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ABSTRACT

Background: T-cell lymphoblastic lymphoma is a rare disease and an aggressive neoplasm of precursor
lymphoblasts. We present a case of lumbar epidural T-cell lymphoblastic lymphoma which appeared with clinical
features of epidural spinal cord compression.

Methods: A 38-year-old male patient presented with weakness in the lower extremities and newly developed
urinary incontinence. His medical history included precursor T-cell acute lymphoblastic leukemia and treatment with
allogeneic bone-marrow transplantation 5 years previously. Spinal magnetic resonance imaging (MRI) revealed an

epidural mass lesion at L2–L4 levels and there was no sign of leukemia or lymphoma in clinical, laboratory, and
radiological examinations. Surgery was planned for obtaining diagnostic material. Decompressive laminectomy and
subtotal excision of the tumor were performed.

Results: At surgery, the tumor consisted of yellow-colored and hypovascular soft tissue fragments. It was

encircling the spinal cord and spreading through the left L3 foramen. The patient underwent adjuvant chemo-
radiotherapy after the histopathological evaluation. At 2-month follow-up, the patient was able to walk without
assistance, but the urinary incontinence was the same. At 5-month follow-up, the disease progressed, and the patient

passed away because of infective endocarditis.
Conclusion: Spinal lymphomas may display its characteristic ‘‘wrap-around’’ fashion in the MRI. In this report,

we shared the microsurgical appearance of this fashion. As the lymphomas are chemoradiosensitive tumors, the

treatment should be managed with a multidisciplinary approach.
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INTRODUCTION

Spinal lymphoma is a relatively uncommon

tumor and accounts for 10% of spinal epidural

tumors.1 Non-Hodgkin lymphoma comprises 85%

of the cases.2 Spinal involvement may be seen as the

initial finding or during the course of the disease.3

Lymphoblastic lymphoma (LBL) is a rare disease,

comprising only 2% of non-Hodgkin lymphomas.4

T-cell LBL (T-LBL) accounts for 90% cases of LBL

and occurs predominantly in children and adoles-

cents.5 Central nervous system (CNS) involvement

is uncommon at presentation (3%–9%) in T-LBL.6

Nonetheless, CNS is often the first site of relapse.6

In this report, we present a recurrent T-cell acute

lymphoblastic leukemia (T-ALL)/T-LBL with the

clinical findings of epidural spinal cord compres-

sion. Our aim is to demonstrate this rare entity with

its microsurgical appearance and contribute to the

current literature.

CASE PRESENTATION

A 38-year old male patient presented with a 2-

week history of urinary incontinence and 1-month

history of progressively worsening weakness in

lower extremities. Examination of motor strength

revealed bilateral disability in ankle and toe

dorsiflexion. He had a saddle sensory loss and

paresthesia below the L4 sensory level. He had a

prior medical history of T-ALL, and he had been

treated with allograft stem cell transplantation 5

years previously. The entire spinal contrast-en-

hanced magnetic resonance imaging (MRI) demon-

strated an epidural mass lesion and significant spinal

cord compression at the L2–L4 levels (Figure 1).
There was no thickening in the dura mater.
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Leptomeningeal enhancement was not detected in
the cranial MRI. The preoperative bone-marrow
biopsy did not show involvement by the lympho-
blasts. An 18F-fludeoxyglucose (18F-FDG) posi-
tron emission tomography scan of the chest,
abdomen, and pelvis was performed and did not
show any other mass lesion or any other patholog-
ical 18F-FDG involvement. The patient underwent
surgery for tissue diagnosis. L3 total, and L2 and L4
bilateral partial decompressive laminectomies were
performed. After removal of the ligamenta flava, the
epidural mass lesion appeared (Figure 2). The tumor
was adherent to dura mater and causing spinal
stenosis. It was surrounding the spinal cord and
extending from the recessues towards the left L3
neuroforamen. The posterior part of the tumor was
excised. The biopsy consisted of yellow-colored,
hypovascular, and soft tissue fragments of about 3.5
3 1.5 3 0.3 cm (Figure 2). After 3 days from the
surgery, the patient’s lower extremity strength
improved and he had an active movement in ankle
dorsiflexion. The histopathological examination
revealed the diagnosis of T-LBL (Figure 3). The
patient underwent chemoradiotherapy for adjuvant
treatment. At the 1-month follow-up, the bone-
marrow biopsy was performed again, and lympho-
blastic infiltration was detected. For his postallog-
raft relapse, treatment with nelarabine and donor

lymphocyte infusion started. At 2-month follow-up,

there was no significant recovery in his urinary

incontinence. After 5 months, the disease pro-

gressed, and the patient died because of infective

endocarditis.

