Tuberculosis and Respiratory Diseases 48 2 5%7143%, Vol 55, No. 6, Dec, 2003

0% &

chibd HbdE SHRgo g wedt g NK/T AlE H-ZF
A% e W, e, ge, 449 W

3D XY HME, dEs Y
olmer?, Zued aex?® e

=Abstract=

A Case of Primary Extranodal NK/T Cell Lung Lymphoma
Presenting as Multiple Patchy Pulmonary Infiltrations

Gum Mo Jung, M.D., Jin Young Kwak, M.D., Hyun Jong Choi, M.D.,

Hyo Suk Park, M.D., Myoung Chang, M.D.!. Kwang Min Lee, M.D.%,
Nam Don Kim, M.D.%, Yong Jin Park, M.D3.. Kwi Wan Kim, M.D.

Department o Internal Medicine, Thoacic Surggryl, Pathlogyz, Presbyterian Medical Center, Chonju, Korea
Department of Internal Medicine’, Korea Cancer Center Hospital, seoul, Korea

Primary lung lymphoma is an uncommon tumor, which constitutes 05% of primary lung cancer, and 3%
of extranodal lymphoma. The most frequent radiologic presentation of pulmonary parenchymal lymphoma is
single mass or nodule. But we have experienced a case which was radiologically presented as patchy lung
infiltration at first, and then progressive multiple reticulonodular infiltrations in lung.

A 48-year-old woman was admitted to the hospital because of fever and cough. Chest PA obtained
on admission revealed multiple patchy infiltration. Eventually, open lung biopsy was performed and the
specimen disclosed extranodal NK/T cell lymphoma, and in bone marrow aspiration, hemophagocytosis
was present. We report a case of primary extranodal NK/T cell lung lymphoma presented as patchy
lung infiltrations, which was treated with chemotherapy. (Tuberculosis and Respiratory Diseases 2003,
55.:636-642)
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— Primary NK/T cell lung lymphoma presenting as multiple patchy infiltrations —
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Fig. 1. Chest PA(A) and chest CT(B) on admission shows ill defined pathy and reticulonodular
densities in both lung fields.
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Fig. 2. The clinical course of the patient.

o AMETA ALK HEPFHMCV 712 fl
MCH 234 pg)xolm 8H Hol&e 24 ng/ml
(70-180 ng/ml), B °l2H& 413 ng/ml (14-233
ng/ml), TIBC 343 ng/ml (242-468 ng/mD%E 545

Aok AR Bda ok
BIAMMAZ ¢ WA AR F5F PA AR

thty ZaA HEA&o] F5 AFHUNFig.
1-A). F5% Ads 93 29 wdd A3 &
4 Rgon HE YrAoy $4% dxd F
= #3297 gUkFig 1-B). BF2E3Y 4=
gy nEE By, dolu WF T &

t
i

2
B o
)
r‘lo
ja
22
T

KFig. 2): 19 ¥ elgd &3 &
A cefuroxime, roxithromycin® F4933, o
G 387C9 nde] WA e 494
of 713, 7t 2 59 FA W A5, FF

oY
‘—_] b

o o A Jn L
n
w2

d

A A4 GEAdog AL S8l cefur-
oximeS ceftriaxone, amikacin®.2 WAt} W
A 9YAoE 3 FH WA &AL osE 3,
19 A& AL FEFTE FHH o) imipenem
7 wAEAa, 1194 vancomycinF718tdth. A
o wj kA, A AEZHEAL G A
st ol A7 g, Z1BA WAl
A A 1Al e i’*”‘a}ﬂxl okt U
1394 F5 A 2 34 FF AN 9 &
°§*"°ﬂ1\1 chabg wad A-A HH o] ookg__zﬂ u)ak
Hoz o= HM(Fig. 3), ENXE7F~FAAlA pH
7381, pOz 545 mmHg, pCO; 39.0 mmHg, HCOs
225 mmol/L, Sa0: 8% A3 AirTE B4
o 34 A4 A, vielel a4 dHY, 379G,
H248 S #Adg gjs] dantd sl AE
HAALE A F 2 R0 =(solumedrol 60mg,

— 638 —



— Primary NK/T cell lung lymphoma presenting as multiple patchy infiltrations —

Fig. 3. Follow up chest radiography and CT on 13th hospital day shows more aggrevation in
appearance of multiple reticulonodular infiltrative density in both lung fields

Fig. 4. A: The biopsy specimen of lung shows
invasion of a pulmonary vessel by a
population of pleomorphic malignant
lymphoid cells.(H & E, x100 ; inset,
%400) B: This specimen shows immuno -
reaction in pleomorphic malignant lym-
phoid cell to CD45RO(T cell).
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Fig. 5. The bone marrow aspiration smear shows
mild increased histocytes with active
erythrophagocytosis, and no evidence of
lymphoma metastasis of bone marrow.
(Wright stain x400)
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Fig. 6. Follow up chest PA and CT after 3rd chemotherapy shows complete remission of lung
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Table 1. The pathologic and clinical criteria of primary pulmonary lymphoma

1. Lymphoid lesion involved only lung(including pleura) or lung and regional lymph nodes.

2. No lesions extended into lung from mediastinum.

3. The patient had no previous history of lymphoma and no clinical or pathologic evidence of
tumor outside the thorax at the time of diagnosis of the pulmonary lesion.

4. No Hodgkin's disease, lymphomatoid granulomatosis, or lymphoid interstitial pneumonitis

was present.
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