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Background. The association of systemic sclerosis (SSc) and haematological cancers was reported in a large number of case reports
and cohort studies, describing SSc patients with highly heterogeneous clinical pictures. Objective. We reviewed the literature to
better describe SSc patients with haematological malignancies. Methods. SSc cases complicated by haematological malignancies
described in the world literature were collected; other 2 cases referred to our centre were reported. Results. One hundred-thirty SSc
subjects were collected from 1954 up to date. The mean age of patients at cancer diagnosis was 56.1 + 16.7 years; 72% of patients
were females. In 60% of cases, the diagnosis of haematological malignancy was described within 5 years of SSc diagnosis. In 7.8% of
cases, coexistence of Sjogren’s syndrome or other autoimmune disorders was cited. Sixty-six cases with lymphoma (in the majority
of cases B-cell neoplasms), 28 with leukaemia (chronic lymphocytic form in 9), 14 with multiple myeloma plus one solitary IgM
plasmocytoma, and 16 with myeloproliferative disorders were found. No specific SSc subsets seem to be related to haematological
malignancies. Conclusions. We remarked the importance of clinical work-up in SSc, in order to early diagnose and treat eventual

occult haematological malignancies, especially during the first years of the disease.

1. Introduction

The association between malignancies and connective tissue
diseases was widely reported in literature [1]; namely, sys-
temic sclerosis (SSc) has showed relatively high incidence
of lung, breast (contrasting data), and haematological can-
cers, as demonstrated by meta-analysis on population-based
cohort studies [2, 3]. However, these studies usually reported
the frequencies of specific malignancies in the course of
SSc, without further characterization of the patients. In this
respect, the subset of “haematological tumours” included dif-
ferent types of malignancies that generally were not described
in detail. On the other hand, a large number of case reports
may be found in literature [4-54], describing SSc patients
with highly heterogeneous clinical pictures complicated by
the onset of cancer. These reports could potentially contain
detailed data that are not included in registry or large cohort
studies [55-67].

The haematological neoplasms originate by the myeloid
or the lymphoid cell lines, historically named leukaemias or

lymphomas, based on the prevalent location in the blood
or the lymph nodes, respectively. Afterwards, more than 70
nosological entities were identified, classified according to
the 2008 World Health Organization (WHO) classification
of neoplasms of the hematopoietic and lymphoid tissues, on
the basis of the recognition of distinctive features in terms of
morphology, clinical picture, immunophenotype, and genetic
and molecular characteristics [68]. Indeed, the systematic
categorization of the haematological malignancies evolved
during the decades from the Rappaport classification of 1966
to the WHO classification in 2001 [69], lastly updated in 2016
[70], transposing the new knowledge achieved in the field of
histology and cytogenetic/immunohistochemical profiling of
malignancies.

In these lights, the known association between SSc and
haematological malignancies should be better characterized,
especially as regards eventual associations between SSc fea-
tures and specific type of blood neoplasms. Moreover, specific
SSc subsets might be associated with peculiar haematological
cancers, besides other comorbid predisposing conditions.
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Therefore, we aimed to collect all SSc cases complicated by
haematological malignancies described in the world litera-
ture, searching eventual specific clinical patterns.

2. Patients and Methods

We analysed the whole SSc patients’ cohort, recruited in our
Rheumatology Centre, including 454 cases referred to our
university-based hospital from 1 January 2003 to 31 December
2016, in order to find the patients who presented haemato-
logical neoplasms in their clinical history, after SSc diagnosis.
For all patients, detailed clinical records were available, which
eventually comprehended the documentation regarding the
haematological diseases.

Secondly, the electronic databases, including PubMed,
Embase, Scopus, Web of Science, SciELO, J-Stage, and Google
Scholar, were searched for studies that described the cases
with the association between haematological cancers and
SSc¢, including all available previous articles and non-English
reports. Search terms were “systemic sclerosis” or “sclero-
derma” and “h(a)ematological cancer” or “lymphoma” or
“leuk(a)emia”. Myeloproliferative disorders (search terms:
“myelofibrosis”, “chronic myelogenous leukaemia”, “poly-
cythemia vera”, “essential thrombocytemia”) were also con-
sidered, as well as “MGUS”. All available data included
in the published studies were analysed, evaluating all the
information useful for patients’ clinical profiling.

We considered all SSc patients who developed blood
cancers; otherwise, the cases describing SSc onset after the
diagnosis of haematological cancer were excluded. Likewise,
the studies that did not exactly indicate the timing of
SSc and cancer diagnoses were excluded. On the contrary,
the patients with contemporary or very close onset of the
two pathologic conditions (blood cancer diagnosis within
1 year from SSc diagnosis) were registered as patients with
“probable paraneoplastic” syndrome. Finally, we did not
consider studies regarding morphea or localized scleroderma
nor sclerodermiform syndromes following antineoplastic
treatments.

