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ABSTRACT
Background. Metastatic spinal lymphoma is a rare case, especially with the initial clinical manifestation of back pain, 

which only occurs in less than 5% of patients. We report a case of an adult male with low back pain that was found to be 

metastatic spinal lymphoma, and this study is the first to report a case of metastatic spinal lymphoma with initial 

complaints of back pain.

Case presentation. A 66-year-old male presented with progressive lower extremity weakness since 2 weeks. The initial 

complaint was back pain since 2 months before admission. The patient had no history of previous trauma, history of 

hypertension, diabetes, or heart disease was also denied. The patient admitted that there was a weight loss in the last 2-3 

months Radiologic examination of the lumbar spinal MRI (magnetic resonance imaging) without contrast was performed 

and showed an impression of bone metastasis at the corpus VL (lumbar vertebrae) 1-5, and paraspinal musculospasm

Conclusion. We report rare case of metastatic spinal lymphoma, spinal lymphoma should be considered and monitored 

for non-specific clinical findings that resemble other possible causes.

Keywords: low back pain, non-Hodgkin's lymphoma, metastasis, 

spine, paraparesis

BACKGROUND

Non-Hodgkin's lymphoma (NHL) can occur in all 
segments of the CNS (central nervous system), from the 
brain parenchyma to the peripheral nerves. The effects 
of this malignancy may include radiculopathy or com-
pression of the associated nerves. NHL in the CNS can 
be primary disease or secondary to metastasis from 
surrounding organs [1].

Back pain as first manifestation of metastatic lym-
phoma is rare, occurring in less than 5% of patients [1]. 
Although NHL metastasis to the spine is rare as an ini-
tial manifestation of malignancy, it should be consid-
ered in cases of spinal cord compression thought to be 
due to malignant disease [2]. The aim of this case re-
port is to describe the presentation and diagnostic im-
aging of a patient with symptoms of LBP and metastat-
ic lymphoma.

CASE PRESENTATION

A 66-year-old male admitted to our hospital with 
complaints of weakness in both legs that was felt 

since 2 weeks ago. The weakness was felt progres-
sively during these 2 weeks and worsened until one 
day before admission to the hospital. the patient 
was difficult to walk due to weakness in his legs. 
There was no pain in both limbs. The complaint be-
gan with low back pain for 2 months with pain at 
the level of the navel. The pain is felt intermittent 
and does not spread to other areas, the pain is felt 
like being stabbed. Pain is aggravated by walking, 
sitting-standing activities and improves with rest. 
The pain is more severe in the afternoon and 
evening. Pain scale with VAS (Visual analogue scale) 
6. Complaints of tingling, burning, electric shock are 
denied. There were no complaints of micturition or 
defecation. The patient had no history of previous 
trauma, history of hypertension, diabetes, or heart 
disease was also denied. The patient admitted that 
there was a weight loss in the last 2-3 months by 7 
kg, from 61 kg to 54 kg without a definite cause. 
Weight loss was accompanied by a decrease in the 
patient's appetite. The patient has a history of GERD 
(gastroesophageal reflux disease) and has consulted 
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an internist with routine consumption of lansopra-
zole and sucralfate.

At the time of admission, the patient's was fully con-
scious. The patient's body temperature was 37.4°C, 
blood pressure 115/67 mmHg, pulse rate 121x/min, res-
piratory rate 18x/min, and oxygen saturation 97%. The 
neurological examination revealed weakness in both 
limbs. The other neurological examination showed no 
abnormality. The patient admitted that her family had 
no similar complaints, no history of diabetes, hyper-
tension, or heart disease. However, the patient had an 
older sister who had died with a history of breast can-
cer 10 years ago. The patient herself was a smoker 
from the age of 28 until the age of 31.

Laboratory examination showed normochromic 
anemia, neutrophilia, monocytosis, and lymphopenia. 
The patient's hematocrit and erythrocyte counts were 
low, as were the patient's total protein and albumin. 
Electrolyte examination revealed hyponatremia and 
hypokalemia. X-ray examination of the thorax was per-
formed and a mass was found in the mediastinum (Fig-
ure 1). Pharmacological therapy was given to the pa-
tient, which included methylprednisolone (125mg), 
pantoprazole (40 mg), mecobalamin (500 mcg), anemo-
late (1 mg), domperidone (10 mg), gabapentin (100 mg) 
and PRC (packed red cell) transfusion of 1 colf. On daily 
follow-up, the patient's clinical condition was found to 
be improving.

