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Table 1

Laboratory data on admission

7

Hematology Biochemistry
WBC 3,700/ul AST 125 U//
Neutro. 74.0% ALT 11 U//
Lympho. 20.2% LDH 2,145 U/1
Mono. 5.3% T-Bil 0.80 mg/dl
Eosino. 0.3% Glucose 93 mg/dl
Baso. 0.2% TP 6.0 g/dl
RBC 379 x10%/ul BUN 139 mg/dl
Hb 10.6 g/dl Cr 0.62 mg/dl
Ht 30.4% Na 138 mEq//
MCV 83.9 fl K 3.8 mEq//
MCH 280 pg Cl 102 mEq//
MCHC 33.3 g/dl CRP 9.0 mg/dl
Plt 17.3x10%/ul

Serology

B-D-glucan < 5.0 pg/ml
soluble IR-2 R 1,870 U/ml
KL-6 206 U/ml
ACE 178 U/L

Blood Gas Analysis (Room air)

pH 7472

PaCOq 35 Torr
PaO2 57 Torr
HCOs~ 25 mEq//

Fig. 1
ground glass opacities in bilateral lung fields.

Chest radiograph on admission shows diffuse
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Fig. 2 Chest high-resolution CT on admission reveal

diffuse ground glass opacities with centrilobular aug-

mentation in the bilateral lungs. Irregular interlobar

pleural thickening is recognized. Isolated subpleural

linear shadows suggestive of interlobular septal thick-

ening are seen.
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Fig. 3 Microphotographs of TBLB specimen. Capillaries in alveolar septa are filled with numerous large

atypical cells (A: H-E stain (low magnification), B: H-E stain (high magnification)). These cells are CD20-

positive (C), CD3-negative (D).

Fig. 4 Chest CT after the first course of combined
chemotherapy. There is no sign of ground glass
opacities.
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A case of intravascular lymphoma with diffuse centrilobular opacities
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A 54-year-old woman was admitted with general fatigue and dyspnea on exertion. Her serum LDH level was

markedly elevated to 2145IU/L, and chest CT revealed diffuse centrilobular opacities. Total cell counts in bron-
choalveolar lavage fluid were elevated, and lymphocytes accounted for 98% of the cells. A transbronchial lung bi-
opsy demonstrated numerous CD20-positive atypical cells in the alveolar capillaries, so intravascular lymphoma

(IVL) was diagnosed as having. Lymphoma cells were also present in the bone marrow sinusoids, while there was
no sign of hemophagocytosis. Combined chemotherapy (CHOP with rituximab) successfully induced complete re-
mission, and she has been free of recurrence for 40 months. In cases with diffuse centrilobular opacities on chest
CT, accompanied by elevated serum LDH, it is important to rule out IVL by performing TBLB.



