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Fig. 2 Chest CT scan on admission showed swelling
of mediastinal and bilateral hilar lymphnodes.
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Fig. 3 Chest CT scan on admission revealed thicken-
ing of interlobular septum and bronchovasucular bun-
dles (3A) with slight pleural effusion (3B).
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Fig. 4 Hepatosplenomegaly was recognized on abdo-
minal CT scan on admission.

Fig. 5 Interstitial shadow could not be seen on chest

X-ray film after injection of hydrocortisone.
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Fig. 6 Chest CT scan after injection of hydrocorti-

sone revealed disappearance of lymphadenopathy
(6A) and thickening of interlobular septum and bron-
chovascular bundles (6B).
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A case of angioimmunoblastic T-cell lymphoma with
interstitial shadow which disappeared after injection of hydrocortisone

Haruko Matsumiya”, Aiko Arai’? and Atsushi Nagai”
YDepartment of internal medicine, Tokyo Metropolitan Aoyama Hospital

?First Department of Internal Medicine, Tokyo Women' s Medical University

A case of angioimmunoblastic T-cell lymphoma (AITL) was reported. A 56-year-old woman was admitted be-

cause of high fever and systemic lymphademopathy. Her chest X-ray on admission showed mediastinal and bilat-

eral hilar lymphademopathy (BHL) and interstitial shadows in both lower lung fields. Chest CT scan revealed

thickening of interlobular septum and bronchovascular bundles. There was a remarkable elevation in serum sol-

uble interleukin-2 receptor. A biopsy of cervical lymph nodes for histopathological examination revealed AITL.

After intravenous injection of 200mg of hydrocortisone for 7 days, the interstitial shadows and BHL disappeared.

It was suspected that interstitial shadow was caused by pulmonary infiltration of AITL.



