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Case 1: A 53 year old previously fit and healthy man presented with a 3 year 
history of worsening pain in his right upper arm, in the absence of other bony 
or any systemic symptoms. An MRI of the shoulder and upper arm (Figure 1) 
showed a large lesion was noted within the medullary cavity of the left humerus 
extending from the proximal metaphysis through the length of the humeral 
shaft which demonstrated mild heterogenous enhancement. Further work-up 
revealed the an IgM kappa paraprotein of 20 g/L; >90% infiltration of his BM 
with neoplastic small lymphocytes (CD3,5 and 56 negative, cyclin-D1 negative, 
IgM positive, and CD 20, 79a positive), and scattered plasma cells (MUM-1, and 
CD138 positive, showing light chain restriction) in keeping with 
lymphoplasmacytic lymphoma (LPL). A guided biopsy of the humeral lesion 
was performed and showed a dense infiltrate of small lymphoid cells, which 
were CD20 positive, CD3 negative, CD5 negative, CD79a positive, cyclin-D1 
negative, CD56 negative and IgM positive consistent with humeral involvement 
by LPL. He received radiotherapy to the humerus and proceeded to R-
Bendamustine.  
 
Case 2: A 58 year old man, presented to with weight loss, anaemia and 
diarrhoea over the previous 6 months and night sweats. A CT scan showed 
enlarged nodes; a bone marrow biopsy showed a lymphoplasmacytic lymphoma 
infiltrate of 70-80%. Serum electrophoresis showed an IgM paraprotein of 14 
g/L. He received 8 cycles of DRC chemotherapy to PR. He experienced pain and 
stiffness in his right knee within a year. An MRI scan of the knee a periarticular 
infiltrative process (Figure 2). A PET-CT was carried out which showed 
abnormal patchy diffuse uptake in the bone marrow bilaterally from the knee 
joints to toes, involving the right patella, distal femora, tibiae, fibulae, tarsal 
and metatarsal bones (Figure 3) and he proceeded to femoral bone biopsy. His 
femoral bone biopsy showed bone marrow with a diffuse paratrabecular and 
interstitial infiltrate composed of small lymphoid cells admixed with 
plasmacytoid cells and Dutcher bodies are seen; the infiltrate was CD20, CD79a 
and IgM positive and showed k restriction admixed with CD138 + plasma cells 
in keeping with LPL. A BMB showed 30% LPL. He proceeded to ESHAP 
chemotherapy to be followed by consolidative autologous stem cell 
transplantation. These cases illustrate that bone involvement in WM can 
unexpectedly occur and bone biopsy is useful to confirm bone involvement. 
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Figure 1: Coronal MR image of right shoulder 
 

 
 
Figure 2 MRI imaging of the right knee demonstrating extensive abnormal intra 
osseous signal abnormality involving the distal femur, the tibia, fibula and patella.   
 

  
 
Figure 3 PET/CT of legs showing widespread FDG uptake; biopsy confirmed the 
presence of lymphoplasmacytic lymphoma 
 

 


