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Fig. 1 Brain MRI axial images on admission.
A: T, weighted images show gadolinium enhanced (arrows) choroid
prexus in left ventriculus lateralis (A) and ventriculus quartus (B)
(arrow) (1.5 T, TR 590 ms, TE 12 ms). C: T, weighted image shows
high intensity lesion in the dorsal medulla oblongata (1.5 T, TR
3,216 ms, TE 113 ms).
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Fig. 2 Spine MRI on admission.

A: Sagittal short T, inversion recovery (STIR) image shows high
signal lesions in the lower cervical spinal cord (1.5 T, TR 3,450 ms,
TE 45 ms). B: Axial T, weighted fast spin echo (FSE) image of the
cervical spinal cord at C6 vertebral level (1.5 T, TR 3,216 ms, TE
113 ms). Posterior and anterior area demonstrate high signal. Conus
medullaris and cauda equina are significantly swelled. C: sagittal
view, D: axial view at L2 vertebral level (1.5 T, TR 4,200 ms, TE
128 ms). The cauda equina is enhanced with gadrinium on T,
weighted fat suppression images. E: sagittal view. F: axial view at L2
vertebral level (1.5 T, TR 670 ms, TE 13 ms).
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Fig. 3 Clinical course.
Just after the appearance of conscious disturbance, we performed a cauda equina biopsy. After diagnosis, this patient
received R-MPV chemotherapy, radiotherapy and high-dose cytarabin. Neurological symptoms and images were

improved significantly.
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X400
Fig. 4 Microscopic findings of cauda equina biopsy (x400).
A: Haematoxylin and eosin (H&E) staining shows proliferation of atypical large lymphocytes with irregular shaped
nuclei. B: Immunohistochemical staining with anti-CD3 shows membranous staining on normal T-cell lymphocytes.
C/D: Immunohistochemical staining with anti-CD20 and anti-CD79a shows membranous staining on atypical large
B-cell lymphocytes.
Table 1 Clinical features of B-cell lymphoma with cauda equina biopsy.
Author (year) Age/Sex  Clinical presentation Examination Treatment Survival
Mauney (1983) 68/F Paraplegia, bladder and bowel Myelogram Laminectomy Radiation Alive 3m
disturbance
Hopkins (1993) 32/M Cauda equina syndrome MRI, Laminectomy Laminectomy Not stated
Ampil (2001) 21/M Low bacl pain, lower limb Myelogram, CT Laminectomy, Radiation, Alive 152 m
numbness Chemotherapy
Yokosuka (2003) 43/M Monoplegia, sensory disturbance, MRI, Myelogram, Laminectomy, Radiation, Died 7m
bladder and bowel disturbance Laminectomy Chemotherapy
Tajima (2007) 67/F Paraparesis, lower extremities MRI, Biopsy IVIg, Intrathecal MTX, Radiation, Improved
numbness Chemotheropy
Tahiri (2009) 58/F Low back pain, sciatica MRI, Laminectomy Laminectomy, Chemotherapy Alive 13 m
Ogilvie (2010) 58/M Not stated Intraspinal mass biopsy Laminectomy, Rituximab, Improved
Chemotherapy
Iwasaki (2012) 69/M Paraparesis MRI, Laminectomy Laminectomy, HD-MTX, Died 18 m
Radiation (30 Gy)
Present case (2013) 49/M Paraparesis, sensory disturbance MR, Biopsy DEX, HD-MTX, HD-cytarabin, Alive 10 m

Rituximab, Radiation (45 Gy)
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Leptomeningeal infiltlation of primary CNS B-cell lymphoma diagnosed
by the biopsy of cauda equina: a case report

Hideki Nakajima, M.D., Ph.D.”, Masakatsu Motomura, M.D., Ph.D.”, Masashi Yamaguchi, M.D.”,
Takeharu Katoh, M.D.” and Kuniko Abe, M.D., Ph.D.”

YUnit of Translational Medicine, Department of Clinical Neuroscience and Neurology,
Nagasaki University Graduate School of Biomedical Science
“Department of Clinical Neurosurgery, Nagasaki University Graduate School of Biomedical Sciences
“Department of Clinical Hematology, Nagasaki University Graduate School of Biomedical Sciences
“Department of Clinical Pathology, Nagasaki University Graduate School of Biomedical Sciences

A 49-year-old man was admitted to our hospital with progressive gait disturbance. Our examination revealed a low
grade fever, weight loss derived muscle weakness, sensory disturbance and loss of deep tendon reflex of the lower
extremities. Magnetic resonance imaging (MRI) detected an abnormal intensity and gadolinium enhancement in the
cauda equina. Two weeks after admission, disturbance of consciousness and bladder appeared. Cerebrospinal fluid
examination showed pleocytosis, elevated protein and soluble IL-2R, but cytological examination was class II negative.
We performed a cauda equina biopsy urgently and diagnosed malignant lymphoma, of a diffuse large B-cell type. We
selected combined MTX-based chemoradiotherapy and his symptoms significantly improved after a month. He achieved

complete remission and remains recurrence-free after 10 months post treatment although he remains with light
paraparesis and sensory disturbance of the lower extremities. He has already gone back to a normal life. An examination

of cauda equina biopsy led to quick diagnosis and treatment.

(Clin Neurol 2013;53:803-808)

Key words: malignant lymphoma, DLBCL, cauda equina biopsy, sIL-2R




