m Sat-383 =
apA] 9] w4 Bl 25 W A 282 XdhE vlEl C 43 1E 1o
27 o589 i, 2ol o, Szl

YT, 2o, wha s, AP

ME: vl C A2 A9 BAER £, 02, Xo} A&, SlEY, WE, 1%, %, +8, 32 5 548 2tk FuldMs 9d704ass 53t 9
FrollA] Y3 9= E R % 19]9) Bagtk ik, $-2li= 4 3R] ol B 91E A o] S Sl g AP0l ol5 Bastaal et |k 594 &
2do] UNE 7] AlZHE Al E abA] 2of A2 Jdsholrt. k= 2 ot 2 F2 81t 23 A 25 § HI7RA vl Fo] A9 gldloH, i
Feloluf A4 A F7F Ak 21 13 FARE] Xjo} e BRI AL 6709 FHE Sl Hs 0 FukE o] AAkke] F4 3] 7hadh el sict. DY ARElE
F7187ke] S7FEAL % SHAI7E HEA A E B2 w7 A 0 27] oA 5 kA 2 oFslE B, 10Y FFE AwAe] A= o B
o AAl AxlelA Fe g, x|} 91 B gl X|o} A& SlE-A(A), & BHA] Agte] HF-2 v gl ugka F-g(B)o] Bolrh E HAMS A4 4.2g/dl,
MCV 98.0fL, MCH 27.5 pg, MCHC 28.0 %, Z2]F51 4.7 mg/dl, 23 Y74 1.4 mg/dl, Zxbdraslas 361 UL, 34 dT 154 %lal w239
SEAALlA BT A W, AR F2AAAE S R 3] 415 E CTollA o 314 Zxbell Fl9leh o2 2at 4 o= Qlek 29
9 T 2% $7(C, D) B 97 2274l 719, )stz2] 9 A2 FA| o] A8 28(E), 22]1 HjER] C 0.2 umol/L & A8} A7 B Sl whet
A vel] C A HIgy} ke kA W) AP 28 zdsiglon ve C Rz 224 38 5gick. 12 wels C A3 3% 5ol /A E 29 AlslolM
AR ATE F5 I e Y] &7t 9lo] By] =5, o skAe] B APt 28E opy|sh HlER] C 2 WdS 834 Wg o e FelE Ask
710l ®1ghct,

m Sat-384 =
Concurrent diagnosis of T-cdll large granular lymphocytic leukemia and myeloma: a case report
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T-cell large granular lymphocytic leukemia (T-LGLL) is a rare chronic lymphoproliferative disorder involving cytotoxic T-cells. T-LGLL has an indolent
clinical course and may be found incidentally when investigating symptoms of anemia or lymphocytosis. Although the association of rheumatic arthritis
with T-LGLL has been well reported, some reports have stated that other autoimmune disorders or B-cell malignancies may accompany T-LGLL. Herein,
we report arare case of concurrent diagnosis of T-LGLL and multiple myeloma (MM). A 49-year-old man was admitted to our hospital for examination of
leukocytosis. Hisinitial laboratory findings were white blood cell count, 12,200/uL; hemoglobin level, 10.7 g/dL; platelet count, 243,000/l ; and atypical
lymphocytes, 56%. However, clinical examination reveded no signs of infection. Atypica lymphocytes with abundant cytoplasm and fine azurophilic gran-
ules were observed in the peripheral blood smear (Fig. 1A). Immunofluorescence by flow cytometry in the peripheral blood revealed that a population of
lymphoid cells, which constituted approximately 80.7% of cellsin the specimen, showed intermediate CD45 expression and low side scatter. The neoplastic
lymphoid cells were positive for CD7 (76.2%), CD3 (98.1%), and cyCD3 (88.9%) but negative for CD19, CD20, CD5, and CD56. In bone marrow biopsy,
neoplastic plasma cells accounted for 11.6% of cells in the bone marrow (Fig. 1B) and expressed positivity for CD138 and lambda (A) (Fig. 1C, 1D). Serum
and urine immunoel ectrophoresis showed an abnormal zone of restriction in the A-type light chain. The patient was diagnosed with concurrent T-LGLL and
MM. After diagnosis, he was observed carefully a outpatient clinics. Thisisthefirst case of T-LGLL with MM in Korea. Other case reports have revesled
that T-LGLL was accompanied by B-cell maignancies such as monoclonal gammopathy of undetermined significance or MM. The pathogenesis had not
been clearly studied, but immunologic stimulation was regarded as a key factor. Other associated diseases, particularly B-cell malignancies, should be con-
sidered at the time of diagnosisof T-LGLL.
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