3. Case Reports

3.1. Case 1. A nonsmoker, 35-year-old male patient referred
to our centre in 2008 and received a new diagnosis of SSc.
The onset of the disease was few months before, featured
by skin thickening of face, hands, forearms, and chest;
skin ulcers or calcinosis was absent. He complained of
Raynaud’s phenomenon, fatigue, and mild sicca syndrome.
No anti-topoisomerase I or anti-centromere autoantibodies
were found (ANA 1:640 speckled), while anti-Ro/SSA and
anti-SSB were present (secondary Sjogrens syndrome). He
presented typical oesophageal dyskinesia and interstitial lung
disease with reduction of the forced vital capacity to 69%
and of the lung diffusion for the carbon monoxide to 33%.
Heart function was normal, and no signs of pulmonary
hypertension were found, while a slight increase of creatine-
kinase was reported. At chest high-resolution CT (HRCT)
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performed within the first year of follow-up, an enlarge-
ment of the thymic shape emerged; the histology confirmed
the presence of thymic hyperplasia; thus, the gland was
removed, also hoping to counteract SSc progression [71].
After 2 years, the patient presented a deterioration of dyspnea
with dry cough, extension of skin thickness to the whole
body, increased fatigue, mild fever, and body weight loss. A
further chest HRCT revealed a new mediastinal enlargement
due to adenopathy (Figure 1); primary mediastinal B cell
lymphoma (a type of diffuse large B cell non-Hodgkin
lymphoma, NHL) was diagnosed by means of video-assisted
thoracoscopic surgery (VATS) lymph node biopsy. The stan-
dard CHOP-R (cyclophosphamide, hydroxydaunorubicin,
vincristine, prednisone, and rituximab) regimen was chosen;
however, after few months, before any clinical improvement,
the patient died from sepsis.

3.2. Case 2. A 72-year-old woman referred to our centre in
2012 from another hospital, where she was followed for SSc.
The disease’s onset dated back to 28 years before. Among
SSc features, we emphasize the presence of pulmonary arte-
rial hypertension, treated with sildenafil and, successively,
ambrisentan. Calcinosis, telangiectasias, sclerodactyly, and
anti-centromere antibodies, but not dysphagia nor interstitial
lung disease, were found. As comorbidity, the patient pre-
sented severe lower limb arteriopathy obliterans, responsible
for digital gangrenous lesions. Moreover, patient’s history was
marked by the diagnosis of low-grade tubular breast carci-
noma in 2006; then, she underwent right quadrantectomy. Six
years later, X-ray scan revealed a 2 cm pulmonary opacity in
the right lower lobe. After chest CT confirmation, lobectomy
was performed; the histological analysis diagnosed an extra-
nodal marginal mature B cell lymphoma (BALToma). Given
the absence of metastasis, no radio-/chemotherapy was con-
sidered necessary after the lung resection. To date, the patient
is doing well, without presenting recidivism.

4. Review of the Literature

Table 1 summarized all cases of SSc patients complicated by
haematological malignancies found in literature [4-67]; the
studies that do not give any information about SSc features
and/or haematological cancer types were excluded. Both case
reports and cohort studies were included, even though, usu-
ally, only the first ones reported complete description of the
clinical histories. To the best of our knowledge, 130 (including
our 2 cases) subjects affected by SSc and haematological
cancer were collected, from the first case described in 1954
up to date. Majority of patients were from Europe and USA
and were Caucasian, while 18% of persons were of Asian
ethnicity, coming from the Far Eastern Countries. The mean
age of patients was 56.1+16.7 years, without gender difference
as regards age, with the higher prevalence of cases in the
sixth decade. 72% of the cases were women. The diagnosis
of haematological malignancies was frequently close to SSc
diagnosis: indeed, in about 30% of cases, scleroderma could
be considered as “probable paraneoplastic,” while for other
30% of patients the cancer was diagnosed within 5 years of SSc
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FIGURE 1: Radiological chest studies of our patient number 1. (a) Two scans of high-resolution CT, showing the mediastinal adenopathic
masses. (b) Standard X-ray and total body PET scan, showing diffuse high-metabolism adenopathies.

diagnosis. Sporadic observations of blood cancer were also
reported during the further years, even after several decades.

Among SSc patients with haematological malignancies,
the diffuse skin subset was reported in 28% of cases. As
regards serology, anticentromere and anti-Scl70 autoantibod-
ies were equally found; of note, a relevant percentage (29%)
of specific anti-nuclear autoantibodies (ANA) was observed.
Organ SSc involvement was not frequently described; any-
way, no peculiar associations may be found, because the
malignancies could be observed both in SSc patients with
diffuse skin involvement and interstitial lung disease and in
the “CREST” patients’ subset. In a few cases, overlapping
Sjogren’s syndrome (a disease with well-known increase
of haematological cancer risk) was suspected or clearly
reported; moreover, rheumatoid arthritis was recognized in 2
patients, porphyria cutanea tarda in other 2, and pemphigus
vulgaris in 1. Finally, only in few patients a detailed clinical
history was available, giving the possibility of identifying
other eventual cancer risk factors (i.e., smoking).

As regards haematological malignancies, we collected
66 cases with lymphoma (including our 2 cases), 28 with
leukaemia, 14 with multiple myeloma (plus one solitary IgM
plasmocytoma), and 16 with myeloproliferative disorders;
in 3 the exact diagnosis was not expressed. Many types of
lymphoma were reported, often not better specified than
the mere definition of “non-Hodgkin lymphoma”; in the
other cases, the diffuse large B cells lymphoma was the most
frequent (8 cases plus 1, our case). With the exception of few
patients, all lymphomas described are classifiable as mature B
cells neoplasms; in fact, we registered only 3 lymphomas of T

cells and 2 from histiocytic cells, while 6 cases of Hodgkin’s
lymphoma were found.

Considering the 28 cases developing leukaemia, 9
patients showed the chronic lymphocytic form. T cells
leukaemia was present in only 2 persons; 8 cases were not
better specified. Finally, among myeloproliferative disorders,
4 cases of myelofibrosis and 11 of chronic myelogenous
leukaemia were found; just one patient presented poly-
cythemia vera, while no cases of essential thrombocythemia
were found.

The clinical courses of the treated patients may be
divided into 2 prognostic patterns, substantially equivalent
in percentage: (1) rapid improvement up to remission, often
associated with SSc features amelioration; (2) rapid deterio-
ration until death from infectious causes. The latter pattern
was invariably observed in patients over 50 of age; no other
clinical features useful for prognostic purposes were found.

