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Aches and Pain in a child- An unusual cause 
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Abstract 

Precursor B-cell lymphoblastic lymphoma presenting with severe pain and extensive skeletal lesions as an initial 

presentation is very rare. We report a nine year old boy  who presented with lower backache and difficulty in walking of 

2 months duration. He neither had lymphadenopathy nor organomegaly. His peripheral blood picture and bone marrow 

examination were normal. MRI revealed multiple lytic lesions in the spine and PET scan revealed metabolically active 

lytic lesions in the axial skeletal system and bilateral femurs and humerus. Biopsy of the vertebra revealed the diagnosis 

of precursor B cell lymphoma. A diagnosis of malignancy should never be missed in a patient with musculoskeletal pain, 

having ruled out infectious and traumatic etiologies especially when they present with several skeletal radiolucencies. 
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Introduction 

Precursor B-cell lymphoblastic lymphoma is rare and 

constitutes less than 10% of the lymphoblastic 

lymphoma cases [1]. B cell lymphoblastic 

lymphomahas been well known to involve extranodal 

sites. Skin, bone and soft tissue are few common sites 

of occurrences. Mediastinal involvement has been 

found to be rare unlike T cell Lymphoblastic 

Lymphoma. The second most common site of 

extranodal presentation is bone, with skin being the 

most common [2]. 

 

 

Patients with B cell Lymphoblastic Lymphoma 

generally do not manifest with constitutional symptoms 

in contrast to those with Acute Lymphoblastic 

Leukemia but musculoskeletal pain is often the 

presenting symptom.  

 

We report a case of precursor B cell Lymphoblastic 

Lymphoma who presented with multiple skeletal 

lesions without apparent lymph nodal, peripheral blood 

or marrow involvement. 

Case Report 

A 9 year old boy presented with lower backache and generalized pain causing difficulty in walking of 2 months duration. 

He had history of trivial fall over back 10 days prior to onset of symptoms. On presentation he had no pallor, icterus, 

hemorrhagic manifestations, significant lymphadenopathy or hepatosplenomegaly. He had generalized pain with 

tenderness over the spine, left elbow and dorsum of foot.  

 

His investigations revealed hemoglobin of 10g/dl, white blood cell count of 8500cells/cu mm, platelets of 2.93lakhs/cu 

mm. Peripheral smear examination revealed microcytic, hypochromic RBCs, anisopoikilocytosis with no blasts. His renal 

and liver function tests were normal. Serum uric acid level was 4.4mg/dl and lactate dehydrogenase was 266U/L. Urinary 

vanillylmandelic acid level was normal. X-ray spine done did not reveal any significant changes. MRI spine revealed  
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multiple osteolytic lesions in D9 and D11 vertebra (Fig 1). Bone marrow aspiration revealed occasional blast cells but 

was not conclusive. Biopsy of D9 vertebra done revealed small blue cell tumour but was inconclusive of any type of 

malignancy.  

 

 

Fig-1: Magnetic resonance imaging showing multiple lytic lesions throughout the spine 

 

PET scan revealed diffuse metabolically active lytic lesions in axial skeletal system and bilateral humerus and femurs, 

few metabolically active non-calcific bilateral cervical, axillary, pectoral and upper precaval lymph nodes with diffuse 

increased metabolic activity in enlarged spleen. 

 

Repeat biopsy of D9, D11 vertebra done showed high grade small blue round cell tumour. On Immunohistochemistry, 

tumour cells were positive for Leukocyte common antigen, CD79a, CD10, Terminal Deoxynucleotidyl Transferase and 

BCL2 while being negative for CD20 and CD3 suggestive of Lymphoblastic Lymphoma- B cell phenotype. Parents were 

counseled in detail about the disease and patient was started on treatment as per Acute Lymphoblastic Leukemia 

Children’s Oncology Group (COG) protocol. Pain subsided within 2 weeks of treatment and he is currently going to 

school with no restriction of daily activities. 

 

He is currently in the maintenance phase of chemotherapy, clinically without any pain and well, going to school 

regularly. 

Discussion 

Precursor B cell Lymphoblastic Lymphoma is rare in 

children and can cause a diagnostic dilemma in view of 

its variable presentation. There are only few cases 

presenting with bone involvement as an initial 

presentation of B cell Lymphoblastic Lymphoma 

published in literature so far in pediatric age group [2]. 

 

Lymphoblastic lymphoma cells and lymphoblasts of 

acute lymphoblastic leukemia (ALL) are almost 

impossible to distinguish. 

 

To distinguish Lymphoblastic Lymphoma from ALL, 

the criteria are: 

• Manifestation as bulky masses in solid organs 

• Focal(<25%) or absent bone marrow involvement 

• Absence of peripheral blood involvement [3] 

 

 

B cell Lymphoblastic Lymphoma must be also 

differentiated from small round blue cell tumour such as 

Ewing’s Sarcoma, diffuse large B-Cell lymphoma, T 

cell Lymphoblastic Lymphoma and acute Myelogenous 

Leukemia. B-cell lymphoblastic lymphoma has been 

known to have multiple sites of bone involvement like 

femur, tibia, humerus, vertebrae, scapula, foot and rib 

[4]. Our patient had lesions in the vertebra, femur, foot 

and humerus. 

 

Bone pain mimicking inflammatory lesion, gait 

disturbances, vertebral body collapse and related 

symptoms are its clinical manifestations [4]. 

Radiologically, they can present as lytic and/or sclerotic 

lesions, diffuse osteopenia, periosteal new bone 

formation and metaphyseal bands [4]. The findings are 
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not specific and must be distinguished from other 

conditions affecting the bone like Ewing’s Sarcoma. 

Sclerosis as an initial presentation can be seen in 47-

69% of the cases [5]. In a study done in B-cell 

lymphoblastic lymphoma patients, 92% had no 

evidence of bone marrow disease at the time of 

diagnosis [2]. Osteolytic lesions are commonly 

associated with hypercalcemia. A likely cause for 

extensive osteolytic lesions and hypercalcemia in these 

patients is Parathormone- related protein (PTHrP) 

produced by lymphoblast [6]. Hypercalcemia was 

absent in our patient even though he presented with 

extensive osteolytic lesions. 

 

On immunophenotyping, positive stains for B-cell 

lymphoblastic lymphoma are CD-19, cytoplasmic 

CD79a, tdt, HLA-DR, CD10 and are found to be 

positive in most cases [4]. 

 

11q 23 translocation, t (9; 22), t (12;21) are few 

molecular abnormalities known to have correlation with 

B-cell lymphoblastic lymphoma [4]. Short intensive 

chemotherapy and Acute Lymphoblastic Leukemia 

(ALL) like chemotherapy can be used to treat B cell 

Lymphoblastic Lymphoma but prognosis has been 

better with ALL like chemotherapy [7]. 

 

B cell lymphoblastic lymphoma has been found to have 

better outcomes compared to T cell lymphoblastic 

lymphoma. The presence of t(9;17)(q34;3) in children 

has been found to have a correlation with an 

aggressiveclinical course but no other molecular or 

chromosomal abnormalities have shown to have any 

such prognostic importance [8]. 

 

Although a rare disease, patients with precursor B-cell 

lymphoblastic lymphoma undergo complete remission 

and have high percentage of survival with appropriate 

chemotherapy. Hence accurate diagnosis of B cell 

Lymphoblastic Lymphoma is of prime importance. To 

conclude, physicians who deal with children with pain 

should be aware that even in the absence of peripheral 

blood or bone marrow involvement, in a child with 

excruciating pain and extensive skeletal lesions should 

be suspected to have malignancy. 
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