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=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.D%., Kwi Wan Kim, M.D.

Department o Internal Medicine, Thoacic Surgery', Patfu'ogyz, Presbyterian Medical Center, Chonju, Korea
Department of Internal Medicine’, Korea Cancer Center Hospital, seoul, Korea

Primary lung lymphoma is an uncommon tumor, which constitutes 0.5% 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 NEK/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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HD : hospital day, BT : body temperature, Lab :

laboratory finding,

LDH : lactate dehydrogenase, AST : aspartate aminotransferase,
CHOP : cytoxan doxorubicin, vincristine, prednisolane

Fig. 2. The clinical course of the patient.
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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, =100 ; inset,
x400) B: This specimen shows immuno -
reaction in pleomorphic malignant lym-
phoid cell to CD45RO(T cell).
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cell(+), CD3(+), CD8(+), B-cell(-), CDI5(-), 2 27Ae HcKFig. 5). 1aHE CHOP %33t
CD20(-), CD30(-), CD56(+), keratin(-)2 NK/T 2%¥(cytoxan  750mg/m’,  doxorubicin  50mg/m’,
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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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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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