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Thrombocytopenia Was Improved by Chemotherapy for Diffuse Large B-cell Lymphoma Attended
with Monoclonal Gammopathy and Immune Thrombocytopenia

Aya WATANABE, Yoichi IMAI, Hanae SHIMURA, Norina TANAKA,
Kenjiro MITSUHASHI, Hiroshi KAZAMA, Masayuki SHISEKI, Naoki MORI,
Masanao TERAMURA and Toshiko MOTOJI

Department of Hematology, Tokyo Women'’s Medical University School of Medicine

A 76-years-old male was diagnosed with immune thrombocytopenia (ITP) with a high level of PAIgG. He
was referred to our hospital because of persistent fever and edema. He also showed right axillary lymph node
swelling and right pleural effusion. An FDG-PET/CT study showed the increased uptake of FDG in an abdomi-
nal mass and multiple lymph node swelling. His platelet count was 22 X 10*9/L. His white cell count was normal
but there were atypical lymphocytes like plasma cells in the peripheral blood. Monoclonal protein (IgA-A) was ob-
served on immunoelectrophoresis. He was admitted to our hospital and treated with oral prednisolone. His
thrombocytopenia improved slightly (platelet count: 46 x 10*9/L). Endoscopic ultrasound-guided fine needle aspi-
ration of the abdominal lymph node was performed, and pathological examination of the specimen revealed dif-
fuse large B-cell lymphoma (DLBCL). A bone marrow biopsy revealed no infiltration of lymphoma, while plasma
cells increased to 7.5% in the bone marrow. He was diagnosed with DLBCL stagelllA with monoclonal gam-
mopathy, and treatment with chemotherapy was started. After treatment, his platelet count increased to 100 X
10*9/L with improvement of the lymphoma. We suggest that immunological abnormality involved with lym-
phoma induced monoclonal gammopathy and ITP in this patient. We report an unusual presentation of DLBCL
with monoclonal gammopathy and ITP. This case supports chemotherapy as an effective modality to improve
thrombocytopenia with lymphoma.
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Table Laboratory findings at admission

Complete blood count Biochemistry
WBC 8,950 /ul TP
Neut 815 % Alb
Lymph 75 % T-Bil
Plasma 40 % AST
RBC 353104 /pl ALT
Hb 114 g/dl LDH
Ht 339 % ALP
MCV 96.0 fl BUN
MCHC 336 % Cr
Plt 1.7x10% /ul UA
Na
K
Cl
Ca
CRP
IgG
IgA
IgM
PAIgG
sIL-2R
1L-6
immunoelectrophoresis

Anti-glycoprotein IIb-Illa Ab-producing B cells

76 g/dl
26 g/dl
0.7 mg/dl
98 TU/L
53 IU/L
389 IU/L
1,014 IU/L
21.0 mg/dl
0.74 mg/dl
50 mg/dl
129 mEq/L
40 mEq/L
99 mEq/L
8.1 mg/dl
556 mg/dl
750 mg/dl
2,720 mg/dl
161 mg/dl
186 ng/107cells
4,880 U/ml
5.1 pg/ml
1.3 /10°B-cells
Monoclonal protein (IgA-A)

T #

BE 76, B

F5F B, HBEE

BE{ERE : 1984 4 JEMaMEY /3fE (follicular lym-
phoma : FL) (CHOP# 6 2 — A+ 7 1 Kk X
7 7 3 NHEREREE), 198448 R (HEERSHAR).

RIERE  $FBEEL L.

WHEE 20122 HICTCARDOREIFHEL
7=. 3 B2 < WBC 7500/ul, Hb158g/dl, Plt
104 7 /ul & UMRRA IR S Lz, 4 AICEE %
ZZTHLREEAHTHY, 39C 6O L, Plt
337 /ul & M/MRBA O#aAT & 5RO 72, bt %
X, 39C BOFH, Plt 24 5/ul & ¥ 52 H/MIIK
LOHLTE D, PAIgG198ng/107cells & Bl TH
D, BRRETIZEMIKEL 62/u ER72hTEY,
ITP LW sz, ¥u) BB TH - 205BRE
BERITON, M/MIEIE 385/ u L BE AT A
LB DOMEEZ D, TOHTHOFES MHAL,
R TERREREMEAR Z BB L. B
22T R CIAIREE Y v SHIEIE R 20, MMRE
X227/, WEL Y N URETHEBAK % EO
72. PET/CT ##&TFDG £ % E) HillEE L £
FY UREIE AR D, TR
BRI B2 o7z, & 512 IgA 2,720mg/dl,

