Summary of Session 3, now 4:
a step along the pathway attempting to
define “mainstream” LPL

Those looking for FINAL ANSWERS will be
disappointed.

The panel is not omniscient and even the
WHO bluebook was not brought to us by
Charlton Heston.

The submitted cases are probably not
representative of LPL in general or all of it's
morphologic/phenotypic variations.

Other cases with LPL in the ddx will be
presented in other sessions.

Of the 23/30 cases where panel
thought dx was LPL or probable LPL

13 full agreement with presenter

3 panel more definitive than contributor
5 contributor more definitive than panel
Only 2 cases with slightly greater
differences of opinion

— Atypical CLL vs favor LPL

— DLBCL vs R/O transformation (Case 208
presented)

Most were BM with features as seen here —
lymphocyte rich lymphoplasmacytic infiltrate
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Handling cases with LPL in the differential
diagnosis — what have we learned?

» We've had a glimpse at the different
psychological thresholds for the
degree of uncertainty each of us will
tolerate.

* The diagnosis of LPL is not
hopeless or impossible.

The 23 “definite”/probable LPL

 “Definite” LPL (16)
— Cases presented: 16, 164, 123, 226, 248, 165, 208, 231
— Other cases: 138 (C. Garcia), 349 (M. Djokic), 311
& 183 (K. Inamdar, et al), 353 (C. Cotta, et al), 82
(M. Merzianu, et al), 140 (l. Bansal, et al), 59 (W.
Jiang, et al)
* Probable LPL (7)

— Not necessarily less like LPL but could be
related to what panel was able to review or
information available to contributor.

— Cases 21 (R. Sargent, et al), 336 (L. Rimsza, et
al), 124 (J.C. Post), 134 (C.E. Sever, et al ), 181
(Z.M. Dong, et al), 116 (D. Zhang, et al), 99 (G.M.
Penn)
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Assessment of LN & other
extramedullary neoplastic
lymphoplasmacytic proliferations is
not easy!

» Example of how LPL may be confused
with a MZL (ocular LPL — Dr. Gibson).

» We know, conversely, that MZL with
plasmacytic differentiation can be easily
confused with LPL, especially in the
absence of “monocytoid” cells.

Cases with other pathologic

appearances where there will

be more questions about the
“real” diagnosis.

*Vaguely nodular & somewhat
more polymorphous,
epithelioid histiocytes (in 4/5),
GC’s

*Others (more plasmacytic, diffuse
but polymorphous, small foci of
possible marginal zone cells) —
cases presented include:

— Case 248 — monocytoid
features

— Case 165 — less
plasmacytic, more
plasmacytoid

Was the complexity of some of these
cases masked since in most we didn’t
have LN/other extramedullary infiltrates

to review?

» Can you confidently

exclude possibility of other

small B-cell ymphomas

particularly of MZL by only

examining the peripheral

blood and bone marrow?

And if so, how?

What is an acceptable morphologic

appearance of LPL in a LN?
* Not well-established

e Sargent, et al (2008)
— 3 pathologic groups

Classic: 2.3 gm IgM kappa paraprotein
with hyperviscosity, BM involved
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Seven cases in session 3 with greater
degree of uncertainty with more descriptive
panel diagnoses. In some of these cases the
uncertainty was shared by panel and
contributor & in 3 of the cases the panel
members didn't see eye to eye.
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