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Primary Pulmonary Lymphoma: A Report of 2 Cases'

Yong Hoon Kim, M.D., Jeong Sook Kim, M.D., Seung Eun Chung, M.D.,
Gham Hur, M.D., Il Hyang Ko, M.D.2, Young Tae Kwak, M.D.3,
SooJeon Choi, M.D .4

Purpose: Primary pulmonary lymphoma(PPL) arising in the lung as the initial
site is very rare. Authors experienced two cases of PPL and report the radiologic
findings and clinical characteristics with abrief review of the literature.

Methods and Materials: Plain chest radiograph and enhanced axial CT scan of
the chest were taken. We analyzed radiologic findings of the two cases and
correlated with broncoscopic and pathologic findings.

Results: Plain chestradiograph showed a mass like consolidative lesion on RIVIL
without peripheral atelectasis. Chest CT scan revealed a mass like consolidation
with airbronchogram and the absence of a hilar mass or thoracic adenopathy.
Percutaneous needle aspiration and biopsy(PCNA and PCNB) of the RML mass
confirmed B-cell lymphoma, in both cases.

Conclusion: PPL must be included in the differential diagnosis of chronic al-

veolar consolidation such as bronchioloalveolar cell carcinoma.
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Lymphomas of the lung may be “primary” without
identifiable extrapulmonary disease; alternatively, ly-
mphoma in the lung may be a manifestation of widely
disseminated disease or a direct extension from an ad-
jacent site such as mediastinum(1-4).

Primary pulmonary lymphoma(PPL) arising in the
lung as the initial site is very rare. The radiologic fin-
dings of the PPL were reported lobar consolidation in
CT and plain chest radiograph(5). When lobar consoli-
dation is chronic, two unusual neoplastic conditions-
PPL and bronchioloalveolar cell cancer(BACC)-must
beincludedin the differential diagnosis.

We report two cases of PPL and illustrate its radio-
logic findings and clinical characteristics.

CASE REPORT

Case1.
A 76-year-old man was admitted because of a
hemoptysis. He did not have any significant contri-
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buting factors in his medical history except for hyper-
tension during past 20 years without medication. Physi-
cal examinations and laboratory data were nonspe-
cific.

A plain chest radiograph showed a consolidative
lesion in RML, but no evidence of peripheral atelecta-
sis(Fig. 1a). Chest CT scan revealed a mass like con-
solidation in RML with patent and stretched bronchi
and the absence of a hilar mass or thoracic adeno-
pathy. Opened bronchi showed proximal narrowing
and somewhat peripheral dilatation within the lesion
(Fig. 1b).

B-cell ymphoma was confirmed by PCNA and PCNB
of the RML consolidative mass. Microscopically, the
tumor mass was composed of small neoplastic lymph-
oid cells with monotonous features in general. Immu-
nohistochemically, the tumor cells showed a monoclo-
nality : weak positivity for B cell marker(L25) and nega-
tive reaction for T cell marker(UCHL1). This monoclo-
nality strongly suggested the malignant lymphoma
(Fig. 3a).

Case2.

A 35 year-old man underwent annual physical
examinations and took chest radiograph in Sep-
tember, 1992. The patient had been asymptomatic with-
out any episode of coughing, hemoptysis or weight
loss. However, the chest radiograph showed an ill -de-
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fined mass with peripheral infiltration in RML. In
October, 1992, a chest radiograph and a chest CT scan
were taken.

The chest radiograph showeda 3 X 2.8 cm round ill-
defined mass in RML(Fig. 2a). The chest CT scan
revealed slightly enhanced round mass with spicula-
ted border on parenchymal window, but mediastinal
lymph node were not enlarged(Fig. 2c). The PCNA and
PCNB were performed and the specimens were com-
patible with chronic inflammation.

Follow-up chest radiograph obtained 11 months
later showed that the mass was slightly increased in
size, compared with previous film(Fig. 2b). Biopsy was
repeated to ruled out possible malignancy. The
histopathology was consistent with low grade B-cell
lymphomal(Fig. 3b).