M ZHAMIE (IgA-A) 2R, EHHRECTHEMEDS
45% L BERMZ RO 720, BEHSTYRA
bt & o7z,

ABRBIRE : & & 1655cm, K E 75.0kg, AR
385, IMJE 135/76mmHg, Bk$H 90/min, SpO.90%
(room air). Bi#IEH, B2 L, Y Y @I3ZE
SHERIC 5mm K% 18, HREIC 30mm K% 1, 4
BRI 5Smm K% 1M L7, IREHRE D2
L, BREREEER2 L. OF, MREEEERL.
MEER A b, FPMRARAIES, TR TR .

ABEHMRER R (Table) : Plt 1.7 J5/ul & Mi/MK
B RD, KMMM~OREMEO M, MmiF IgA
2,720mg/dl, PAIgG 186ng/107cells, sIL-2R 4,880U/
ml & FRERD WEHL Y VY TIRARKE R
7.

ABeE#EE (Fig. 1) : ARk, 38C Dl LoR#
WERELCTB Y, RERFRIMAE & Z 2 i/ MMRUET 2 32
D7z, FIEEMBEEIC X A I/MRBDOMEL Z X,
E2WH XY L F=v > (prednisolone : PSL)
30mg/day DHR%Z BB L7z, TR EOT R D
BEIITET, MAEKSSRIRICHBLZ. 83
7 HICIE 36C A DOFE, KERE MIEDYENE L
N72As, M/MREUIEILZ4T 9 D 2 J5/ul & LKk
BAED -9, % 69%H & ) PSL 60mg/day IZHE L
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60 mg/day

PSL 30 mg/d
cobst mg/day

R-MCOP#1
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R-MCOP#2
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Fig. 1 Clinical course of the patient. After R-MCOP chemotherapy, the platelet count in-
creased and level of LDH, sIL-2R, PAIgG, and serum IgA decreased.
R-MCOP: rituximab, mitoxantrone hydrochloride, cyclophosphamide, and prednisolone.

72 F0k, M/MIENE 4 /W EaE~NER L7z IgA
12 2,720mg/dl L BIETH Y, REERIKETM&E
HInE (IgAA) %07 (Fig.2). AREHI DY
YORHIERE T o e EMRTREE S Y, EERH
CERRSEBE Y A FTHEEY v @iERzIT-
7. FORER, KEID) v SHRBMI 206 L,
B/MEBE CABLREREEZRL, —#IPNEDY) ¥
SSERBRMIRL D R 7. RE~— 7 —RETIE, RIE
fk gt T CD20+, CD79a+, CD3—, CD5—-, 7
a—H%A b X MY—=TCD3+, CDI9+, CD20+,
A 84 1B 1 O light chain restriction+, FMC-7+ T
Hot. LLbEX b, B 8E (follicular lym-
phoma) 7 & #z# L 72 DLBCL & @l L7z, Bt
BREIDREPHZONTHWMAT TH o7z, Bl
WAETE, VU BORBIERD bk dho 720
ERINIE 75% L1 L Twiz (Fig.3). Thb ok
R X b MEHIMIE% &P 5 DLBCL stage ITIB &
ZW L. BT v E IS 5 CHOP

