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A Case of Primary Bilateral Adrenal Marginal Zone Lymphoma with Cavernous Sinus and Lung Involvements

Yuki ENOMOTO", Shoko KODAMA', Chihiro ASANO* and Michihiko MASUDA’
'Department of Hematology, Tokyo Women's Medical University School of Medicine

?Deparment of Hematology, Tokyo Women's Medical University Yachiyo Medical Center

The patient was a 67-year-old man, who presented with general malaise and anorexia. He demonstrated in-

guinal lymphadenopathy and bilateral adrenal masses. Inguinal lymph node biopsy was performed. The biopsy

sample was showed only a reactive change. He subsequently experiensed double vision and ocular pain.

Therefore, MRI of the head and CT scans of the chest and abdomen were performed. These images demon-

strated masses in the cavernous sinus, lung, and bilateral adrenal glands, and a histological diagnosis of marginal

zone lymphoma was made on biopsy of the lung mass.

Complete remission was achieved after 6 courses of R-CHO with rituximab, cyclophosphamide, doxorubicin,

and vincristine plus 8 courses of intrathecal therapy with methotrexate and cytarabine.

We report this rare primary adrenal marginal zone lymphoma, which showed multiple lesions.

Key Words: marginal zone lymphoma, adrenal, cavernous sinus

#
BIEEZEOERIF ) ySEOEBIENE, UF
AR TS B MM ) > o3fE (diffuse large B-cell
lymphoma : DLBCL) 7% % <, MALT (mucosa-
associated lymphoid tissue) Y ¥ /(EIIBD TH T
5. T2 MALT V v 8BS HRBNRE %R
D5 ENEVA, SHE LB - b
BRI 722 B2 BT b B ERRE R RO T HEIE
BEREEZONSE MALT Y Y NED 1B 2B L
el OHmETA.

]

Bl

mE 6T, B

5 aHBER, EIKT.

BEFERE © 1985 4E B A M T IgA BIED B, 1997
AERIET Y < T, 2003 EAEIRAE, 2004 4F R B ETAE
ik U T B i b7

R - 2010 4F 2 A, M) Y= FI2THh 20D

F OMBES R E RS BRI RIE) v SEIER 2 B
o7 4 AICFEBEEEAR L 2 A WAE R E
EAFD. Lo L, ACTH, sIL-2R B RH DAY,
TH#EAE MRI, WE CT, Bk, BEMAGEER, B
T—H =L EICRERREEDT, HREY U
HMFEATS 5 b FUSMEZE L L CHEEBITNICZIZED
oz, 4 A 30 BIZ PET-CT MEZ T L, AR
£, BEREIIRY >3 H, WHBIEEE SRR R,
B UONEREVCTS A 17 B, REZTFERKRYE:
Bl E BB L. Z0%, 7R 1 Bd 5 HEEBO
LU, AIREHRIRE % R0, BEES BB L7
@, BB MRI % H4T L, A3 i s IR A 3 12 %
A7z, 7 H 13 BICRIBEE I L CT TARETT
B mgEmR s 1 AR L, CT TEREHAAL
PEHREETH o 7. TA FHEEICTLTCT
ThHiZE®ZATV, HEEEIX MALT Y v 28@EERD,
KA - I B AR 7 B 30 H 4R 2 BIARBEL 72

—E612—



Table Laboratory data
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[Peripheral blood] [Biochemistry] [ Autoantibody]
WBC 11,700 /7wl TP 7.1 g/dl RF 31 IU/ml
Neut 825 % Alb 40 g/dl ANA <40
Lymp 101 % AST 17 IU/L Anti-DNA antibody 31U0/ml
Mono 59 % ALT 8 IU/L
Eos 04 % LDH 239 IU/L [Hormone]
Hb 133 g/dl ALP 132 TU/L LH 19.8 mIU/ml
Plt 379,000 /wl G-GTP 22 TU/L FSH 50.9 mIU/ml
T-Bil 0.6 mg/dl TSH 0.475 pIU/ml
[Coagulation] AMY 392 TU/L T3 2.32 pg/ml
PT-sec 14.1 sec BUN 14.3 mg/dl fT4 1.24 ng/dl
PT-INR 111 Cre 1.03 mg/dl PRL 862 ng/ml
APTT 305 sec UA 5.7 mg/dl GH 0.35 ng/ml
Fib 874 mg/dl Na 131 mEq/L ACTH 780 pg/ml
FDP 5 ug/ml K 43 mEq/L AVP 1.11 pg/ml
Ca 10.2 mg/dl Catecholamine normal
CRP 567 mg/dl PRA 4.2 ng/ml/hr
Ferritin 170.3 ng/ml Renin 21.2 pg/ml
sIL-2R 1,470 U/ml Cortisol 9.9 pg/mgCr
Aldosterone 33 pg/ml
Free cortisol 46.2 pg/day
[Cerebrospinal fluid] [Bone marrow) Urinary aldosterone 21 pg/day
Clear and colorless Nucleated cells 73,000 /pl
Inital pressure 9 cmH20 MgK 31.2 /ul
Final pressure 8 cmH20 Blast 10 %
Specific gravity 1.006 Promy 36 %
Protein 52 mg/dl Mye 16.8 %
Glucose 64 mg/dl Met 8.0 %,
Cells 8 /F St 276 %
{mono &, poly 0) Seg 186 %
Eos 2.0 %
Ery 104 %
Mono 22 %
Lymph 70 %
Plc 04 %

Normal bone marrow

The underlined values are abnormaliy high.
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MDHE %100 @CD20+ x100
Fig. 1 Pathologic data
Lower right needle biopsy specimen of lung node.:
(D Histopathologic section showing low-level infiltration by tumor cells. Hematoxylin-eosin
stain, original magnification, 100.
(@ Immunohistochemical analysis showing tumor cells positive for CD20 (B-cell marker).
Original magnification, 100.
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Fig. 2 Clinical course
sIL-2R, soluble interleukin-2 receptor; IT, intrathecal injection; R-CHO with rituximab,
cyclophosphamide, daunorubicin, and vincristine; PSL prednisolone

7z, WERER LANDZ720H, T F=va v (pred- PR 2 Z 2, BEANES (Arac: 40mg,

nisolone : PSL) % kv 72 R-CHO #% (dayl [RIT : MTX : 125mg, PSL : 10mg) # R-CHO Bis# day
590mg, CPA : 1,100mg, VCR : 2mg, ADR : 75mg]) 512047 L7z, Day 11 O MEHA CTHEREROIKT %
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Fig. 3 We compared pre- with posttreatment.
A: orbital (MRI) B: lung (CT scan) C: adrenal (CT scan)
Masses reduced after 1 course of R-CHO with rituximab, cyclophosphamide, daunorubicin,
and vincristine plus 1 course of intrathecal injection with MTX, Ara-C.
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