
Frontiers in Oncology

OPEN ACCESS

EDITED BY

Robert Ohgami,
The University of Utah, United States

REVIEWED BY

ALiaa Khalili,
Al-Quds Universisty, Palestine
Nivedita Kundu,
All India Institute of Medical Sciences, India

*CORRESPONDENCE

Yingming Jin
jinym1@163.com

†These authors share � rst authorship

RECEIVED 16 November 2025
REVISED 31 December 2025
ACCEPTED 13 January 2026
PUBLISHED 28 January 2026

CITATION

Jin Y, Wang S, Fang Z and Qian S (2026) Case
Report: Simultaneous chronic lymphocytic
leukemia and macrofocal multiple myeloma
with extramedullary plasmacytoma.
Front. Oncol. 16:1747723.
doi: 10.3389/fonc.2026.1747723

COPYRIGHT

© 2026 Jin, Wang, Fang and Qian. This is an
open-access article distributed under the terms
of the Creative Commons Attribution License
(CC BY). The use, distribution or reproduction
in other forums is permitted, provided the
original author(s) and the copyright owner(s)
are credited and that the original publication
in this journal is cited, in accordance with
accepted academic practice. No use,
distribution or reproduction is permitted
which does not comply with these terms.

TYPE Case Report
PUBLISHED 28 January 2026
DOI 10.3389/fonc.2026.1747723
Case Report: Simultaneous
chronic lymphocytic
leukemia and macrofocal
multiple myeloma with
extramedullary plasmacytoma
Yingming Jin1*†, Shuyan Wang2†, Zhi Fang1 and Suying Qian1

1Department 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 × 109/L) with
normal platelet count and hemoglobin level. Positron emission tomography/
computed tomography scan showed high � uorodeoxyglucose uptake in the 10th

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� ltration 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 leukem
Western countries, characterized by clonal expansion of CD5+CD23+ B cells in the
peripheral blood, bone marrow (BM), and lymphoid tissues. A conclusive diagno
CLL requires the presence of sustained lymphocytosis (� 5 × 109/L) for no less than 3
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months (1). Many patients do not exhibit symptoms. Symptoma
individuals typically experience weakness, lymphadenopath
splenomegaly, and infections.

Multiple myeloma (MM) is the second most prevalent type
hematological malignancy, de� ned by presence of aberrant clon
plasma cells expressing CD38+ and CD138+ in the BM (2).
Macrofocal MM (MFMM) is a rare type of MM, accounting f
3%–5% of all MM cases (3, 4). Its manifestations include clon
plasma cells comprising <20% of the BM, multiple lytic b
lesions, and the absence of anemia, renal insuf� ciency, and
hypercalcemia (3).

MM and CLL are hematological malignancies originating fr
the B-lymphoid lineage. Although each disease is relat
common individually, the concurrent occurrence of CLL and M
in the same patient is extremely rare. Herein, we present a un
and extremely rare case involving the diagnosis and treatmen
patient with coexisting MFMM and CLL.
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Case report

A 67-year-old man with a medical history of hypertension w
admitted to the Department of Hematology and Oncology at
institution on December 11, 2024, due to backache and left lo
quadrant pain persisting for more than 1 month. Laboratory
results revealed a high white blood cell count (57.0 × 109/L), high
lymphocyte count (50.7 × 109/L), and normal platelet count (208
109/L) and hemoglobin level (145 g/L). Biochemical tests sho
normal lactate dehydrogenase (LDH), calcium, and creatinine
levels. Routine serum immunoglobulin levels andb2-
microglobulin levels were unremarkable (Table 1).
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Serological testing revealed active hepatitis B virus (H
infection. Peripheral blood smear examination revealed
lymphocytosis with the presence of smear cells (Figure 1A). Flow
cytometric analysis of peripheral blood samples revealed a
monotypic B-cell population comprising 82.0% of total eve
expressing CD5+, CD23+, CD200+, ckappa (k)+, CD20dim,
CD22dim, and FMC-7part. This population tested negative f
CD10, CD38, CD138, lambda (l ), and CD103. Based on the
� ndings, the diagnosis of CLL was con� rmed (Supplementary
Figure 1). BM aspiration showed a hypercellular marrow w
81.5% mature lymphocytes and 1.5% plasma cells, indicatin
cell chronic lymphoproliferative disorder (Figure 1B). BM � ow
cytometry detected a B-lymphocyte population with c
expression of CD19+, CD5+, and CD23+, which was positive fo
CD20 and ck but negative for FMC-7, CD38, andl . Meanwhile, the
monoclonal plasma cells accounting for 0.1% of all nuclear
expressed CD38, CD138, cl , and CD56, but lacked CD1
expression (Figures 1C–F; Supplementary Figure 2).