5. Discussion

It is known from the literature that the incidence of haema-
tological malignancies is significantly increased in SSc [1-
3]; in this review, we tried to better define this statistical
association gathering together all SSc cases complicated by
blood cancers previously described. We found that the major-
ity of cases presented the B cells non-Hodgkin lymphoma
(especially the diffuse large B cells lymphoma, as well as
our case number 1), the multiple myeloma, and the chronic
lymphocytic leukaemia; furthermore, also myeloproliferative
disorders were frequently described in the course of SSc.
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FIGURE 2: Distribution of SSc patients with haematological malignancies on the basis of age at tumour diagnosis (a) and SSc disease duration

(b).

Besides the heterogeneity of the cases reported in literature,
we found that the diagnosis of haematological neoplasms
was a precocious event in SSc patients’ clinical histories,
particularly within 5 years of SSc diagnosis in the majority of
cases (Figure 2). Therefore, given the possibility of successful
treatments for a potentially aggressive disease, the clinical-
serological surveillance for haematological malignancies in
SSc patients should be addressed.

Regarding the demographic characteristics of the SSc
patients with blood cancers, we found a higher frequency
of males (28%) in comparison to the female/male ratio
previously described in large SSc case series [72], probably
because of the higher NHL incidence among male subjects
[73].

Even though anecdotal in several patients, we underline
the coexistence of other autoimmune disorders or pathologic
conditions known for their increased risk of cancer. Indeed,
the omission of relevant anamnestic information in the
descriptions of patients reported in literature is presum-
able, especially for the registry/large cohort-based studies
designed for the statistical analysis of cancers epidemiology.
As regards serology, the presence of a specific ANA in
SSc patients with haematological cancers was found in 29%
of cases, more than generally reported in previous cohort
studies [72]. In this respect, Altintas et al. [74] detected ANA
in more than 20% of 179 patients affected by lymphomas,
even though the majority of them did not show autoimmune
diseases. Furthermore, in an elegant study by Guyomard et al.
[75], 347 NHL patients and 213 controls were investigated by
means of indirect immunofluorescence technique on Hep2
cells. ANA were significantly more frequent in the first
group (19% versus 5.6%), before any treatment, particularly
in presence of follicular or mantle B cell lymphomas. The
latter are characterized by a high rate of cells proliferation and
a large number of apoptotic cells, leading to the exposition
of large amount of nuclear antigens, eventually targeted by
patients’ immune system.

The association between autoimmune diseases and
haematological neoplasms is an intriguing question; indeed,
more than 10% of lymphoid malignancies occur in the setting
of an autoimmune disorder [76]. Accumulated evidences
indicate that autoreactive B cells are more prone to undergo

malignant transformation. In parallel, the chronic activation
of the inflammatory response due to autoantigen-driven
immune stimulation in specific organ tissues (i.e., the parotid
gland in Sjogren’s syndrome) is associated with an increased
risk of lymphomas [76, 77]. Furthermore, the epidemiological
data from large population studies on other autoimmune
diseases, such as rheumatoid arthritis or systemic lupus
erythematosus, showed a high risk of B cells haematological
neoplasms, particularly the diffuse large B cell lymphoma
[78,79]. Consistently, in SSc, we found a clear-cut prevalence
of B cells versus the T cells cancers, suggesting that the
systemic autoimmune activation plays a pivotal role in the
carcinogenetic evolution.

Besides the evidences of pathogenetic and statistical links
between SSc and haematological malignancies [1-3], the
exact mechanism responsible for cancers is not understood.
In other autoimmune disorders specific etiologic factors (i.e.,
HCV for mixed cryoglobulinemia [80]) lead to persistent
stimulation of the immune system and, eventually, to lym-
phomagenesis. Differently, SSc etiology remains obscure,
despite the probable role of a few infectious triggers able
to chronically infect immune cells [81]. Overall, a deeper
knowledge of the SSc etiopathogenetic processes, probably
different for several disease’s subsets, could help to better
quantify the risk for different types of cancers, including
haematological neoplasms.

Since the majority of patients described in the present
study developed the tumours in the first years of the disease
(Figure 2), including our first case, the possible iatrogenic
effect of immunosuppressors may be easily excluded. On the
contrary, it was hypothesized that the immune alterations in
the early phase of SSc present a different pattern, which tends
to change during the disease’s follow-up [82].

We previously demonstrated a high prevalence of thymic
hyperplasia in SSc patients, particularly during the first years
of the disease [71]. Given the fundamental role of the thymus
in the maturation of T lymphocytes, it might be assumed that
a pathological alteration of the thymic microenvironment
could lead to a deficient or incomplete T cell maturation,
which might have a role in the immunological alterations
of SSc etiopathogenesis. Nonetheless, the autoreactivity of T
cells strictly involves also B cells that produce a number of
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different autoantibodies, which in turn stimulate fibroblasts’
toll-like receptors-4 [83] and induce endothelial dysfunction
[84]. B cell infiltrates may be detected in SSc patients’ skin
or in affected areas of the lungs, so giving the rationale for
the therapeutic use of rituximab [85]. Therefore, even though
T cells are considered the driving force of the autoimmune
pathogenesis in SSc, it is not surprisingly the observation of
an increased risk for B cells-derived malignancies.

Upon the onset of autoimmune responses, lymphoid
tissues undergo histological changes due to the remodelling
of the tissue architecture in parallel with the phenotypic
transformations of immune cell populations. Recently, San-
galetti et al. [76] hypothesized that an erroneous remodelling
of the stromal microenvironment in secondary lymphoid
organs could facilitate malignant transformation of lympho-
cytes, in presence of persistent immune stimulation. Thus,
lymphomagenesis would be a result of disrupted myeloid
and lymphoid function in lymphoid tissues that harbour
autoreactive proliferating T and B cells. In this respect, our
paradigmatic case developed a lymphoma that probably rose
in the thymus, which was histologically disrupted by the
preexistent thymic hyperplasia.

