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Case Report: Simultaneous
chronic lymphocytic
leukemia and macrofocal
multiple myeloma with
extramedullary plasmacytoma

Yingming Jin™", Shuyan Wang?', Zhi Fang* and Suying Qian*

‘Department of Hematology and Oncology, Ningbo No.2 Hospital, Ningbo, China, 2Department of
Histopathology, Ningbo Clinical Pathological Diagnosis Center, Ningbo, China

There are extremely few reports of concurrent multiple myeloma (MM) and
chronic lymphocytic leukemia (CLL) in the literature. To the best of our
knowledge, the existence of concurrent CLL and macrofocal MM (MFMM),
presenting as an extramedullary plasmacytoma (EMP) in a lymph node, has not
been previously documented. Herein, we report a case of a 67-year-old male
presenting with backache persisting for more than 1 month. Laboratory test
results revealed a markedly elevated white blood cell count (57.0 x 10%/L) with
normal platelet count and hemoglobin level. Positron emission tomography/
computed tomography scan showed high uorodeoxyglucose uptake in the 10™
thoracic vertebra (T10), T12, and the left supraclavicular lymph node. Thus, the
patient underwent bone marrow aspiration, followed by T10 and left
supraclavicular lymph node biopsy. Pathological analysis revealed in Itration by
plasmacytoma and neoplastic B-lymphocytes. A nal diagnosis of MFMM
concurrent with CLL was established. The patient was subsequently treated
with bortezomib, lenalidomide, and dexamethasone. After three treatment
cycles, a complete response was achieved. However, treatment was
discontinued due to grade 3 peripheral sensory neuropathy, and therapy was
switched to daratumumab and dexamethasone. The patient remains under
outpatient follow-up, with a 1-year follow-up duration.
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Introduction

Chronic lymphocytic leukemia (CLL) is the most prevalent form of adult leukemia in
Western countries, characterized by clonal expansion of'CD33" B cells in the
peripheral blood, bone marrow (BM), and lymphoid tissues. A conclusive diagnosis of
CLL requires the presence of sustained lymphocyto&isx(1F/L) for no less than 3
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months (1). Many patients do not exhibit symptoms. Symptomatic  Serological testing revealed active hepatitis B virus (HBV)
individuals typically experie® weakness, lymphadenopathyjnfection. Peripheral blood smear examination revealed 90%
splenomegaly, and infections. lymphocytosis with the presence of smear céligure 1A. Flow
Multiple myeloma (MM) is the second most prevalent type otytometric analysis of peripheral blood samples revealed a large
hematological malignancy, deed by presence of aberrant clonalmonotypic B-cell population comprising 82.0% of total events,
plasma cells expressing CD38nd CD138 in the BM (2). expressing CD5 CD23, CD200, ckappa k)*, CD2d"™,
Macrofocal MM (MFMM) is a rare type of MM, accounting for CD22'"™, and FMC-P2" This population tested negative for
3%-5% of all MM cases3( 4). Its manifestations include clonal CD10, CD38, CD138, lambd&)( and CD103. Based on these
plasma cells comprising <20% of the BM, multiple lytic bonendings, the diagnosis of CLL was comed (Supplementary
lesions, and the absence of anemia, renal im$erficy, and Figure ). BM aspiration showed a hypercellular marrow with
hypercalcemia3). 81.5% mature lymphocytes and 1.5% plasma cells, indicating B-
MM and CLL are hematological malignancies originating froncell chronic lymphoproliferative disordeFigure 15. BM ow
the B-lymphoid lineage. Although each disease is relativetytometry detected a B-lymphocyte population with co-
common individually, the concurrent occurrence of CLL and MMexpression of CDI9 CD5", and CD23, which was positive for
in the same patient is extremely rare. Herein, we present a uniq@®20 and & but negative for FMC-7, CD38, ahdMeanwhile, the
and extremely rare case involving the diagnosis and treatment ofreonoclonal plasma cells accounting for 0.1% of all nuclear cells
patient with coexisting MFMM and CLL. expressed CD38, CD138|,cand CD56, but lacked CD19
expressionKigures 1E6F;, Supplementary Figure).2
Immunohistochemistry of BM biopsy samples showed GTD5
Case re port CD20", and CD23 with rarely scattered clusters expressing CD138
and | (Figure 2A. The patient was negative for the myeloid
A 67-year-old man with a medical history of hypertension wadifferentiation factor 88 leucine 265 to proline (MYD88 L265P)
admitted to the Department of Hematology and Oncology at oumutation. Positron emission tomography/computed tomography
institution on December 11, 2024, due to backache and left lowdRPET/CT) demonstrated an elevatedorodeoxyglucose uptake
quadrant pain persisting for more than 1 month. Laboratory tedmaximum standardized uptake value (SUVmax): 20.37] in bony
results revealed a high white blood cell count (57.0%_),0high  structures, particularly in the flthoracic vertebra (T10) and T12,
lymphocyte count (50.7 x #A0), and normal platelet count (208 x with fracture and multiple lytichone lesions. Hypermetabolic
10°L) and hemoglobin level (145 g/L). Biochemical tests showemhlarged lymph nodes (SUVmax: 24.56) were observed in the left
normal lactate dehydrogenaseDt), calcium, and creatinine supraclavicular region and a hypermetabolic nodule beneath the left
levels. Routine serum immunoglobulin levels ab#- apex of the pleuraqigure 3.
microglobulin levels were unremarkableable ). Subsequently, a left supraclavicular lymph node (LN) biopsy
was performed on December 13, 2024. Microscopic examination
showed disruption of the LN structure with two different areas: one

