
www.sciedu.ca/jhm                                                                                          Journal of Hematological Malignancies, 2013, Vol. 3, No. 1 

Published by Sciedu Press 57

CASE REPORT 

Bone marrow necrosis as clinical presentation of 
plasmablastic lymphoma in an AIDS patient:   
First case reported and literature review 

Marcelo Corti1, Isabel Soto1, María F. Villafañe1, Gonzalo Minué2, Ana Campitelli3, Marina 
Narbaitz4 

1.Division of HIV/AIDS Disease, F. J. Muñiz Hospital, Buenos Aires, Argentina. 2. Hematology Unit, F. J. Muñiz Hospital, 
Buenos Aires, Argentina. 3. Histopathology Laboratory, F. J. Muñiz Hospital, Buenos Aires, Argentina. 4. Histopathology 
Laboratory, National Academy of Medicine, Buenos Aires, Argentina 

Correspondence: Marcelo Corti. Address: Division of HIV/AIDS, Infectious Diseases F. J. Muñiz Hospital, Puán 381 2º 
Postal code C 1406 CQG, Buenos Aires, Argentina. Email: marcelocorti@fibertel.com.ar  

Received: May 23, 2013  Accepted: July 11, 2013   Online Published: August 7, 2013  
DOI: 10.5430/jhm.v3n1p57 URL: http://dx.doi.org/10.5430/jhm.v3n1p57 

Abstract 
Patients with HIV/AIDS disease are at high risk of developing non-Hodgkin lymphoma (NHL) which is included as an 
AIDS-defining illness. Plasmablastic lymphoma (PBL) most frequently presents in the oral cavity and generally in 
patients with HIV infection. Extra-oral PBL is a rare tumor but with a similar capability to local invasion and rapid 
dissemination to extra-oral sites. Bone marrow necrosis (BMN) associated with high grade B cell lymphoproliferative 
disease is a rare condition that should be suspected in HIV-infected patients with unexplained fever and cytopenias. Here 
we describe the first case of BMN caused by a high grade NHL diagnosis as PBL in an AIDS patient.   
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1 Introduction 
Bone marrow necrosis (BMN) is a rare and generally fatal complication which can be seen in the course of a wide variety 
of different diseases, especially in hematological malignancies [1]. BMN has been reported associated with infectious 
diseases, leukemia, Hodgkin’s lymphoma (HL), non-Hodgkin’s lymphomas (NHL) and metastatic carcinomas. Other 
conditions associated with this severe complication include antiphospholipid syndrome, chemotherapy and during 
treatment with retinoic acid, fludarabine, interferon α and granulocyte-colony-stimulating-factor [2]. The frequency of 
BMN in bone marrow biopsies is less than 1% [1, 2].  

We present an AIDS patient who developed a BMN associated with fever and pancytopenia as a clinical presentation of 
PBL. 
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Ninety percent of the BMN cases are associated with malignancy, and hemopoietic malignancies are the cause of BMN in 
60% of the patients [5, 6]. Among them, acute leukemia has been found to be the most common underlying disease [7-9]. 
Other malignant causes of BMN are lymphomas, chronic myeloproliferative disorders and solid tumors [4]. For these 
reasons, malignancy should always be excluded in a patient with BMN without a clear etiology [10]. Paydas et al [3] detected 
23 cases of patients with BMN among 1083 bone marrow biopsies with a prevalence of 2.2%; 80% had underlying 
malignant diseases and only four (20%) had nonmalignant diseases. Among the malignant cases, the majority of patients 
had haematological malignancies. As of the nonmalignant cases, two had tuberculosis infection, one had anti-phospholipid 
syndrome and one had a history of drug abuser. 

Patients with diagnosis of BMN and non malignant etiology are interesting. It is known that tuberculosis has variable 
haematological findings and BMN is a rare complication [11]. However, some reviews suggest that tuberculosis may be 
another cause of BMN; in patients with BMN, diagnosis of tuberculosis must be considered, especially, in those patients 
with peripheral cytopenias [12]. 

Clinically this complication is characterized by fever, pancytopenia and bone pain which are seen in 80% of the cases, and 
it may be disseminated or localized as lower back pain, as we could see in our patient. 

The cause of fever in BMN may be associated with tissue necrosis, as seen in other necrosis, or it may be associated with 
accompanying neutropenia. The exact cause of fever in neutropenic cases cannot be completely described. Fatigue 
associated with anemia and bleeding due to thrombocytopenia is seen in the majority of the cases [4]. Elevated LDH and 
ALP are the most common laboratory findings associated with tissue BMN, as we could find in our patient. Generally, in 
patients with lymphomas, BMN is the end result of the massive infiltration by atypical lymphoid cells, chemotherapy or 
arterial occlusion [10, 13, 14]. 

PBL is a distinct disease entity of the diffuse large B cell lymphomas which occurs in HIV-seropositive patients. 
Typically, PBL occurs in the oral cavity. It is associated with latent EBV infection in 70% of the cases and accounts for 
2.6% of NHL in this population. This subtype of NHL is characterized by their rapid progression and poor outcome. There 
are a few reports in the medical literature of cases of extra-oral compromise as we could see in our patient. The 
immunophenotype of this lymphoid neoplasm is consistent with the plasma cell-markers associated antigens VSC38c and 
CD 138 AS CD28 ABD CD 45 [15]. 

In AIDS patients, viral infection, especially EBV infection has been strongly associated with the pathogenesis of  
PBL [16, 17]. HHV-8 is other oncogenic virus that has also been reported in association with PBL in AIDS patients [18, 19]. 

Also, HCV should have a role in patients co-infected with HIV. Durberg et al. [20] described that patients infected with 
HCV have a high risk to develop NHL than in the general population. The patent that we described was HCV positive 
probable related to the source of HIV infection. 

Frequently, bone marrow aspiration is non-diagnostic due to insufficient and or undescribed material in the majority of the 
cases and multiple aspirations and biopsies may be generally necessary, as in this case. Thus bone marrow trephine biopsy 
is performed to reveal the diagnosis of BMN [21]. 

Bone marrow necrosis is frequently documented at postmortem examination [14]. When specifically looked for in 
retrospective reviews of consecutive bone marrow biopsies, some degree of marrow necrosis varying from mild to severe 
is seen in approximately one third of samples [22]. Severe degrees of bone marrow necrosis are almost always associated 
with life-threatening clinical conditions, leading to the general impression that when the degree of necrosis is severe, the 
clinical outcome is much worse [21, 22]. 
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BMN is an infrequent antemortem diagnosis and is associated with a poor prognosis, generally related with 
haematological malignancies [23].  

The Medline, Embase and Cochrane databases were searched to identify other cases of BMN due to plasmablastic 
lymphoma in AIDS patients. Terms used in the search were: bone marrow necrosis, plasmablastic lymphoma, AIDS and 
HIV. We didn’t find any manuscript about this subject. 

In conclusion, BMN is a different clinicopathological entity that should be included in the differential diagnosis of AIDS 
patients with fever and pancytopenia; hematopoietic malignancies are the most common causes of BMN. Early bone 
marrow biopsy and histopathological examination should be necessary to improve the poor prognosis of this kind of 
patients. 
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