In SSc patients, several studies demonstrated the activa-
tion status of the peripheral B lymphocytes with an impaired
percentage of apoptotic cells compared to healthy controls
[86]. Moreover, Wang et al. [87] found that the levels of his-
tone acetylation and methylation (responsible for increased
gene transcription) in B cells from SSc patients correlate with
disease activity. Furthermore, serum concentrations of BAFF
and APRIL, cytokines regulating B cell activity, survival,
and proliferation, are found elevated in SSc in comparison
with healthy controls, particularly in patients with active
or severe disease [86]. In this light, we might assume that
the sclerodermic patients with poorly controlled disease (an
occurrence more probable in the early phase of SSc, like
in our first case) are more prone to develop haematological
malignancies in their clinical histories.

In SSc, the increase of B cells survival and activation
sounds apparently in contrast with the finding of augmented
Fas (CD95) expression on the surface of memory B cell that
facilitate Fas-mediated apoptosis. However, the incessant loss
of these lymphocytes is coupled to the increased production
of naive B cells and plasma cells in order to maintain B
cell homeostasis [88]. Therefore, the amplification of the
percentage of less mature B lymphocytes understandably
leads to a major risk for lymphoid carcinogenesis.

Finally, as opposite scenario, we briefly mention the
possibility that cancer mutations might trigger SSc itself, at
least in patients with anti-RNA polymerase III autoantibodies
[89]. Neoplasms could harbour missense mutations in the
gene coding for the polymerase III polypeptide A, leading
to the production of an altered protein. The latter could
stimulate an immune response and, possibly, a cross-reaction
against the normal protein; this immune response could be
relevant in the pathogenesis of a subset of SSc [90].

The present study shows a few limitations. Firstly, even
though this review included the higher possible number of
studies, several cases of SSc complicated by blood cancers
described in literature were lost [91, 92], because of the

unavailability of the necessary information for the purposes
of our study. This limitation may be exceeded only with
further studies designed ad hoc, including large case series.

Secondly, our review included a number of case reports,
in which contemporaneous SSc and haematological malig-
nancy are more likely to be reported than cases where
the diagnoses are far apart. In particular, SSc patients who
suffered from haematological malignancies longer after SSc
onset were more unlikely to be published because it was
difficult to emphasize the relationship of ‘SSc and haema-
tological malignancies’ However, also SSc cohort studies
seem to confirm the higher incidence of blood cancers
in the first years of SSc. Anyway, the eventual exposure
to immunosuppressive therapy in SSc patients with longer
disease duration could be considered a further risk factor for
cancer development.

In conclusion, SSc may be complicated by several types
of cancers, including haematological malignancies. More
frequently, B cells-derived lymphomas and leukaemias may
be diagnosed in the first years of the disease and represent
a significant warning for patients’ prognosis. To date, no
specific SSc features could predict which subjects present
major risk for blood cancer; thus, a careful surveillance of SSc
patients should be addressed.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

References

[1] N. Zeineddine, L. E. Khoury, and J. Mosak, “Systemic sclerosis
and malignancy: a review of current data,” Journal of Clinical
Medicine Research, vol. 8, pp. 625-632, 2016.

[2] A.Onishi, D. Sugiyama, S. Kumagai, and A. Morinobu, “Cancer
incidence in systemic sclerosis: meta-analysis of population-
based cohort studies,” Arthritis and Rheumatism, vol. 65, no. 7,
pp. 1913-1921, 2013.

[3] M. Bonifazi, I. Tramacere, G. Pomponio et al, “Systemic
sclerosis (scleroderma) and cancer risk: systematic review and
meta-analysis of observational studies,” Rheumatology, vol. 52,
Article ID kes303, pp. 143-154, 2013.

[4] C. Agard, T. Ponge, B. Mahé, and J. Barrier, “Lymphocytic lym-
phoma and regenerative liver nodular hyperplasia in systemic
scleroderma,” La Revue de Médecine Interne, vol. 21, pp. 301-
303, 2000.

[5] 1. Alacacioglu, M. A. Ozcan, N. Kocak et al., “Bilateral primary
orbital non-Hodgkins lymphoma in a patient with scleroderma:
acasereport,” Leukemia and Lymphoma, vol. 46, no. 8, pp. 1239-
1242, 2005.

[6] C. Angeli, J. P. Lacour, B. Taillan, and J. P. Ortonne, “Chronic
lymphoid leukemia in a case of scleroderma,” in Presse Med, vol.
20, p. 426, 1991.

[7] H. Arai, H. Iso, Y. Arai et al.,, “Mediastinal large B-cell lym-
phoma associated with systemic sclerosis,” vol. 50, pp. 97-101,
Rinsho Ketsueki, 2009.

[8] L. Arnaud, A. Chryssostalis, B. Terris et al., “Systemic sclerosis

and gastric MALT lymphoma,” Joint Bone Spine, vol. 73, no. 1,
pp. 105-108, 2006.



10

[9] T. Bachleitner-Hofmann, K. Machold, R. Knobler, J. Drach,
E. Grumbeck, and H. Gisslinger, “Marked and sustained
improvement of systemic sclerosis following polychemotherapy
for coexistent multiple myeloma,” Clinical and Experimental
Rheumatology, vol. 20, pp. 85-88, 2002.

[10] L. Baldini, A. Guffanti, A. Ferrari et al., “Uncommon clinical
presentation of a lymphocytic lymphoma of intermediate dif-
ferentiation in a patient with systemic sclerosis,” British Journal
of Haematology, vol. 86, no. 3, pp. 657-658, 1994.

