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Surgical Treatment of the Pulmonary Nodular Lymphoid Hyperplasia
— A case report -

Hong-Seok Yang, M.D.*, Kyung Young Chung, M.D.*, In Kyu Park, M.D.*,
Dong Hwan Shin, M.D.**, Yoon Hee Lee, M.D.**

Nodular Lymphoid hyperplasia of the lung has a very low incidence and both the nomenclature and this disease
entity have changed since its appearance in the 1960s. It has recently been classified as lymphoid hyperplasia of
the B cell associated lymphoid tissue. Ground glass opacity was incidentally diagnosed in the right lower lobe of
the a 60 year old male and he underwent right lower lobe lobectomy. The opacified lesion in the chest CT was
diagnosed as nodular lymphoid hyperplasia under microscopic examination.
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Fig. 1. Preoperative chest PA: no definite parenchymal lesion.
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Fig. 3. Interstitial bronchioles and peribronchiolar parenchyma asso-
ciated with mild interalveolar septal scarring and pneumocyte
hyperplasia.

Fig. 2. Preoperative chest CT: in-
creasing size and density of ground
glass opacity at lateral basal seg-
ment of RLL. (A) 2005-03-22, (B)
2005-09-08.
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