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Mr. T , 35 years old ,normotensive, nondiabetic , farmer 
hailing from Chitalmari , Bagerhat presented with-
1. Fever for 3 months,
2. Upper abdominal pain for 2 months.



Patient was reasonably well 3 months back. Then he 
developed low grade, intermittent fever which was 
more marked in evening. Fever was not associated with 
chills and rigor, night sweats or significant weight loss. 
Temperature  was not recorded but he used to take 
paracetamol regularly.



He also complained of gradual onset, continuous, non 
radiating , dragging pain in left hypochondriac region 
for last 2 months which was associated with loss of 
appetite, nausea and abdominal fullness. Pain was 
partially relieved after taking medications and there 
was no relationship with taking food . 



At the same time, he noticed a lump in the left 
hypochondriac region , which was gradually increasing 
in size . He also noticed nodular swelling of variable size 
in both cervical & inguinal region for last 2 months. 



He also suffered from occasional loose motion for last 1 
month , which was not associated with cramping 
abdominal pain, tenesmus and not related to any food . 
Stool was not mixed with blood or mucus.



For last 25 days, he had several episodes of 
spontaneous nose bleeding which was not associated 
with nasal trauma, foreign body insertion or foul-
smelling discharge per nose. He did not give any history 
of headache,  visual difficulty , itching, purpuric spots 
anywhere in the body. His  bladder habit was normal.



On query , he gave history of 2 units of whole blood 
transfusion before being admitted in our hospital but 
could not provide any documentation . He did not 
suffer from TB or did not give any history of contact 
with any known TB patient. On repeated query, he did 
not give history of sexual promiscuity . There was no 
similar illness in his family .



He lives in a kacha house (Bagerhat) and has a mud-
walled cow shed near his house. He had history of 
working in an animal farmhouse in Narayanganj for 4 
months 3 years ago. He also worked as a mason but left 
the job due to allergic reaction to cement.



On general examination, the patient was anxious 
looking , pulse-88 bpm,BP-100/70 mmHg ,Tem-100°F, 
Respiratory rate-20 breaths/min, mildly anaemic , there 
was generalized lymphadenopathy involving cervical 
and inguinal region.



Largest lymph node in right cervical chain was (1× 0.5) 
cm and in left inguinal region was (2×2.5) cm. All lymph 
nodes were non tender , firm ,discrete, non 
discharging, not adherent to the underlying structure 
or to the overlying skin . There was no bony 
tenderness.



On alimentary system examination, liver was palpable,  
4 cm from the right costal margin along mid clavicular 
line which was non tender, firm in  consistency with 
smooth surface and regular margin. Upper border of 
liver dullness was in right 5th intercostal space .



Spleen was enlarged, firm in consistency and surface 
was smooth. During admission, it was 15 cm from the 
left costal margin towards right iliac fossa and non 
tender. Within one month it increased up to 19 cm and 
became tender.



On nervous system examination, higher psychic 
function was intact. All cranial nerves examination 
revealed normal findings except fundoscopy which 
showed retinal haemorrhage in both eyes . 



Motor system examination was normal except brisk 
jerk of all four limbs. Planter response was bilaterally 
flexor. Sensory examination, co-ordination and gait was 
normal. 
Examination of other systems revealed normal findings.



Provisional 
diagnosis



LYMPHOMA



Differential 
diagnosis



• Chronic myeloid leukemia
• Kala-azar
• AIDS 
• Brucella



Investigation 



Complete Blood Count:
Date 02/08/19 08/08/19 11/08/19 18/08/19 19/08/19 01/09/19

Hb%
(gm/dl)

9.1 10.4 10.1 10 9.8 7.7

ESR
(mm in 1st

hour)

120 75 78 108 130 ---

Platelet(×
10^9/L)

--- --- --- 230×10^9 175×10^9 115×10^9

WBC(TC)/
cu m

13500 6800 7900 4200 6000 11000



Complete Blood Count(continue):

Date 02/08/19 08/08/19 11/08/19 18/08/19 19/08/19 01/09/19

Differential count of WBC :

Neutrophil 74% 60% 45% 50% 45% 20%

Lymphocyte 32% 35% 48% 38% 43% 67%

Monocyte 02% 02% 02% 05% 03% 03%

Eosinophil 02% 03% 05% 07% 09% 10%

Basophil 00% 00% 00% 00% 00% 00%



Complete Blood Count(continue):

Date 11/08/19 19/08/19 01/09/19

Hct (%) 32 32.2 26

MCV (fl) 87 85.6 86

MCH (pg) 28 26.1 25

MCHC (gm/dl) 32 30.4 29



Peripheral Blood Film:
Date 18/08/19 01/09/19

RBC Anisochromic and Anisocytic Anisochromic and Anisocytic

WBC Mature but reduced in 
number

Mature and increased count of 
lymphocyte

Platelet Normal Reduced
Comment Anaemia of chronic disease 

with leucopenia.
Lymphocytosis with normocytic 
and normochromic anaemia with 
thrombocytopenia.