R. Bellis, C. Frances, S. Barete, and P. Senet, “Clinical and capil-
laroscopic regression of CD30 anaplastic lymphoma associated
with limited cutaneous systemic sclerosis following autologous
bone marrow transplantation,” Annales de Dermatologie et de
Venereologie, vol. 141, pp. 446-451, 2014.

[12] 1. Ben Ghorbel, K. Bellil, M. N. Kchir, I. Gharsallah, M. Miled,
and M. H. Houman, “Systemic sclerosis and non-Hodgkin
lymphoma,” Revue de Medecine Interne, vol. 26, no. 12, pp. 993—
996, 2005.

[13] P. Bielefeld, P. Meyer, D. Caillot et al., “Systemic sclerosis and
cancer: 21 new cases and review of literature,” Revue de Medecine
Interne, vol. 17, no. 10, pp. 810-813, 1996.

[14] R. Bistue, M. E. Gallo de Sprazzato, C. D. Scognamillo et al.,
“Coexistence of myelofibrosis and collagen diseases,” Medicina
(B Aires), vol. 50, pp. 248-250, 1990.

[15] G. B. Cavallero, M. Bonferroni, A. Gallamini, M. Grasso, and
A. Carbone, “Scleroderma and hairy-cell leukemia,” European
Journal of Haematology, vol. 52, no. 3, pp. 189-190, 1994.

[16] H. Charlanne, M. Lambert, E. Hachulla et al., “Large granu-
lar lymphocyte leukaemia associated with systemic sclerosis,”
Rheumatology, vol. 43, no. 9, pp. 1197-1198, 2004.

[17] M. Colovi¢, V. Jurisic, J. Bila, N. Colovié, and V. Palibrk, “FGE-
R3 and OPG expression in patient with multiple myeloma
following systemic sclerosis: case report and review of the
literature,” International Journal of Hematology, vol. 93, no. 2,
pp. 228-231, 2011.

[18] M. Comer and A. R. Harvey, “Remission of scleroderma
during chemotherapy for lymphoma,” Annals of the Rheumatic
Diseases, vol. 51, no. 8, pp- 998-1000, 1992.

[19] J. Constans, M. Cadenne, T. Schaeverbeke et al., “Systemic
scleroderma and hairy cell leukemia. a new case,” Revue du
Rhumatisme (Edition Francaise), vol. 60, pp. 371-352, 1993.

[20] C. T. Derk, L. I. Sakkas, M. Rasheed, C. M. Artlett, and S. A.
Jimenez, “Autoantibodies in patients with systemic sclerosis and
cancer: a case-control study;” Clinical Rheumatology, vol. 30, pp.
1994-1996, 2003.

[21] J. A. Doyle, S. M. Connolly, and H. C. Hoagland, “Hema-
tologic disease in scleroderma syndromes,” in Acta Dermato-
Venereologica, vol. 65, pp. 521-525, 1985.

[22] L. Duggal, S. Gupta, P. K. Aggarwal, V. P. Sachar, and S. Bhalla,
“Hodgkin’s disease scleroderma,” J Assoc Physicians India, vol.
50, pp. 11861188, 2002.

[23] J. L. Dupond, P. Humbert, T. Fest, and B. de Waziéres, “Scle-
roderma, Gougerot-Sjogren syndrome and myelomonocytic
leukemia,” Rev Rhum Mal Osteoartic, vol. 56, pp. 425-426, 1989.

[24] J. P. Ferroir, M. H. Nicolle, J. Roland, and A. Guillard, “General-
ized scleroderma associated with mixed follicular lymphoma,”
Presse Med., vol. 20, Article ID 1514, 1991.

[25] M. Frigui, N. Kaddour, M. Mseddi et al., “Lymphome B cutané
au cours d’une sclérodermie systémique,” Oncologie, vol. 12, pp.
21-25, 2010.

—
—_

Case Reports in Rheumatology

[26] S. D. Gisser and K. B. Chung, “Acute myelofibrosis in progres-
sive sclerosis. report of a case developing during long term
chlorambucil therapy and discussion of pathogenetic factors,”
American Journal of Medicine, vol. 67, pp. 151-154, 1979.

[27] S. W. Hall, J. J. Gillespie, and T. E. Tenczynski, “Generalized
Lipodystrophy, Scleroderma, and Hodgkin’s Disease,” Archives
of Internal Medicine, vol. 138, no. 8, pp. 1303-1304, 1978.

[28] M. Hasegawa, S. Sato, H. Sakai, T. Ohashi, and K. Takehara,
“Systemic sclerosis revealing T-Cell lymphoma,” Dermatology,
vol. 198, no. 1, pp. 75-78, 1999.

[29] Y. S. Haviv, A. Ben-Yehuda, A. Polliack, and R. Safadi, “Lym-
phoma and systemic sclerosis—an uncommon association or
possible coincidence of two disorders with a fatal outcome,”
European Journal of Haematology, vol. 59, no. 3, pp. 194-196,
1997.

[30] Y. Hoshida, Y. Tomita, D. Zhiming et al., “Lymphoprolifera-
tive disorders in autoimmune diseases in Japan: analysis of
clinicopathological features and Epstein-Barr virus infection,”
International Journal of Cancer, vol. 108, no. 3, pp. 443-449,
2004.

T. Kasifoglu, C. Korkmaz, $. Yasar, and Z. Giilbas, “Scleroderma
and chronic myeloid leukemia: a sheer coincidence, a conse-
quence of long lasting D-penicillamine therapy or a plausible
relationship of both diseases?” Rheumatology International, vol.
27, no. 2, pp. 175-177, 2006.