TABLE 1 Key laboratory ndings. composed of medium-sized cells with a moderate amount of
powdery cytoplasm, occasional eccentric nuclei, and a distinct
Laboratory items Results Reference range nucleolus, consistent with plasma eékde morphology and
White blood cell count (x1L) 57.0 2.59.5 another composed predominantly of small lymphocytes with
small cytosol, little cytoplasmand inconspicuous nucleolus.
Lymphocyte count (xftL) 50.7 1a32 Immunohistochemistry reveed that the plasma cells were
Hemoglobin (g/L) 145 13a75 positive for CD38, CD134,, and CD56, with a Ki-67 index of
Platelet count (x1%L) 208 125350 30%. Dispersed clusters of small, mature neoplastic B-lymphoid
cells expressing CD5CD20, and CD23 were also observed,
Lactate dehydrogenase (U/L) 185 250 which were negative for cyclin DFigure 2¢. Due to severe
Calcium (mmol/L) 2.27 2.12.52 pathological damage and unexplained thoracic vertebral fractures,
Creatinine (moliL) 716 57.6111.0 percutaneous kyphoplasty of the T10 and T12 was performed on
December 25, 2024. Postoperatipathological examination
b2-microglobulin (mg/L) 217 1:36.00 showed plasmacytoma iltration comprising 90%05% of the
Immunoglobulin G (g/L) 8.35 8.607.40 thoracic vertebra biopsy cellularity, with B-lymphocytic neoplastic
Immunoglobulin A (g/L) 335 1.6@.20 in Itration accounting for the remaining 5%0%. The
plasmacytomas exhibited aberrant expression of CD38, CD138,
Immunoglobulin M (g/L) 0.3 0-32.20 CD56, and CD117, with a Ki-67 level of 30%. Meanwhile, a low
Serumk free light chain (mg/L) 19.40 3:309.40 percentage of mature neoplastic B-lymphoid cells tested positive for
Seruml free light chain (mg/L) 1409.38 5.26.30 immunohistochemical stains, including CD5, CD20, and CD23,
with a Ki-67 index of 5%10%. These abnormal B-lymphoid
Free light chain ratiok(! ) 0014 0-261.65 aggregates comprised <10% of the biopsy celluldriguie 2B.
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FIGURE 1
Smear (Wright-Giemsa stain, x100) showing mature lymphocytes (red arrow) and plasma cells (blue arrow): (A) Peripheral blood; (B) Bone marrow.
Flow cytometric analysis of the bone marrow aspirate revealed a population of CD19" B cells with aberrant expression of CD5 (C) and CD23 (D),
along with a small subset of neoplastic plasma cells (CD38*/CD138") (E, F).

FIGURE 2
Three sections of biopsies demonstrating features of CLL and PCM. (A) Bone marrow (H&E, 40%; IHC,20x%) (B) T12 (H&E, 20x%; IHC,20x). (C) The left
supraclicular lymph node (H&E, 10x; IHC,10x) H&E-hematoxylin and eosin; IHC-immunohistochemistry.
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