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Abstract

A woman with chronic lymphocytic
leukaemia developed pneumonia on five
occasions in the right middle lobe in
the course of 27 months. Bronchoscopy
disclosed concentric narrowing of the
middle lobe bronchus by leukaemic infil-
tration.

Bronchial infiltration in chronic lymphocytic
leukaemia was described only recently'? in
contrast to the long recognised parenchymal
infiltration.’> This unusual finding was respon-
sible for the recurrent localised pneumonia in
our patient.

Case report

A white female non-smoker had chronic lym-
phocytic leukaemia diagnosed in 1973, at the
age of 55. She received cyclophosphamide
from 1973 to 1977, and chlorambucil from
1979 to 1988, for lymphadenopathy. In 1985,
prolymphocytes appeared in her blood and
bone marrow. From March 1986 to June 1988
the patient had five episodes of fever, asthenia,
cough, and dyspnoea, accompanied by right
sided middle lobe infiltrates on the chest
radiograph. The right lower lobe was also
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Bronchial biopsy specimen from the right middle lobe showing a diffuse infiltrate of the

mucosa by small lymphocytes with round nuclei consistent with chronic lymphocytic
leukaemia. ( Haematoxylin and eosin. )
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affected during the first and last episodes.
Slow but complete resolution followed anti-
biotic treatment during the first four episodes
(March 1986; January and October 1987, and
February 1988). Human gammaglobulin was
also given in February 1988 because of a mild
hypogammaglobulinaemia (serum IgG 7-2
and IgA 0-9 g/l, normal ranges being 8-0-14-0
and 1-1-2-7 g/1).

In October 1987, bronchoscopy showed
right sided hyperaemia only, despite some
thickening of the middle lobe bronchus on the
computed tomogram. No biopsy specimens
were taken. In February 1988, bronchoscopy
showed concentric narrowing and hyperaemia
at the origin of the middle lobe bronchus.
Biopsy showed a dense, monotonous lym-
phoid infiltrate consistent with chronic lym-
phocytic leukaemia (figure). Positive im-
munoperoxidase staining with leucocyte
common antigen confirmed the cells’ lym-
phocytic lineage. Alveolar tissue was not
obtained at biopsy.

Despite palliative radiotherapy of the right
middle lobe in February 1988 (30 Gy over
two weeks), the patient died from a bilobar
staphylococcal pneumonia in June 1988.
Necropsy was not performed.

Discussion

Our patient’s recurrent localised pneumonia
was associated with bronchial infiltration and
obstruction by chronic lymphocytic leu-
kaemia, as recently reported.'?

Immune deficiencies such as hypogamma-
globulinaemia*® may account in part for
pneumonia complicating chronic lymphocytic
leukaemia, though our patient had very mild
hypogammaglobulinaemia. Moreover, the
recurrent and localised pattern of pneumonia
pointed towards a mechanical obstruction.
Computed tomography ruled out bronchiec-
tasis, lung masses, and enlarged hilar or

-mediastinal lymph nodes.

The spread of chronic lymphocytic leu-
kaemia to the bronchi probably occurs in the
advanced or preterminal stage.! This may be
the reason for failure of local radiotherapy.
Some patients have, however, improved with
corticosteroid treatment.” Bronchoscopy is
therefore recommended in patients with
chronic lymphocytic leukaemia and recurrent
localised pneumonia because of the prognostic
and therapeutic implications of diagnosing
leukaemic spread to the bronchi.

We thank Dr Moira Chan-Yeung for reviewing the manu-
script.
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