BEOBANH ) FXFY LYY Y ORERESER
220mg/m* T B2, FEVYNEY VICLB.LE
%W RMCOP (U ¥v <7, T h¥H b
VEEERYE, Yy ukAT7 73N, ¥rZURTF U
i, Sl rF=vnar) BEx, BRTbHLIIL%
ZELUEERSRED 0% TR LA (dayl: 3
4 b0 VR 13mg, Y2 BARAT 7 X F 970
mg, € ¥ 27 AT UHBEE 18mg, day 1~5: 7V
F=vur 80mg day5: VY F <7 600mg). fE
EENL VDY Y F Y TId dayb WS L7z
BRI, LDH KT & & b ICi/MREIE iR 4 12
EH L, RMCOP #¥: day 19 12 I/MREL 10 5/l
bz B L7z BBEfR, 413k T R-MCOP #Rik 2 #ik
B, 33— A B&THEIZIXPAIG 18ng/107cells
CRTL, M/MEEE 10 5/ul B THEBLTEY,
M EFIME D [gA 954mg/dl L kEE B2 BAE
H R-MCOP JEELZ MR TH 5.
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Fig. 2 Immunoelectrophoresis. Monoclonal protein (IgA-A) was observed.
N: Normal serum, PS: Patient’'s sample

Fig. 3 Bone marrow aspiration smears. An increase

in plasma cells was observed in the bone marrow.
(May-Giemsa stain X 1,000)

z £

A B TIIF AT L TR/AD Y v RERERHIE & 78
D7 B B ~/8E (marginal zone B-cell
lymphoma : MZL) %V » 7S EMAZY ~ 7 (lym-
phoplasmacytic lymphoma : LPL) DT REHED £ 2
Liieds, FICKEOMRTH Y B MR 3
IKORIEIE % <, DLBCL & Z#r L7z, /N ¥/ 3Ekpk
MEDAFFE L T AEHEE LT, FLOBREDLH S
T EH 6, FL A5 DLBCL (OB ERlf L 7T RETE A
BLZZ N AEFICBWT, M&EHIMES &
NITP 244 LR 38 & 2T wahy, DLBCL
WL ARBREFEICIVINODPAH LI EDPER

Eb.

W) OoNEICE, ITP 2 L O ATSRIERENE
PEF B2 EA LI LITME SN TS, EMAFES
OHETEMEY Y oNMEAMME (chronic lymphocytic
leukemia : CLL) 21 1.0~5.0%, K F 1) v 3J#
1213 02~1.0%, FERTVF V) U EIXENSICR
WT ITP O&44:%5% {, The British National Lym-
phoma Investigation Registry 1394 ¥ F > 1) ¥
JED076% IZITPOEHERD L EHmEL TW
A",

B OB ZREITP 66T 28F L L
Tid, PAIGG 7 & OPLI/MITUE D G TH 5 Z &
DEWI L, ) YSEICKT AL EIER IO/
KoL, FORRIZPAIgG DK T2RH5 L
M5, ) YoM ATEH B B I REEAY IS B
IR D BB o TV A REENE Z DTV
5.

Hauswirth 5%, SR ITPICx 3 5E#E LT
1, ITP IS T A8 BROBEBRETH L AT 0 A
MR EHEy 70 7)) VEETE, BRICES
THEETHBHNE L, B VI 2105
BwEDSERTIUEL, ITP b2 EM 2 HERFTE %6
BENVEHRELTWAEY, ZOHMEHE LT, ITP D%
TRERIROBBICHD )V F I TRE I ) AT U
BiEsaIns 2 &5, RCHOP & KOk
MEMEY) VNEE ITP O FICFEFICHRDY D 5
EEZLNA.

TR VoNEE M &BIME, ITP O E &3
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BHOTHTHY, FeHAZBY, Murakami
BN X B Winagnr BAfatE ) >3 E o 1ERIC M
EHIMAE & Evans ERHESHRE L 2REDOATH
B, ZOEFITIZIEEE LT, BB L CHOP
6 O — A RIT\», BIlOWE & /MO EF.,
PAIgG DML, M ERIMEDHEZ DTV 5.
A ORER) T HALFFRERITRICERRIER O E &
LDH KT, sIL2R DX T 2 328, ZHITPEW I~
WD LR, PAIgG KT, MEHDKT 2D T
Wb, REFIOEFEBIEESEY VEICAEEL
H O E M M MUGRAE 23 LT, ITP ISx$ 5
AFa4 FEEID DS, U BT 258
EHERLPIAITIRETH S &\ Hauswirth 5D
BREEXRTLHDOTHLLEZD.
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B R
DLBCL 12 M BEHIME, ITP #4848 LW TH
RIEMEHE L. MEBIMSE, ITP X DLBCL
IR AILEBEVERNTH - /2.
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