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== Abstract =
Pulmonary Involvement of T-cell type Lymphoma with Rapid,
Bilateral Infiltration and High Fever Simulating Pueumonia

Tae Sun Shim, M.D., Chae-Man Lim, M.D., Sang Do Lee, M.D.. Younsuck Koh, M.D.,
Woo Sung Kim, M.D., Dong Soon Kim, M.D., Won Dong Kim, M.D.

Division of Pulmonary and Critical Care Medicine, Department of Internal Medicine, Asan Medical Center,
University of Ulasn College of Medicine, Seoul, Korea

The radiologically detectable pulmonary involvement of NHL at diagnosis is about 4%. The commonest intra-
thoracic manifestations of secondary pulmonary lymphoma are mediastinal or hilar lymph node enlargement.
And the most frequent mantfestations of pulmonary parenchymal lymphoma are lymphomatous nodules. But,
when patients with newly diagnosed lymphoma exhibit rapidly progressive parenchymal lesions, an infection,
such as pneumonia, is usually suspected. We present a report of a patient who developed rapidly progressive
pulmonary involvement with T cell lymphoma, which was considered to be pneumonia bacause of high fever

and rapidly progressive radiologic findings.
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Fig. 1. Initial chest radiograph shows bilateral
multiple lung nodules.
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Fig. 2. Chest CT scan shows bilateral, multiple
lung nodules and minimal amount of bi-
lateral pleural effusion. The arrow indi-
cates air bronchogram.
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Vancomycin
Amphotericin-8
Amikacin

CHOP Chemotherapy

Cytoxan
Adriamycin
Vincristine
Methylprednisclone

Fig. 3. The clinical course of the patient. HD . Hospital day. BT : Body temperature.
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Fig. 4. Follow-up chest radiograph, 6 days later,
shows conglomerated infiltrations in both
lung fields.

Fig. 5. After 3 days of anti-cancer chemothrapy,
chest radiograph shows markedly reduced
size of nodules in both lung.

Fig. 6. This percutaneous needle aspiration and
biopsy specimens shows mixed small to
large atypical lymphoid cells. Most cells
have small and pleomorphic nucleoi, It is
consistent with malignant lymphoid infil-
tration. By immunohishochemical stain,
they are mostly positive for pan T-cell
marker.
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