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Fig. 1 Brain imaging. A: Axial T1 weighted imaging (1.5T; TR 568.5ms, TE 15.0ms), B: Axial T2
weighted imaging (1.5T; TR 3500.0ms, TE 80.0ms), C: Axial gadolinium-enhanced T1 weighted
imaging (L5T; TR 25.0ms, TE 2.3ms), D: Sagittal gadolinium-enhanced T1 weighted imaging (1.5T;
TR 250ms, TE 2.3ms), E: T1 weighted normal imaging (1.5T; TR 400.0ms, TE 15.0ms). Both axial
T1 and T2 weighted images show mass lesion with isointense signal in the continuity of clivus,
sella turcica, pituitary stalk and hypothalamus (circle). Gadolinium-enhanced Ti weighted image
shows heterogeneous enhancement of the lesion in the area (circle).

CL: clivus, ICA: internal carotid artery, MxS: maxillary sinus, SphS: sphenoid sinus.
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Fig. 2 Clinical course of the patient. Note that headache has markedly improved, while diplopia
and polyuria were remained after initiation of treatment with steroid and radiation therapy.

Fig. 3 Microscopic findings of biopsied spacimen from the Patient (X 400). A: Haematoxylin and
eosin (H&E) staining, B: Immunohistochemical staining with anti-CD79a (membranous and cyto-
plasm) antibody, C: Immunohistochemical staining with anti-CD30 (cytoplasm) antibody, D: Im-
munohistochemical staining with anti-PAX5 (focal) antibody. A H&E staining shows proliferation
of severely atypical large lymphocyte cell with irregularly shaped nuclei. Apoptotic cells are fre-
quently encountered. Immunohistochemical staining shows positive for CD79a, CD30 and PAXS5,
indicating that are consequently diagnosed as diffuse large B cell lymphoma.
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Table 1 Previously reported cases of clivus originated lymphoma.
Authors Year Age Sex Symptoms & Signs Treatment Histopathology
Kimura, et al 1990 77 F bilateral VI palsy NA NA
Han, et al 1993 64 M It. VI palsy NA non-Hodgkin lymphoma
46 M It. hearing loss NA non-Hodgkin lymphoma
53 F nasal obstruction NA non-Hodgkin lymphoma
Erlich, et al 1996 73 F headache multiple cranial nerve palsies, NA diffuse large B-cell lymphoma
infiltration of the temporalis muscles
Tsai, et al 2002 60 F headache, diplopia (It. VI palsy) chemotherapy diffuse large B-cell lymphoma
Jung, et al 2004 56 F trigeminal pain, It. VI palsy chemotherapy highly malignant
B-cell non-Hodgkin lymphoma
Ronson, et al 2006 53 F headache, diplopia, paresthesia chemotherapy, diffuse large B-cell lymphoma
radiation therapy
Nakamura, et al 2009 69 M diplopia, facial numbness, dysarthria, NA highly malignant B-cell
dysphagia (Garcin syndrome) non-Hodgkin lymphoma
Present case 2012 83 F headache, diplopia (bilateral VI palsy) radiation therapy diffuse large B-cell lymphoma

F: female, M: male, NA: not available, VI: abducens nerve.

Subarchnoid segment

Fig. 4 A: T2 weighted sagittal image of normal brainstem
and the regional relation to abducens nerve. B: T:
weighted sagittal image of the patient. The circle indi-
cates an abnormal mass lesion in the clivus. The dotted
line along with the abducens nerves in the patient. It is
showing that petroclival segment of the abducens nerves
were involved in the clivus lesion bilaterally.

CN VI: abducens nerve, CL: clivus, Po: pons, Me: medulla
oblongat, PoMS: pontomedullary sulcus.

Status4) #FRL AT 04 FEEELR S I RGEEE B
I Jist e L7z, Rl IR BEC X 5 2R % & BF
L7:. 38 MA LY, X704 FREZBIAL, H56 0 &
D g 30Gy/10fr 2B 2 %o 7. Bk, BT HIC
BT 7o 720 MRI CUEIES Ofi /N % A & 5, TR LR L

725 O OTWRAIE IR & Z JRITFRAE L 72, B 111w H I
FEANAREEO H Iy Tzl L7z

BT B (Fig. 3) : Hematoxylin-Eosin 3¢t T, FEH
BB OERGKEN) NERDP D FAMICHIE L TB Y, RE
Yefty 32 T 11X CD20, CD79a, CD30, Bcl-6, CDI0 i< b 1,
PAXS I ZEAICEICkEMETH D, MUM-1, bel-2, ALK 3%
HTHot. Do X v diffuse large B cell lymphoma
LB L7z,

