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=Abstract=

Primary T-cell Lymphoma of the Lung Presenting with Bilateral Hilar
Lymphadenopathies and Diffuse Pulmonary Infiltration

Bo Kyoung Kim, M.D., Chi Hong Kim, M.D., Hwa Sik Moon, M.D.,
Jeong Sup Song, M.D. and Sung Hak Park, M.D.

Department of Internal Medicine, Catholic University Medical College, Seoul, Korea

Non-Hodgkin’s lymphoma arising in lung comprises 0.5% of primary lung tumor and 3% of
extranodal lymphoma. The most common radiographic abnormalities of pulmonary lymphoma
include pulmonary nodule and consolidation, but hilar lymphadenopathy is rarely observed.
Recently we experienced primary pulmonary T-cell lymphoma presenting with bilateral hilar
lymphadenopathies and diffuse pulmonary infiltration.

A 39-year-old man was admitted to the hospital because of fever, cough, and severe
dyspnea. Chest PA obtained on admission revealed bilateral hilar lymphadenopathies and diffuse
bilateral pulmonary infiltration. The diagnosis of sarcoidosis was strongly suggested and
empirical treatment with corticosteroids resulted in dramatic clinical and radiological
improvement for a short time. Eventually, CT-guided lung biopsy was performed and the
specimen disclosed primary pulmonary Non-Hodgkin’s lymphoma of T-cell origin, diffuse small
lymphocytic with focal plasmacytoid differentiation.
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Fig. 1. Chest PA obtained 5 years before this entry
showed bilateral  hilar  enlargemem  with
suspicious increased interstitial markings on

both lungs.
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Fig. 2. Chest PA on this admission shows bilateral
hilar cnlargements  with  diffuse  patchy

infiliration.

fig. 3. Chest CT scan showed bilateral enlargement

of mediastinal and hilar lymph nodes, and
bilateral patchy infiltration and consolidation

of both lower lobes,

- 204 -




Tt 3 Fa}

f2k= 9% dAERE 7)ok e @4
A 9 7|0 A FOE AYHA X3g AR
@ou ¥ FAe] gl ZEEPe] FAAA F
S R olgste] ghEbalgltk 53 9l e
Alegk X A7, 7| @A HEA DAL Qa7
H2)E = A 52 u}EI-O_a_ HETZo) 7
93] ol4Ho] AHzolT ARE AlAaich
2 H5+= solucortef SOOmgfdayif-_ 104
7F AlS F prednisolone 50mg/dayS AME3HedaL
LHZo|E AgF TEFEET] FHHYL, FH

X4 wE Qabd FAE FOIET ANE &

~E RO

A § A5 AckFig 4).

Fig. 4. Follow up chest PA after steroid therapy
reveals marked improvement of previously

mentioned lesion,
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Fig. 5. The CT-guided lung biopsy specimen shows

diffuse infiltration of monotonous
hyperchromic small round cells in lung, A
stain for lymphocyte common antigen (left)
_is positive, a stain for B cell (middle) is
ncgali\.!e, a stain for T cell(right) is positive.

Immunohistochemical stain shows monoclonal

T cell proliferation,
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