[32] A.L.Katz, D.]. Nashel, C. P. Goard, and H. Bauer, “Pemphigus
vulgaris and lymphoma in a patient with scleroderma,” Southern
Medical Journal, vol. 72, no. 11, pp. 1463-1466, 1979.

[33] M. Kojima, H. Itoh, K. Shimizu et al., “Malignant lymphoma in
patients with systemic rheumatic disease (rheumatoid arthritis,
systemic lupus erythematosus, systemic sclerosis, and der-
matomyositis): a clinicopathologic study of 24 Japanese cases,”
International Journal of Surgical Pathology, vol. 14, no. 1, pp. 43—
48, 2006.

[34] S.C.Lee, S.J. Yun, J.-B. Lee, S.-S. Lee, and Y. H. Won, “A case of
porphyria cutanea tarda in association with idiopathic myelofi-
brosis and CREST syndrome,” British Journal of Dermatology,
vol. 144, no. 1, pp. 182-185, 2001.

[35] G. Marto, R. Aguiar, and A. Barcelos, “Mantle cell lymphoma
and acta reumatol port,” Acta Reumatologica Portuguesa, vol. 39,
pp. 82-86, 2014.

[36] Y. Miyamoto, N. Hara, S. Orima, A. Yamakage, and S. Yamazaki,
“A case of systemic sclerosis with myelofibrosis,” Nishi Nihon
Hifuka, vol. 62, pp. 454-457, 2000.

[37] Owlia M. B., O. Distler, M. Foratyazdi, and M. Akhtari,
“Visual problem and low back pain as initial manifestation of
multiple myeloma complicating pre-existing sclerosis,” Journal
of the College of Physicians and Surgeons (Pakistan), vol. 24,
Supplement 1, pp. 29-31, 2014.

[38] M. A. Ozturk, S. Haznedaroglu, Y. Karaaslan, B. Goker, and 1.
C. Haznedaroglu, “Increased serum thrombopoietin concen-
tration in systemic sclerosis associated with myelofibrosis and
thrombocytosis,” Joint Bone Spine, vol. 73, no. 1, pp. 122-123,
2006.

[39] M. Parma, G. Sita, A. Guffanti, E. Bianchi, M. Colombi, and
L. Baldini, “Multilobated B cell lymphoma (Pinkus variant)
with isolated muscular localization in a patient with systemic
sclerosis: a case report;,” Annals of Hematology, vol. 73, no. 1, pp.
43-45,1996.

[40] M. Prochorec-Sobieszek, P. Mielnik, T. Wagner, and H.
Chwalinska-Sadowska, “Mucosa-associated lymphoid tissue

[31



Case Reports in Rheumatology

[47

(48]

(49]

(50]

(54]

lymphoma (MALT) of salivary glands and scleroderma: a case
report,” Clinical Rheumatology, vol. 23, no. 4, pp. 348-350, 2004.
C. J. Rodrigues, H. Bisi, N. Yoshinari, P. E. Marchiori, and W.
Cossermelli, “Progressive sclerosis, B-cell malignant lymphoma
of the ileum and thyroid adenocarcinoma,” Rev Hosp Clin Fac
Med Sao Paulo, vol. 44, pp. 84-86, 1989.

R. Ryczek, J. Géra-Tybor, K. Betkier-Lipinska, and A. Cwetsch,
“Reversible pulmonary hypertension as a consequence of dasa-
tinib treatment in a patient with chronic myeloid leukemia
and scleroderma,” Polski Merkuriusz Lekarski: Organ Polskiego
Towarzystwa Lekarskiego, vol. 34, pp. 342-344, 2013.

H. Schnack and N. Stefenelli, “A case of diffuse generalized
scleroderma and plasmocytoma,” Wien Klin Wochenschr, vol.
66, pp. 862-864, 1954.

S. Senel, E. Kaya, I. Aydogdu, M. A. Erkurt, and I. Kuku,
“Rheumatic diseases and chronic myelogenous leukemia, pre-
sentation of four cases and review of the literature,” Rheumatol-
ogy International, vol. 26, no. 9, pp- 857-861, 2006.

L. Shvidel, C. Duksin, A. Tzimanis et al., “Cytokine release by
activated T-cells in large granular lymphocytic leukemia associ-
ated with autoimmune disorders,” The Hematology Journal, vol.
3, pp. 32-37, 2002.

Y. Sidi, R. Fadilah, J. Pinkhas, and M. Prokocimer, “Systemic
sclerosis and chronic lymphocytic leukaemia,” Postgraduate
Medical Journal, vol. 66, no. 782, pp. 1071-1072, 1990.

S. Sugai, J. Tachibana, M. Sawada et al., “Malignant lymphomas
in patients with autoimmune diseases: a report of 6 cases and a
review of the Japanese literature;” Japanese Journal of Medicine,
vol. 26, no. 3, pp. 339-347, 1987.

A. Suzuki, H. Ohoike, Y. Kitagawa, Y. Matsuoka, and S. Irimajiri,
“Progressive systemic sclerosis complicated with primary cere-
bral malignant lymphoma,” Internal Medicine, vol. 33, no. 9, pp.
557-559, 1994.

J. H. Talbott and M. Barrocas, “Progressive systemic sclero-
sis (PSS) and malignancy, pulmonary and non-pulmonary;
Medicine, vol. 58, pp. 182-207, 1979.

S. Vettori, S. Staibano, M. Mascolo, G. Ilardi, and G. Valentini,
“Non-Hodgkin’s lymphoma in systemic sclerosis: case and
literature review;” Clinical Rheumatology, vol. 29, no. 1, pp. 1-6,
2010.

