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Malignant lymphoma (ML), Diffuse large B cell lymphoma (DLBCL),
Diffuse ground glass opacity (diffuse GGO), Primary pulmonary lymphoma (PPL)
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Fig. 1 Chest CT findings. (a) Chest CT scan at the time of the first visit showing diffuse
ground glass opacities (GGOs) (1-mm-slice CT). (b) Chest CT scan during the second
visit, when diffuse GGOs had disappeared (5-mm-slice CT).

Table 1 Laboratory findings
Hematology CK 63U/L Coagulation
WBC 5,900 /uL UA 6.6mg/dL PT 12sec
Neut 75.6 % Ca 8.7mg/dL APTT 438 sec
Lym 144 % 1P 41mg/dL D-dimer 2ug/mL
Mon 9.5% Na 139 mmol/L
Eos 0.2% K 45mmol/L | Infection
Bas 0.3% Cl 106 mmol/L Cryptococcus ag (=)
RBC 4.11x10"/uL Aspergillus ag (=)
Hb 126g/dL | Serology B-D-glucan (=)
Plt 143 x10° /uL CRP 1.69mg/dL HIV-1, 2 ab (=)
KL-6 339U/mL
Biochemistry SP-D 284ng/mL Tumor markers
AST 79U/L BNP 123.3pg/mL CEA 3.2ng/mL
ALT 21U/L ANA (=) CYFRA 1l4ng/mL
LDH 1,930U/L Anti-Trichosporon asahii ab (=) ProGRP 458 pg/mL
TP 75g/dL
BUN 20.5mg/dL
Cr 0.87mg/dL

T WA R (Table 1) @ ML A& O %, LDH
1,930U/L, CRP 169mg/dL & &1, $T Trichosporon
asahii PR XM CTH - /2. KL612339U/mL T, JEE
~—7%—, HOHERICREFT IR b7

WG L BB HLHE X MG B Tl B 123 0 o7
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7o B ATHERIIEBNZ L o722 0 b, RE
HHMRA % AT 9IS, PUREEST 2 X9 BEREL,
g A A4k TR R O RBEIZE 2 1T - 72, [W4E9 H oM
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Fig. 2 Chest CT and FDG-PET findings at the time of the recurrence. (a) When the
patient complained of persistent cough in 20XX+3, chest CT scan showed once again
diffuse GGOs (5-mm-slice CT). (b) Chest CT scan 6 months after that shown in Fig. 2a
exhibiting multiple nodules both in subpleural and in bronchovascular bundle lesions
along with diffuse GGOs (1-mm-slice CT). (c) FDG-PET scan showing diffuse FDG up-
take in both lungs and FDG uptake in multiple nodules (SUVmax 4.23-14.58). (d) Af-
ter a R-CHOP 1 course, diffuse GGOs and multiple nodules had improved (I-mm-slice

CT).

HCT TE RN 2 H 72123872, 251210 I3
HCT TLIMAEE IR Z /R L7z (Fig. 2b). MLl
A<l WBC 5,040/ul, LDH 1582U/L, CRP 2.74mg/
dL, KL-6 304U/mL, sIL-2R 1450U/mL & —# L CLDH
EETH Y, FosIL2REME D ROz LI IR
Vel & 3R 28 MTH - 72720, WkEimd EE
B 7. BRI ) o EE B, SRR
D 7:DICFDG-PET # fT L, WlliiCO F AEOFDGHE
T, #EHIRIC SUVmax 4.23~1458 ® FDG 448, A8
1 223l SUVmax 3.26~6.85 D FDGHER % &% 4 2072
(Fig. 2c). SAEHER CT A FFBER S HE L7278,
Bt e MR R AT C & 2 Mg TR M A SR
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5 L2 R iR (Fig 3a) 122w T, it