%z ¥

ARFEBNLERFSED, WA =R & BIEE 2 L
TAHE T EIEEN ) VSl TH o 72 FHATRIER 3R
B (FLFE, BUOZIRE, BREZe &) R, BIEDTS VY.
F72, INTIEDH 2D OOFAEMAEED R T T ARRIE X
TR & MRS HETH D, BRERE &5 5
ERIREEE L EbI s, bivbaidk L 2 7-#iP T,
B BERIREZ A E DB ) VS EORERNL, EHB D
SLDTI0BITH 7290, EERIIFEISASES] & FARIZTH
AL, B (THEMRRINE) 2 AL Tz, $/2, Jt4
B R FSIENE ) & X IE O UFFEAR IS 50 etk 1 ~60 it & Tk

FHCH DY, [FARIC 50 mEAREICIFSRE LT % i D 5o
—D b #z 7. (Table 1)

AT R & L CASHE B 1 A s pl R & B L 72
A, —HRIC Z DIEBEOJF & LT O A B (ki gg, g
WML, @BIARES (M-S BIARIE, oA EIRIA N BIARES), GUEEE
MG, @EEHAY, ©KKM, ©Fofl (ZHEE, AIDS
X DI EA ) R L2 XY, B, BT wWInho LX)V
TEENEMRICEEZ B LIETIEHVIEL L. AEMT
ISR GTIEEC X 5, AHEEANOEHEEE AR &
EZobNb.

Fig. 4—a I3 IEH AN %R LT\ %Y. Umansky 5344z
MO EITE Z OIS E D L2 3B LTE ) 2,
AIEBN A b THHEMRE D EITIZO W THEH T 5. Fig. 4-b



TR, WSR2 2 L BRI

ITRLTWA X912, Mz, £ pontomedullary sul-
cus 7 & H72#, pontine cistern O & A, HBEZEROEH
T2 5 REE @RI A % (subarachnoid segment). @
TR Bl & WM R A 2 £ To5 (petroclival
segment) 13, SEAFHEEEOD 2 OO HIZ H 5 #IRIA A %
EATT 5. FIEHEE L E#@%, Dorelo &% ELT L, iR
T ERPISEBIAR D /VEEIZ3E S 5 & (intracavenous segment), Z
DRI ZRE R 1B (AR & ok LT RIREZR, IR
PIZW 72 D ALER W72 5. Lzt T, RREGITIZ ST R
7 & petroclival segment 2SH IS, BINPYICEEE SN2
& AT EAME AR O IR & & 2 STz,

WA, ABEFFICA SN2 L WESHERIC O WTERT 5.
ABEhy, ssE L BEHIRZ & b 7 ) BEEEE % A L7z, M
M TIREW R RESE A &, B CMiEE LA
Bholtbon, HEAO LR ZRE L2 L0 5, BB
Hhb o 72 EBHIROWREME D # 2 SNz, X 51, sinus
pain &I TV B EI AR BIC X 24, RS R%
TR E D v, BRIHES TR, B2 LN 72
AT 2 2 LS N TV 2R, AIEF O B {FiRE T
&, JEE O] & 2 RS TN ORI A S o 7208, —
ERIR AT 72251, sinus pain & RO BEF TEFEH A S
N RMEAVRIBEN S, AT T4 FIGEICL 5 IEE O/
EIEIT R OB L ) BFIWITHE L2 e d, JE
BACHE L 7-BEER Ch o7 E 2 b

Pk s, BHBRFEIICHER T 2EE) 8 R E
U Crlnse, SEW (TR SHEB) & MMl iR pR i |3 T 2 20 T
ThHdbLEz Oz BEEEEY) BB TFEA
BB THA. MHFHCTHNLEYAGIZ1I~-3 VAL wD
T8, U, (LRI & D BRIME 2 R TIEs b
ARLOLNBY. ZODRMBN & S NIRRT EY
LEz bz,

¥ EH

AR AR BRI & AR ST R R A TR B S ) > /S E
LWL R TER 2R L 72,

AJEBN BT 5 W A AR RO I OWTELE L
7o FETESENE ) O VE T, SRS ER E & b
L) HPRHTH 5.