DISCUSSION

T-ALL and T-TBL are highly aggressive neo-

plasms of lymphoblasts. They are basically the same

disease. The World Health Organization classifica-

tion of lymphoid neoplasms has unified these

entities as precursor T-cell lymphoblastic leuke-

mia/lymphoma. T-LBL is considered to be leukemia

when neoplastic cells are prominently circulating in

the blood or blast cells infiltrates more than 25% of

the bone marrow. In our case, the patient had a

history of T-ALL (Figure 3), treated with allogeneic

bone-marrow transplantation 5 years previously.

When the motor weakness occurred and lumbar

spinal stenosis was detected, the patient’s blood did

not contain blast cells and the bone marrow was not

infiltrated by lymphoblasts. In the radiological

imaging, there was no sign of any other mass lesion.

Therefore, we operated our patient for tissue

diagnosis. As the lumbar epidural tumor had

lymphoblastic cell infiltration and the tumor dis-

Figure 1. Preoperative (A) T2-weighted and (B) turbo inversion recovery lumbar spinal magnetic resonance imaging (MRI) showing the epidural lesion at L2–L4

levels in the sagittal plane. (C) T2-weighted MRI in axial plane showing spinal cord compression at the L3 level.
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played positivity with CD3 and TdT, the diagnosis

was determined as T-LBL (Figure 3).

Spinal epidural involvement has been reported in

0.8%–2.8% of all malignant lymphoma cases7 and

is most commonly present in the thoracic spine,

followed by the cervical spine and less commonly in

the lumbar spine.8 These regions are may be the first

site for a primary tumor,2,9 or may be the area for a

metastasis10 while the disease is progressing. Acute

paresis and/or incontinence require emergency

decompression of the spinal cord.11 In patients

without acute neurologic deficit or spinal instability,

the treatment should be managed with primary

radiotherapy and adjuvant chemotherapy12 because

lymphomas are chemoradiosensitive tumors. In

addition, decompressive laminectomy and subtotal

resection have routinely been performed in patients

with spinal instability or severe cord compression.13

As the tumor caused lumbar spinal stenosis and our

patient had to be diagnosed histopathologically, we

performed surgery. The patient underwent chemo-

radiotherapy after recurrent T-LBL was diagnosed.

Approximately 2%–5% of patients with non-

Hodgkin lymphoma have the complication of

epidural spinal cord compression.10 The degree of

spinal cord compression ranges from a minor

asymptomatic indentation7 on the normal thecal

sac contour to strangulation of the spinal cord14

with associated paraplegia.15 In our case, the

location of the tumor around the spinal cord was

remarkable. Because the tumor had surrounded the

posterior and lateral borders of the spinal cord and

reached its anterior border, the tumor caused spinal

stenosis (Figure 1). The tumors generally spread

through the path of least resistance and encircle the

thecal sac.16 This characteristic appearance has been

Figure 2. Intraoperative images showing the excision of posterior part of the tumor. (A) Yellow-colored tumor mass (black star) appearing after excision of ligamenta

flava at the L3 level. (B) The tumor (black star) appearing to be adherent to the dura (blue arrow). (C) The posterior part of the tumor (black star) surrounding the dura.

(D) The excision of the posterior part of the tumor (black star).
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called ‘‘wrap-around.’’17 Similarly, Patel et al14

reported an epidural non-Hodgkin lymphoma at

the T2 level, with involvement of the posterior

elements in a characteristic wrap-around fashion. In

our case, the tumor had the same appearance, which

was reaching out the lateral portion of epidural

space and left L3 neural foramen (Figure 2).

CONCLUSION

In this report, we demonstrated microsurgical

macroscopic appearance of spinal epidural T-LBL.

Our aim was to indicate the probable presence of

non-Hodgkin lymphomas in patients with epidural

spinal cord compression and to contribute to the

literature. In patients with long-term neurologic

deficits, the gross total resection has no evidence for

neurological improvement. The aim of the surgery

should be tissue diagnosis, since the lymphomas are
chemoradiosensitive tumors.
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