T CD20 [P KAV AIH AT F AP L T 72
(Fig.3b). F7:CD5, MUM-1 2k, CD10, BCL-6 2
Batk, FaBstEk, BiEof~ 2#ile% & A Twiz. Cyclin
D1, CD23, CD30, EBERIZEMTH » 72, MEHN~NDIR
RO SN o7z (Fig. 3c) 25, MiBub@eE [ kko
FIN) VRERDIF I ARD b7z (Fig. 3d).  EEeE: N
RKERET 5 XD R RFNES Masson 18, MFLE NI A
RIS SN h o 7z, HHEEER X 0 IR0 B M R
(germinal center B cell type : GCB type) @ CD5 Bgi:0®
F AN BAiRE Y >~ 3E (diffuse large B cell lym-
phoma : DLBCL) & #ZWrL, R4 12 AIZM@ENE~E
IR ARHE L 72, AEFI T, SHERY) >/ SEigfiling
TR, MlaE, AR I RIS ST,
FEMBZETOCTIZBWTH —EH L T10mm 2L EOSHE
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Fig. 3 Histological findings of the nodules obtained from surgical biopsy. (a) Atypical lympho-
cytes multiplied in the resected nodule [hematoxylin-eosin (HE) stain, x4]. (b) The atypical
lymphocytes in the nodule were positive for CD20 (x 40). (c) Atypical lymphocytes infiltrated
the alveolar wall and did not appear in vessels (HE stain, x40). (d) On immunohistochemical
staining for CD20, numerous CD20-positive large B cells were seen in the alveolar wall ( x 40).

DUEANT Y 77 AROMBIN 5 20XX + 3412 JIE
% F CTHIEAMRZ RO SNT PPLOWREENE Z bt
7. WH, VY * =<7 (rituximab), ¥Z70KxA7 7
3 F (cyclophosphamide), F¥YV V¥ ¥ ¥ (doxorubi-
cin), ¥ ¥ 71 AF ¥ (vincristine), 7L F=vnmr
(prednisolone) 2& % 12— A H®R-CHOP##: % fl4h
L7z, F7-CD5 s DLBCL i3 AR fifE F 56054 {, R-
CHOP#EIZ A b ML ¥4 — b (methotrexate) OHiTE
EOHL7ZY. 20k, MREHERIIEE % 2O, K
CTTOHY D AT AERHRHE LI EZ R (Fig. 2d).
BIfE ¥ CTR-CHOP# % 8 2 — A Jitiff L, FDG-PET T

complete metabolic response # 2 L 72.
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Abstract

A case of diffuse large B cell lymphoma showing diffuse
ground glass opacities and multiple nodules

Masatoshi Miyazaki?, Takahiro Fukui? Hideto lizuka? Hidehiro Irie?
Yohei Funatsu? Sumiko Kohashi®, Tomonari Kinoshita®,
Tatsuya Yamamoto© and Hidefumi Koh?
4Division of Pulmonary Medicine, Department of Internal Medicine, Tachikawa Hospital
bDivision of Hematology, Department of Internal Medicine, Tachikawa Hospital
¢Department of Thoracic Surgery, Tachikawa Hospital

This is the case of a 67-year-old man who complained of chronic dry cough. A chest computed tomography
(CT) scan revealed diffuse ground glass opacities (GGOs). Hypersensitivity pneumonia was suspected, and he was
advised to avoid certain antigens. A month later, the diffuse GGOs had disappeared and the cough had improved.
Three years later, however, he again exhibited GGOs on chest CT scan, and six months later, multiple nodules
appeared in the lungs. Based on the pathological findings from the nodule obtained on surgical biopsy, the nod-
ules were composed of CD20-positive large reactive lymphocytes. Therefore, he was diagnosed with diffuse large
B cell lymphoma (DLBCL). CD20-positive lymphocytes were also present in the diffuse interalveolar septa. This
invasion of malignant lymphoma to the interalveolar septa presented as GGOs on chest CT scan. We experienced
a rare case wherein malignant lymphoma presented as diffuse GGOs and multiple pulmonary nodules.