Immunohistochemistry of BM biopsy samples showed CD+,
CD20+, and CD23+ with rarely scattered clusters expressing CD
and l (Figure 2A). The patient was negative for the myelo
differentiation factor 88 leucine 265 to proline (MYD88 L265
mutation. Positron emission tomography/computed tomogra
(PET/CT) demonstrated an elevated� uorodeoxyglucose uptak
[maximum standardized uptake value (SUVmax): 20.37] in b
structures, particularly in the 10th thoracic vertebra (T10) and T1
with fracture and multiple lyticbone lesions. Hypermetabol
enlarged lymph nodes (SUVmax: 24.56) were observed in th
supraclavicular region and a hypermetabolic nodule beneath th
apex of the pleura (Figure 3).

Subsequently, a left supraclavicular lymph node (LN) bio
was performed on December 13, 2024. Microscopic examin
showed disruption of the LN structure with two different areas:
composed of medium-sized cells with a moderate amoun
powdery cytoplasm, occasional eccentric nuclei, and a dis
nucleolus, consistent with plasma cell–like morphology and
another composed predominantly of small lymphocytes w
small cytosol, little cytoplasm, and inconspicuous nucleolu
Immunohistochemistry revealed that the plasma cells we
positive for CD38, CD138,l , and CD56, with a Ki-67 index o
30%. Dispersed clusters of small, mature neoplastic B-lymp
cells expressing CD5+, CD20+, and CD23+ were also observe
which were negative for cyclin D1 (Figure 2C). Due to severe
pathological damage and unexplained thoracic vertebral fract
percutaneous kyphoplasty of the T10 and T12 was performe
December 25, 2024. Postoperative pathological examinatio
showed plasmacytoma in� ltration comprising 90%–95% of the
thoracic vertebra biopsy cellularity, with B-lymphocytic neopla
in� ltration accounting for the remaining 5%–10%. The
plasmacytomas exhibited aberrant expression of CD38, CD1l ,
CD56, and CD117, with a Ki-67 level of 30%. Meanwhile, a
percentage of mature neoplastic B-lymphoid cells tested positiv
immunohistochemical stains, including CD5, CD20, and CD
with a Ki-67 index of 5%–10%. These abnormal B-lympho
aggregates comprised <10% of the biopsy cellularity (Figure 2B).
TABLE 1 Key laboratory � ndings.

Laboratory items Results Reference range

White blood cell count (×109/L) 57.0 3.5–9.5

Lymphocyte count (×109/L) 50.7 1.1–3.2

Hemoglobin (g/L) 145 130–175

Platelet count (×109/L) 208 125–350

Lactate dehydrogenase (U/L) 185 120–250

Calcium (mmol/L) 2.27 2.11–2.52

Creatinine (mmol/L) 71.6 57.0–111.0

b2-microglobulin (mg/L) 2.77 1.30–3.00

Immunoglobulin G (g/L) 8.35 8.60–17.40

Immunoglobulin A (g/L) 3.35 1.00–4.20

Immunoglobulin M (g/L) 0.35 0.30–2.20

Serumk free light chain (mg/L) 19.40 3.30–19.40

Seruml free light chain (mg/L) 1409.38 5.71–26.30

Free light chain ratio (k/l ) 0.014 0.26–1.65
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FIGURE 2

Three sections of biopsies demonstrating features of CLL and PCM. (A) Bone marrow (H&E, 40×; IHC,20×) (B) T12 (H&E, 20×; IHC,20×). (C) The left
supraclicular lymph node (H&E, 10×; IHC,10×) H&E-hematoxylin and eosin; IHC-immunohistochemistry.
FIGURE 1

Smear (Wright-Giemsa stain, ×100) 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).
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