XA L, BRI & COLIRBEICH 2 i3, Mk FIK
BeFhdfFh LA,

FHEMEEEMLEY X EO 83 H AR

D

2)

3)

4)

5)

6)

7)

8)

9)

10)

11)
12)

13)

14)

52 : 249

X ®

Bhagavathi S, Wilson JD. Primary central nervous sys-
tem lymphoma. Arch Pathol Lab Med 2008;132:1830-1834.
Bataille B, Delwail V, Menet E, et al. Primary intracere-
bral malignant lymphoma: report of 248 cases. ] Neuro-
surg 2000;92:261-266.

van der Sanden GA, Schouten L], van Dijck JA, et al. Pri-
mary central nervous system lymphomas. Cancer 2002;
94:1548-1556.

Kimura F, Kim KS, Friedman H, et al. MR imaging of the
normal and abnormal clivus. Am ] Neuroradiol 1990;11:
1015-1021.

Han MH, Chang KH, Kim IO, et al. Non-Hodgkin lym-
phoma of the central skull base: MR manifestations. J
Comput Assist Tomogr 1993;17:567-571.

Erlich RB, Swerdlow SH, Gupta NK, et al. Primary lym-
phoma of the skull presenting as multiple cranial nerve
palsies. Leuk Lymphoma 1996;23:395-399.

Tsai VW, Leonard R, Jose E, et al. Primary B-cell lym-
phoma of the clivus. Surg Neurol 2002;58:246-250.

Jung CS, Zimmermann M, Seifert V. Clivus lymphoma.
Acta Neurochir (Wien) 2004;146:533-534.

Ronson B, Rossi C, Johnson S, et al. Locoregional proton
radiotherapy of a primary cavernous sinus non-Hodgkin’s
lymphoma: case report. Technol Cancer Res Treat 2006;5:
281-284.

Nakamura A, Toyoda K, Shozawa Y, et al. Primary Non-
Hodgkin lymphoma of the skull base presenting with gar-
cin syndrome: MRI manifestations. ] Neuroimaging 2009;
19:295-297.

ETEIEEL i MR 55 2 Bl S50 5L 2001. p. 170-202.
Umansky F, Valarezo A, Elidan J. The microsurgical
anatomy of the abducens nerve in its intracranial course.
Laryngoscope 1992;102:1285-1292.

IRZH B, W0 B AR S 2 B SN - SHEHFR SR
$H 3% 0 T {5 25 WF Sinus pain. R4 ¥ 7 Y = v 7 2006;27:
778-783.

Annika J, Hendrik P, Sabine R, et al. Long-term survival
with favorable cognitive outcome after chemotherapy in
primary central nervous system lymphoma. Ann Neurol
2010;67:182-189.



52 : 250 FRERHRIES 52%4 %5 (2012: 4)

Abstract

Primary clivus diffuse large B cell lymphoma presenting with posterior neck pain
and bilateral abducens nerve palsy

Akira Yokote, M.D.”, Yoshio Tsuboi, M.D.”, Kousuke Fukuhara, M.D.”, Jun Tsugawa, M.D."”,
Hirosato Inoue, M.D.", Mikiko Aoki, M.D.”, Kazuki Nabeshima, M.D.”, Hitoshi Tsugu, M.D.?,
Toru Inoue, M.D.” and Tatsuo Yamada, M.D."

"Department of Neurology, Fukuoka University
*Department of Pathology, Fukuoka University
“Department of Neurosurgery, Fukuoka University

Bilateral abducens nerve palsy is an unusual clinical presentation, which could be caused by stroke, aneu-
rysm, trauma and malignant neoplasm. We describe here a patient with bilateral abducens nerve palsy caused by
large B cell lymphoma originated from clivus. An 83-year-old woman admitted to our hospital because of diplopia
and severe posterior neck pain. Her diplopia developed one month before and progressed to her admission. Neuro-
logical examination revealed bilateral abducens nerve palsy. Brain MRI with enhancement lesion in the clivus,
suggesting that bilateral petroclival segment of the abducens nerves were affected by the lesion. Biopsied was
performed via a transsphenoidal approach, and histological diagnosis was made as diffuse large B cell lymphoma.
She received oral corticosteroid administration combined with radiation therapy. After initiation of the treatment,
posterior neck pain was resolved and tumor size was reduced in the repeated brain MRI. However, diplopia and
bilateral abducens nerve palsy were still unresolved. Although malignant lymphoma originated at the clivus is un-
common, according to a presenting case as well as previously reported cases, lymphoma can present as an iso-
lated involvement in the clivus associated with headache, and bilateral abducens nerve palsy. It is suggested that
the clivus tumor affected the petroclival segment of abducent nerve in our case.

(Clin Neurol 2012;52:245-250)
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