prev, 2006, 15(11):2069–2077. 

[23] Balkwill FR, Mantovani A. Cancer-related inflammation: common 
themes and therapeutic opportunities. Semin Cancer Biol, 
2012, 22(1):33–40. 

[24] Coussens LM, Zitvogel L, Palucka AK. Neutralizing tumor-
promoting chronic inflammation: a magic bullet? Science, 
2013, 339(6117):286–291. 

[25] Smith MA, Altekruse SF, Adamson PC, Reaman GH, Seibel NL. 
Declining childhood and adolescent cancer mortality. Cancer, 
2014, 120(16):2497–2506. 

[26] Baum J, Mrak RE, Bachir S, Medhkour A. Chordoid meningioma: 
a short series of five cases at a single institution and literature 
review. Austin Neurosurg Open Access, 2015, 2(2):1032. 

[27] Lee KH, Lall RR, Chandler JP, Bigio EH, Mao Q. Pineal 
chordoid meningioma complicated by repetitive hemorrhage 
during pregnancy: case report and literature review. Neuro-
pathology, 2013, 33(2):192–198. 

[28] Louis DN, Ohgaki H, Wiestler OD, Cavenee WK, Burger PC, 
Jouvet A, Scheithauer BW, Kleihues P. The 2007 WHO 
Classification of tumours of the central nervous system. Acta 
Neuropathol, 2007, 114(2):97–109. 

[29] Sangoi AR, Dulai MS, Beck AH, Brat DJ, Vogel H. 
Distinguishing chordoid meningiomas from their histologic 
mimics: an immunohistochemical evaluation. Am J Surg Pathol, 
2009, 33(5):669–681. 

[30] Coussens LM, Werb Z. Inflammation and cancer. Nature, 
2002, 420(6917):860–867. 

[31] Küppers R, Engert A, Hansmann ML. Hodgkin lymphoma.  
J Clin Invest, 2012, 122(10):3439–3447. 

[32] Byun JW, Shim JH, Shin WJ, Cho SY. Rapid progressive 
atypical atraumatic osteonecrosis of humeral head: a case 
report. Korean J Anesthesiol, 2014, 66(5):398–401. 

 
 
 
 
 
 
Corresponding author 
Mariana Lidia Cevei, Associate Professor, MD, PhD, Department of Psycho-Neurosciences and Rehabilitation, 
Faculty of Medicine and Pharmacy, University of Oradea, 10 1 Decembrie Square, 410073 Oradea, Romania; 
Phone +40259–411 454, e-mail: cevei_mariana.@yahoo.com 
 
 
 
 
 
 
Received: March 5, 2018 

Accepted: December 31, 2019 


