334 HIFGEE 12 (6), 2023

@i #l
SHICE IR B L) v~ F ) 2o SEE R B o 15

g w®E Kb Ew & AR
WA s bRk H B

EE 80k, BEEY 7~ F (rheumatoid arthritis : RA) ICX L X b b L FH— k (methotrexate : MTX)
TREMED, WAL EEL, BMECT TEREHTEV D NEHEXERO . U/ #EEMKRE (lympho-
proliferative disorder : LPD) ZEVMTXZFIE L THERERZRHBL 21, 2RICEHRENLBELRL, F10
WBICET LA EIRTIRSHOMES - Vo NEHICESHROREAZEOL. MTXHLEELFRELTS 4
EZDDOERMEEARLEELPD (Other iatrogenic immunodeficiency-associated lymphoproliferative
disorder : OlIA-LPD) & U TISFEBBIAYTdH V), RABTELPD (RA-LPD) &ZEZ /. RRICHZHEBALICE
3B3mTHY, XkeZXARET 5.
F—TU—NF:E&HYIYFEEY L/EEYRE, TOMOERERENSEE 2/ HEIENERE,

A BMMLFY—NEREYD D/ EGEMARSE, Epstein-Barr (EB) VA IV X,

RAEME TR > /NfE

Rheumatoid arthritis (RA)-related lymphoproliferative disorder (RA-LPD),
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Peripheral T-cell lymphoma (PTCL)
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AT AL ¢ A TIlE WBC 2,320/ul, Hb9.7g/dL, Pt
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Table 1 Laboratory findings
Hematology Biochemistry Serology
WBC 2,320 /ul TP 58¢g/dL CRP 10mg/dL
Neu 89.6 % Alb 3.1g/dL
Lym 6.9% BUN 30mg/dL Infectious markers
Mono 0.9% Cr 1.07mg/dL B-D-glucan <5.0pg/mL
Eos 1.7% T-bil 0.62mg/dL Candida ag (=)
Baso 0.9% AST 47U/L Aspergillus ag (=)
RBC 329 x 10" /uL. ALT 30U/L
Hb 9.7g/dL LDH 368 U/L Tumor markers
Plt 49 x10*/uL ALP 167U/L CEA 12ng/mL
v-GTP 17U/L NSE 9.5ng/mL
Coagulation CK 12U/L ProGRP 419pg/mL
PT 11.5sec Na 141 mmol/L CYFRA Ing/mL
APTT 35.1sec K 4.3mmol/L sIL-2R 12,258 U/mL
D-dimer 21.6 pg/mL Cl 99 mmol/L
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Fig. 1 Chest X-ray and computed tomography (CT) at six months before (a) and on admission (b).
Chest X-ray revealed an infiltrative shadow in the right lower lung field with pleural effusion.
CT demonstrated enlarged mediastinal and right axillary lymph nodes, right pleural effusion,

and multiple nodular shadows with halo signs in the lung fields as well as pneumonia.
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Fig. 2 Macroscopic and histological findings of the lungs. Autopsy revealed numerous white nodules
on the surface and inside both lungs. Dense proliferation of atypical lymphocytes was found.
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Fig. 3 Hematoxylin-eosin staining showed infiltration and proliferation of atypical lymphocytes in the medi-
astinal lymph nodes. Immunostaining was positive for T-cell markers such as CD3 and CD8, while B-cell

markers such as CD20 were negative. EBER-ISH showed staining in many nuclei, suggesting EB virus re-
activation. CD: cluster of differentiation. EBER-ISH: EBV-encoded small RNA i situ hybridization.
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Fig. 4 Trends in serum soluble IL-2 receptor (sIL-2R) levels. Serum sIL-2R levels were between 1,000 and 2,000 U/mL
prior to admission but increased significantly on admission.
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An autopsy case of rheumatoid arthritis-related
lymphoproliferative disorder with rapidly progressive multiple organ failure

Taisuke Ito, Yoshiyuki Oyama, Rie Mori, Takuro Akashi,
Kazuo Tsuchiya and Masaki Ikeda
Department of Respiratory Medicine, Shizuoka Saiseikai General Hospital

An 80-year-old woman with rheumatoid arthritis (RA) had been taking methotrexate (MTX) for many years.
One year ago, the patient was followed up at our hospital due to an airway lesion associated with RA, in addition

to recurring pneumonia.

In April, she developed a low-grade fever and anorexia. In May, she visited our hospital; results of her blood

tests indicated severe inflammation and pancytopenia, and a chest computed tomography scan revealed infiltra-
tive shadows, multiple new nodular shadows, and enlarged lymph nodes in the mediastinum, axilla, and abdomen.
Since other iatrogenic immunodeficiency-associated lymphoproliferative disorder (OIIA-LPD) was suspected in
addition to bacterial pneumonia, MTX was discontinued, and antimicrobial therapy was commenced. However,
the patient rapidly developed multiple organ failure and died 10 days after admission.

Autopsy revealed tumor cell infiltration in the lymph nodes and several organs. Immunostaining results sug-
gested peripheral T-cell lymphoma (PTCL) with Epstein-Barr virus infection. The case was considered to be RA-
related LPD rather than OIIA-LPD, as the patient’s condition worsened after discontinuation of MTX, and the
histopathology showed PTCL.