Follow-up examinations were performed on the 
patient to find the etiology of the patient's disease. 
The results of tumor marker examinations such as 
CEA (carcinoemnryonic antigen) and PSA (prostate 
specific antigen) showed normal results. The results 

of peripheral blood cytology also showed only nor-
mocytic normochromic anemia. Radiologic examina-
tion of the lumbar spinal MRI (magnetic resonance 
imaging) without contrast was performed and 
showed an impression of bone metastasis at the cor-
pus VL (lumbar vertebrae) 1-5, and paraspinal mus-
culospasm (Figure 2). MSCT (multi-sliced computed 
tomography) of the abdomen was performed with 
multiple lymphadenopathy along the abdominal 
paraaorta suggestive of lymphoma accompanied by 
hepatic nodules suspected of hepatal metastasis (Fig-
ure 3). Exploratory laparotomy and lymphonodi bi-
opsy were performed on the patient with the result of 
lymphoma with mixed cellularity. After 16 days of 
treatment, the patient was discharged and a chemo-
therapy regimen was planned for the patient.

DISCUSSION

Low back pain as an early manifestation of lympho-
ma is rare, occurring in only 5% of patients [1]. The 
rarity of this case is also evidenced by the scarcity of 
existing literature where there are only a few case re-
ports and case series that describe spinal lymphoma 
and the prevalence is difficult to estimate [3]. To the 
best of our knowledge there are no case reports in In-
donesia describing spinal lymphoma metastasis. Clini-
cally most patients will present with complaints of 
back pain and functional decline of both lower extrem-
ities, spasticity, and urinary dysfunction. There may 
also be systemic "B" symptoms such as fever without 
apparent cause, weight loss without apparent cause 
>10% of body weight within 6 months, and night sweats 

FIGURE 1. X-ray thorax lateral view showing a firm mediastinal mass
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[4,5]. Our patient had prodromal symptoms of low 
back pain followed by progressive weakness of the 
lower limbs. Our patient also had systemic symptoms 
of weight loss but fever and night sweats were denied.

Risk factors for lymphoma are multifactorial, rang-
ing from genetic disorders, infection, inflammation, a 
history of close relatives with lymphoma, immunosup-
pressed conditions, as well as modifiable factors such 
as a history of cigarette consumption, obesity, and 
breast implants [6]. Our patient did not have a history 
of immunosuppression or family history of lympho-

FIGURE 2. Lumbar spinal MRI showed lumbosacral vertebrae bone structure with inhomogeneous intensity at VL1-5 with 

diffuse pathologic intensity spots at the corpus of VL1-5. The intervertebral disc showed homogeneous decreased 

intensity especially the VL4-5 segment with mild bulging disc but no significant herniation to the intraspinal

FIGURE 3. CT abdomen showed enlarged paraaortic lymphonodi abdominalis with lobulated shape where post contrast 

application did not show significant enhancement

ma, but there were other factors such as the patient's 
sibling history of breast cancer. Our patient was also a 
smoker although the patient had quit smoking a long 
time ago. The suspicion of malignancy in this patient 
was due to the non-specific results of the neurological 
examination and the systemic symptoms that accom-
panied our patient. Subsequent radiologic examina-
tion also raised suspicion of metastasis to the spinal 
area. There is some literature that also links the inci-
dence of lymphoma with infection from Epstein-Barr 
Virus related to immunodeficiency [1,7]. Spinal NHL 
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(non-Hodgkin's lymphoma) can occur at any age, but is 
most common in the fifth decade and above [8]. The 
spinal cord is the third most common location for met-
astatic spread after the lungs and liver. NHL affecting 
the CNS (central nervous system) mostly affects the 
brain parenchyma, meninges, spinal cord and epidural 
spatium. NHL that occurs in the intramedular spinal 
cord is very rare, where most NHL occurs in the epi-
dural primary or secondary [1,9].

Intramedular spinal cord metastatic spread is 
hypothesized to occur from spread through arteries, 
from Batson's venous plexus, or may be invasion 
from leptomeningeal lymphoma [10]. There is also a 
hypothesis that spread can occur to the retroperito-
neal lymphonodules through the interverterbralis 
venous plexus [11]. In our patient, we found an en-
larged picture of lymphonodi paraaorta abdomina-
lis which makes consideration in the spread of lym-
phoma to the spinal cord. The definitive diagnosis of 
lymphoma currently uses a lymphonodi biopsy 
which can be done openly or with the help of CT 
guided biopsy [6,12,13]. In radiologic examination 
itself, the use of MRI is still the main choice to be 
able to determine the lesion picture clearly [3,14].

Chemotherapy pharmacology treatment was 
planned in our patient. Data shows inconsistent re-
sults on the management of spinal NHL due to the 
small number of cases. Some previous studies have 
shown that some chemotherapeutic agents can 
achieve full remission such as methotrexate, alkyl-

ating agents, or antimetabolites. Surgical proce-
dures are still debated as there is still no evidence to 
suggest that surgery is more effective than existing 
intravenous pharmacology [5,15-17]

CONCLUSION

We report rare case of metastatic spinal lymphoma, 
spinal lymphoma should be considered and monitored 
for non-specific clinical findings that resemble other 
possible causes.
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