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Case Report
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INTRODUCTION

Acute lymphoblastic leukemia (ALL) is a neoplastic disease of immature lymphocytes or 
lymphocyte progenitor cells of either the B- or T-cell lineage. Leukemia is the most common 
childhood cancer in India with relative proportion varying between 25 and 40%. About 60–
85% of all leukemias are reported as ALL.[1] B-ALL with Philadelphia chromosome (Ph′) is a 
neoplasm of lymphoblast committed to the B-cell lineage. Philadelphia chromosome-positive 
(Ph1) ALL is defined by the t(9; 22) (q34; q11) translocation that produces BCR-ABL1, a 
constitutively active tyrosine kinase. BCR-ABL1 fusion is present in essentially all cases of 
chronic myeloid leukemia and in 3–5% of pediatric ALL and 25% of adult ALL.[2,3] Before the 
advent of tyrosine kinase inhibitor (TKI) therapy, Ph1 ALL was associated with very poor 
survival, which has been improved significantly by the early addition of imatinib or related TKIs 
to intensive chemotherapy regimens with or without hematopoietic stem cell transplantation in 
the first complete remission.[3-7] The aim of this article is to report a very unusual presentation of 
a case of ALL in a chronic alcoholic elderly male who visited psychiatry OPD for deaddiction.

CASE REPORT

A 50-year-old male from Northwest part of (Punjab) India presented with complaints of 
generalized weakness, myalgia, dyspnea on exertion, and loss of appetite for ½ months. The 
patient was a known chronic alcoholic for 20 years and was on treatment for same for 6 months 

ABSTRACT
Philadelphia chromosome is well-known chromosomal abnormality in chronic myeloid leukemia (CML). 
However, B-acute lymphoblastic leukemia (B-ALL) with Philadelphia-positive (Ph′) is a neoplasm of lymphoblast 
committed to the B-cell lineage. The clinical presentation of B-ALL Ph′+ is similar to B-ALL but is more common 
in adults than in children. Our 50-year-old male patient presented to psychiatry OPD for deaddiction of alcohol. 
The patient also complained of generalized weakness and pain in legs which may have been due to chronic 
alcoholism. He was further investigated and diagnosed as B-precursor ALL with positive BCR-ABL fusion gene. 
Here, we like to emphasize that overlapping symptoms may lead to delay in diagnosis, so clinician should always 
investigate the patient thoroughly so that the patient is diagnosed on time and treatment can be started as early as 
possible and fatal outcomes can be avoided.
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comprising lorazepam 4  mg HS and thiamine 100  mg BD. 
His hematological and biochemical investigations were 
normal at that time apart from hemoglobin which was on 
lower side, i.e., 9 g.

All the relevant hematological and biochemical investigations 
were again done on current visit and results were as follows:

Hemoglobin: 6 g%

Total leukocyte count: 7100/cumm

Differential leukocyte: N-10, L-42, B-1, blasts – 46%, and 
myelocyte – 1%

Platelets: 34,000

Bone marrow aspiration showed hypercellular smear 
comprising 90% blasts showing anisocytosis with size 
1.5–4  times the size of mature lymphocyte with high N:C 
ratio, round to indented nuclear membrane, opened up 
chromatin with 1–3 conspicuous nucleoli, and moderate 
agranular cytoplasm.

No Auer rods were seen.

On light microscopy examination, provisional diagnosis 
of acute leukemia/lymphoma was made. The patient was 
advised flow cytometry and molecular work-up to confirm 
diagnosis and categorization. The patient was referred to 
PGI, Chandigarh.

Figure 1 Giemsa stained bone marrow aspiration smear 
showing predominately blasts admixed with few lymphocytes 
in the background of red blood cells.

Myeloperoxidase stain – negative

Periodic acid–Schiff stain – negative

Pearls stain – 3+

Bone marrow trephine biopsy showed 100% cellularity with 
sheets of blast cells as described above.

Flow cytometry done at PGI, Chandigarh [Figure 2].

Molecular genetic analysis report was done at PGI, 
Chandigarh Figure 3.

RT-PCR for the t(9, 22); BCR-ABL fusion genes are positive.

Ultrasound whole abdomen showed splenomegaly 
and cholecystitis. He had high random blood sugar 
(173  mg/dl) and serum uric acid (8.7  mg/dl) and urea 
(79 mg/dl). All other investigations including liver function 
test, serum electrolytes, serum protein, and creatinine were 
with in normal limits. Patients had no significant family 

Markers Positive Negative

B/Plasma cell CD19, CD10, 
CD20, cytoCD79a, 
cytoCD22, CD81, 
CD86 (heterogeneous)

‑

T/NK cell ‑ CD3 (surface and 
cytoplasmic), CD4, 
CD5, CD7, CD8

Myeloid ‑ CD13, CD33, CD117, 
CD14, CD64, CD36, 
CD15, cytoCD41

Other CD34 (heterogeneous), 
HLA‑DR, CD16/CD56, 
CD38.

CD25, CD58, CD123

Interpretation: B‑precursor acute lymphoblastic leukemia

Figure 2: Flow cytometry report.

Figure 3: Molecular genetic analysis report.Figure 1: Bone marrow aspiration smear.
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history. On clinical examination, the patient was well 
oriented, afebrile, and normotensive; no lymphadenopathy/
hepatomegaly noted. The patient was diagnosed as BCR-ABL 
fusion gene-positive precursor B-cell ALL.

The patient was put on treatment, i.e.,  chemotherapy – 
Levoflox 750 mg OD for 5 days, Septran DS alternate day BD 
(Wednesday and Saturday), Wysolone 100 mg OD, Imatinib 
400  mg OD, tab. Forcan 400  mg OD, Pantop DSR OD, 
Chlorhex mouthwash, sitz bath TDS, betadine ointment, and 
tablet Zyloric 100 mg TDS.

The patient had also received 8 units of platelet-rich plasma 
and 8 units of packed red blood cells to improve the platelet 
counts and hemoglobin levels, respectively. The patient is 
responding well and now is off the alcohol. On follow-up 
visits, hematological parameters are also improving.

DISCUSSION

Available data on ALL in older patients are relatively sparse. 
One population-based registry reported that 31% of all cases 
occurred in patients 60 years or older although ALL is most 
common malignant disease in childhood while it is rare in 
adults.[8] Here, we had presented a case of 50-year-old male.

Most of patients with B-ALL present with evidence and 
consequences of bone marrow failure; thrombocytopenia, 
anemia, and neutropenia. The leukocyte count may be 
decreased, normal, or markedly elevated. Lymphadenopathy, 
hepatomegaly, and splenomegaly are frequent. Bone pain 
and arthralgia may be prominent symptoms.[9] Unusual 
presentation about our case was that he attended psychiatry 
OPD with motive of deaddiction of alcohol; chief complaints 
were generalized weakness and pain in legs which might 
be due to chronic dependence of alcohol. There was no 
evidence of any organ involvement such as hepatomegaly 
and lymphadenopathy. Neither the patient complained 
of any bone pain nor arthralgia. On complete blood count 
examination, counts were within normal limits initially.

B-ALL with BCR-ABL1 is relatively more common in adults 
than in children, accounting for about 25% of adult ALL but 
only 2–4% of childhood cases.[9] In our case also, the patient 
was middle-aged male.

CONCLUSION

We report this case with the intention of promoting 
greater awareness that ALL can cause significant unusual 
presentations without other systemic symptoms. Patients 
should be thoroughly examined and investigated for proper 
diagnosis; treatment can be started as early as possible to 
prevent fatal life-threatening complications.
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