S. Watanabe, T. Sugihara, M. Takahashi et al., “Concordant
improvement of progressive systemic sclerosis and chronic
myelogenous leukemia with interferon-alpha treatment,” Rin-
sho Ketsueki, vol. 35, pp. 895-897, 1994.

B. M. William, T. Harbert, A. K. Ganti, and P. J. Bierman, “Small
lymphocytic lymphoma in a patient with CREST syndrome,”
Hematology/ Oncology and Stem Cell Therapy, vol. 4, no. 3, pp.
132-135, 2011.

M. D. Wooten, J. W. Scott, A. M. Miller, and E. Boh, “Chronic
myelogenous leukemia and porphyria cutanea tarda in a patient
with limited systemic sclerosis,” Southern Medical Journal, vol.
91, no. 5, pp. 493-495, 1998.

H. Yamamoto, H. Miwa, Y. Kato, S. Nakamura, K. Hara,
and M. Nitta, “Angioimmunoblastic T cell lymphoma with an
unusual proliferation of Epstein-Barr virus-associated large B
cells arising in a patient with progressive systemic sclerosis;’
Acta Haematologica, vol. 114, no. 2, pp. 108-112, 2005.

P. Airo, A. Ceribelli, I. Cavazzana, M. Taraborelli, S. Zin-
garelli, and E Franceschini, “Malignancies in Italian patients
with systemic sclerosis positive for anti-RNA polymerase III
antibodies,” The Journal of Rheumatology, vol. 38, no. 7, pp. 1329-
1334, 2011.

(56]

(59]

(60]

[61]

(62]

(63]

(65]

(66

(72]

1

S. Chatterjee, G. W. Dombi, R. K. Severson, and M. D. Mayes,
“Risk of malignancy in scleroderma: a population-based cohort
study;” Arthritis and Rheumatism, vol. 52, no. 8, pp. 2415-2424,
2005.

S. C. Duncan and R. K. Winkelmann, “Cancer and sclero-
derma,” Archves of Dermatology, vol. 115, pp. 950-955, 1979.

C. L. Hill, A. M. Nguyen, D. Roder, and P. Roberts-Thomson,
“Risk of cancer in patients with a population based cohort
study;,” Annals of the Rheumatic Diseases, vol. 62, pp. 728-731,
2003.

T. Kasifoglu, $. Yasar Bilge, F. Yildiz et al., “Risk factors for
malignancy in systemic sclerosis patients,” Clinical Rheumatol-
ogy, vol. 35, no. 6, pp. 1529-1533, 2016.

X. Kyndt, M. Hebbar, V. Queyrel, E. Hachulla, P. Y. Hatron,
and B. Devulder, “Systemic scleroderma and cancer. Search for
predictive factors of cancer in 123 patients with scleroderma,”
La Revue de Médecine Interne, vol. 18, no. 7, pp. 528-532, 1997.
C. F. Kuo, S. E. Luo, K. H. Yu et al., “Cancer risk among patients
with sclerosis: a nationwide population study in Taiwan,” Scand
] Rheumatol, vol. 41, pp. 44-49, 2012.

A.B. Olesen, C. Sveerke, D. K. Farkas, and H. T. Serensen, “Sys-
temic sclerosis and the risk of cancer: a nationwide population-
based cohort study;” British Journal of Dermatology, vol. 163, pp.
800-806, 2010.

A. K. Rosenthal, J. K. McLaughlin, M. S. Linet, and I. Persson,
“Scleroderma and malignancy: An Epidemiological Study;
Annals of the Rheumatic Diseases, vol. 52, no. 7, pp. 531-533,1993.
N. Rothfield, S. Kurtzman, D. Vazques-Abad, C. Charron, L.
Daniels, and B. Greenberg, “Association of anti-topoisomerase
1 with cancer;” Arthritis and Rheumatism, vol. 35, Article ID 724,
1992.

A. D. Roumm and T. A. Medsger Jr., “Cancer and systemic
sclerosis. an epidemiologic study;,” Arthritis ¢» Rheumatology,
vol. 28, pp. 1336-1340, 1985.

K. Siau, C. J. Laversuch, P. Creamer, and K. P. O’Rourke,
“Malignancy in from south west England: a population-based
cohort study;” Rheumatol Int, vol. 31, pp. 641-645, 2011.

E. Szekanecz, S. Szamosi, A. Horvath et al, “Malignancies
associated with systemic sclerosis,” Autoimmunity Reviews, vol.
11, no. 12, pp. 852-855, 2012.

T. I. Mughal, J. M. Goldman, and S. T. Mughal, Understanding
Leukemias, Lymphomas and Myelomas, CRC Press, 2nd edition,
2009.

E. S. Jaffe, N. L. Harris, Steinm H., and J. W. Vardiman, Eds.,
World Health Organisation Classification of Tumours: Tumours
of Haematopoietic and Lymphoid Tissue, IARC Press, Lyon,
France, 2001.

S. H. Swerdlow, E. Campo, S. A. Pileri et al., “The 2016 revision
of the World Health Organization classification of lymphoid
neoplasms,” Blood, vol. 127, no. 20, pp. 2375-2390, 2016.

M. Colaci, D. Giuggioli, A. Manfredi, C. Vacchi, G. D. Casa, and
C. Ferri, “Radiological thymus alterations in systemic sclerosis:
our experience and a review of the literature;” Rheumatology,
vol. 53, no. 4, Article ID ket419, pp. 732-736, 2014.

C. Ferri, M. Sebastiani, A. Lo Monaco et al., “Systemic sclerosis
evolution of disease pathomorphosis and survival. Our experi-
ence on Italian patients’ population and review of the literature,”
Autoimmunity Reviews, vol. 13, no. 10, pp. 1026-1034, 2014.