Biochemical analysis report : 

Test Result Unit Reference

RBS 6.8 mmol/L <7.8

Serum 
Creatinine

1.2 mg/dl 0.4 to 1.4

Electrolytes

Na+ 135.0 mEq/L 135 to 145

K+ 4.40 mEq/L 3.52 to 5.0

Cl- 103.0 mEq/L 95 to 105



Test Result

Urine R/M/E Normal finding

Chest X-ray P/A view Normal finding



Test Result Reference Value
SGPT (ALT) 17.9 U/L <45 U/L
SGOT ( AST) 30.6 U/L <41 U/L
LDH 314 U/L 208-378 U/L
Serum calcium 10.0 mg/dl 8.5-10.5 mg/dl
Serum uric acid 5.5 mg/dl 2.6-6 mg/dl



Coagulation profile:

Test Result Reference value
PT 15 Sec 12-16 Sec

INR 1.33



Viral Screening Tests:

Test Result

HIV 1&2 Negative



Serology:

Test name result

rK-39 for Kala-azar Negative



Febrile antigen:

Test name result
Widal test TO <1:80

TH <1:80
AO <1:80
AH <1:80
BO <1:80
BH <1:80

Rickettsial Antibody OX2 <1:80
OX-19 <1:80
OX-K <1:80

Brucella Abortus Antibody <1:80
Brucella Maletensis Antibody <1:80



Culture and sensitivity :

Blood for C/S No growth

Urine for C/S No growth



USG of whole abdomen: 08/08/19

• Liver              : Liver is mildly enlarged in size. 
Echotexture of hepatic parenchyma are homogenous. 
No focal lesion is observed in it.

• Gall bladder : Gall bladder is normal in size.
• Biliary tree   : Not dilated
• Pancreas      : Pancreas appears normal in size with 

uniform echotexture.



USG of whole abdomen (continue):

• Spleen                : Spleen is enlarged in size(16.4cm) 
with uniform echotexture. No focal lesion is seen.

• Kidneys               : Both the kidneys are normal in 
shape, size and position.

• Urinary bladder : Normal
• Prostate              : Normal
Impression           : Suggestive of Hepatosplenomegaly.



Lymph node biopsy:

Microscopic description:
Sections of lymph node showing reactive hyperplasia 
with sub capsular intact sinuses. There is also 
infiltration of pigment containing macrophages. No 
evidence of malignancy.
Comment: Reactive hyperplasia.



Bone marrow examination report:

• Site                                     : Posterior superior iliac spine
• Consistency of bone       : Hard
• Aspiration                         : Hard
• Cellularity                         : Hypercellular
• Myeloid/Erythroid ratio : Reduced
• Erythropoiesis                  : Hyperactive and dimorphic
• Granulopoiesis                 : Active and maturing into

segmented form.



Bone marrow examination report (continue):

• Megakaryocytes   : Normal
• Lymphocytes         : Bone marrow is diffusely infiltrated

with mature lymphocyte.
• Plasma cells          : Increased(6%)
• Histiocytes            : Normal
• Ectopic cells          : Not found
• LD body                 : Not found
Comments              :  Diffuse lymphocytes infiltration.



What should 
we do next?



Test Result

Urine for Bence-Jones protein Negative

X-ray skull lateral view Normal



Protein electrophoresis:

Fractions Percentage Reference

Albumin 26.4 55.8-66.1

Alpha 1 3.9 2.9-4.9

Alpha 2 6.8 7.1-11.8

Beta 1 3.2 4.7-7.2

Beta 2 3.1 3.2-6.5

Gamma 56.6 11.1-18.8



Comment:    
Monoclonal
Gammopathy



Test Result Reference 

Total protein 121 gm/L 64-83gm/L



Test Result Reference 

IgG 14.0 g/l 7-16 g/l

IgM 66.6 g/l 0.4-2.3 g/l

IgA 2.05 g/l 0.7-4.0 g/l



After getting all reports, we further consulted with an 
ophthalmologist and ENT specialist.
His EYE examination report was:
Visual acuity: 6/18 (R/E) and 6/12 (L/E)
Fundoscopy: The retinal blood vessels were dilated and there 
were huge retinal haemorrhage in B/E which was related to 
hyper viscosity changes in retina.
ENT examination report was normal.



Confirmatory 
diagnosis



Waldenström    
Macroglobulinemia
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