DISCUSSION

PPL is one of the least common forms of extra-nodal
lymphoma. It has remained poorly understood in terms
of its histogenesis and natural history. Its good prog-
nosis, compared with other pulmonary tumors and ma-
lignant lymphomas at other site, was appreciated by
Saltzstein(1963), but he interpreted the very low inci-
dence of dissemination as evidence that many such

a

Fig. 2.Case 2:35-years-old man without subjective symptom.
a. Initial chest radiograph shows a3 X 2.8 cm sized ill-defined round mass in RML.

b. 11 months later, follow-up chest radiograph shows slightly increase of mass in size(3.5 X 3cm).
c. Initial CT scan shows a round consolidation with spiculated border in RML.

lesions were not true lymphomas but some form of re-
active hyperplasia, which he termed “pseudolym-
phoma”.

PPL was manifestated occasionally as chronic con-
solidation such as our cases(5), and some cases were
reported as an interstitial pattern on the chest films(6).
Chronic air-space consolidation can be caused by a
wide variety of disorders. Benign entities include
untreated, incompletely treated pneumonia, tubercu-
losis, or fungus infection. Noninfectious causes include
lipoid pneumonia and alveolar sarcoid. In addition to
obstructive pneumonia secondary to an obstructing
hilar mass, two unusual neoplasms must always be
excluded-PPL and bronchioloalveolar cell carcinoma.

In disseminated malignant lymphoma, either a prior
history of lymphoma or extensive nodal inviovementis
usually present. Chest radiographic changes of disse-
minated lymphoma include mediastinal or hilar lym-
phadenopathy, multiple parenchymal nodular den-
sities, or pleural effusions. In contrast, PPL arises in
the lung as the initial site, and extrapulmonary spread
is usually not a feature, but it typically manifest as one
or more well-circumscribed nodular mass ranging in
size from 2to 10 cm in diameter on chest radiograph(2-
5). Air bronchograms are often identified within the pul-
monary lesion. Most patients with PPL are asympto-

Fig.1.Case1:76-year-old man with he-
moptysis.

a. Plain chest radiograph shows a con-
solidative lesion in RML without periph-
eral atelectasis.

b. CT scan reveals a mass-like consoli-
dation with airbronchogram in RML.
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Fig. 3. Pathologic findings of both cases.
a. Case 1:Immunohistochemical staining for B cell marker(L26) shows diffuse strong positivity in the neoplastic lymphoid cells(A) and
negative reaction for T cell marker(UCHL1)(B)( X 1000).
b. Case 2: Immunohistochemical staining for B cell marker(L26) shows diffuse weak positivity in the neoplastic lymphoid cells(A) and
negative reaction for T cell marker(UCHL1)(B)( X 1000).

matic, and the lesion is discovered on incidental chest
radiograph.

PPL may be associated with immunocompromised
patients such as AIDS or organ transplantation, and it
presents as a nodular lesion on the chest radiograph
(7). Case 1 in this study was associated with amyloi-
dosis which, to our knowledge, has notbeen previously
reported. But the relationship between both entities is
notcertain.

The choice of treatment for PPL is surgical resection
rather than systemic chemotheraphy. Cure rates of
80 —90% have been reported when complete resection
has been achieved(1-3). But when complete surgical
resection cannot be achieved, adjuvant chemotherapy
or radiation may be warranted.

Bronchioloalveolar cell carcinoma must be included
in the differential diagnosis of lobar consolidation.
Many of the lesions grow slowly, showing little change
for months or even years. Characteristics of both enti-
ties are the tendency to maintain bronchial integrity,
that visualization of an airbronchogram is common(8).
CT findings in bronchioloalveolar cell carcinoma in-
clude stretching, spreading, and uniform narrowing of
the involved but unobstructed bronchi(9). Similar but
less pronounced changes were present in our cases.
But in contrast to PPL, bronchioloalveolar cell carci-
noma may have symptoms including production of
copious mucous sputum. When alveolar consolidation
is ch- ronic, PPL and bronchioloalveolar cell carcinoma
mustbeincluded in the differential diagnosis.
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