N. Horesh and N. A. Horowitz, “Does gender matter in
non-Hodgkin lymphoma? Differences in epidemiology, clinical
behavior, and therapy;” Rambam Maimonides Med ], vol. 5,
Article ID e0038, 2014.



12

(74]

[75]

(76]

(78]

(80

(81]

(82]

(83]

(84]

(86]

(87]

A. Altintas, T. Cil, S. Pasa, and et, “Clinical significance of
elevated antinuclear antibody test in patients with hodgkin’s and
non-hodgkin’s lymphoma: a single center experience,” Minerva
Medica, vol. 99, pp. 7-14, 2008.

S. Guyomard, G. Salles, M. Coudurier et al., “Prevalence and
pattern of antinuclear autoantibodies in 347 patients with non-
Hodgkin’s lymphoma,” British Journal of Haematology, vol. 123,
no. 1, pp. 90-99, 2003.

S. Sangaletti, C. Tripodo, C. Vitali et al., “Defective stromal
remodeling and neutrophil extracellular traps in lymphoid
tissues favor the transition from autoimmunity to lymphoma,”
Cancer Discovery, vol. 4, no. 1, pp. 110-129, 2014.

K. E. Smedby, H. Hjalgrim, J. Askling et al, “Autoimmune
and chronic inflammatory disorders and risk of non-Hodgkin
lymphoma by subtype;” Journal of the National Cancer Institute,
vol. 98, no. 1, pp. 51-60, 2006.

A. G. Singh, S. Singh, and E. L. Matteson, “Rate, risk factors
and causes of mortality in patients with sjogren’s syndrome:
a systematic review and meta-analysis of cohort studies;
Rheumatology, vol. 55, no. 3, pp. 450-460, 2016.

T. A. Simon, A. Thompson, K. K. Gandhi, M. C. Hochberg,
and S. Suissa, “Incidence of malignancy in adult patients with
rheumatoid arthritis: a meta-analysis,” Arthritis Research &
Therapy, vol. 17, Article ID 212, 2015.

C. Ferri, M. Sebastiani, D. Giuggioli et al., “Hepatitis C virus
syndrome: a constellation of organ- and non-organ specific
autoimmune disorders, B-cell non- Hodgkin’s lymphoma, and
cancer, World Journal of Hepatology, vol. 7, no. 3, pp. 327-343,
2015.

C. Ferri, D. Giuggioli, and M. Colaci, “Viral infections and
sclerosis.,” Clin Exp Rheumatol, vol. 32, Supplement 86, no. 6,
p- 229, 2014.

M. Cossu, L. van Bon, S. Nierkens et al., “The magnitude of
cytokine production by stimulated CD56" cells is associated
with sclerosis,” Clinical Immunology, vol. 173, pp. 76-80, 2016.

C. Chizzolini and F. Boin, “The role of the acquired immune
response in systemic sclerosis,” Seminars in Immunopathology,
vol. 37, pp. 519-528, 2015.

N. Del Papa, N. Quirici, C. Scavullo et al., “Antiendothelial
cell antibodies induce apoptosis of bone marrow endothelial
progenitors in systemic sclerosis,” Journal of Rheumatology, vol.
37, no. 10, pp. 2053-2063, 2010.

D. Giuggioli, F. Lumetti, M. Colaci, P. Fallahi, A. Antonelli,
and C. Ferri, “Rituximab in the treatment of patients with
systemic sclerosis. Our experience and review of the literature,”
Autoimmunity Reviews, vol. 14, no. 11, pp- 1072-1078, 2015.

T. Sanges Guerrier, D. Launay et al., “Role of B cells in the
pathogenesis of sclerosis,” Rev Med Interne, 2016.

Y. Wang, Y. Yang, Y. Luo et al., “Aberrant histone modification in
peripheral blood B cells from patients with systemic sclerosis,”
Clinical Immunology, vol. 149, no. 1, pp. 46-54, 2013.

A. Yoshizaki, “B lymphocytes in systemic sclerosis: Abnormali-
ties and therapeutic targets,” Journal of Dermatology, vol. 43, no.
1, pp. 39-45, 2016.

C. G. Joseph, E. Darrah, A. A. Shah et al., “Association of
the autoimmune disease scleroderma with an immunologic
response to cancer;” Science, vol. 343, no. 6167, pp. 152-157, 2014.
A. A. Shah and L. Casciola-Rosen, “Cancer and scleroderma:
A paraneoplastic disease with implications for malignancy
screening,” Current Opinion in Rheumatology, vol. 27, no. 6, pp.
563-570, 2015.

Case Reports in Rheumatology

[91] P. Moinzadeh, C. Fonseca, M. Hellmich et al., “Association

of anti-RNA polymerase III autoantibodies and cancer in
scleroderma,” Arthritis Research and Therapy, vol. 16, article
R53, 2014.

[92] A. A.Shah, L. K. Hummers, L. Casciola-Rosen, K. Visvanathan,

A. Rosen, and E M. Wigley, “Examination of autoantibody
status and clinical features associated with cancer risk and
cancer-associated scleroderma,” Arthritis & Rheumatology, vol.
67, no. 4, pp. 1053-1061, 2015.



MEDIATORS
INFLAMMATION

The Scientific Gastroenterology bl D Journal of
Diabetes Research

World Journal Research and Practice

)
&

=
International Journal of

Endocrinology

Journal of
Immunology Research

Hindawi

Submit your manuscripts at
https://www.hindawi.com

BioMed
Research International

PPAR Research

Journal o.f
Obesity

Evidence-Based
Complementary and
Alternative Medicine

Journal of

Oncology

Parkinson’s
BINEENE

Computational and . ‘
Mathematical Methods Behavioural A' DS Oxidative Medicine and
in Medicine Neu rology Research and Treatment Cellular Longevity




