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Clinical Practice Points

This study aims to report a clinical case of a female patient diagnosed with T-cell lymphoblastic
lymphoma (T-LBL), a rare neoplasm of immature T-lymphoid lineage precursors that,
according to the World Health Organisation (WHQO) classification of Hematopoietic and
Lymphoid Tissue Tumours of 2017, is grouped with T-cell acute lymphoblastic leukaemia (T-
ALL) for presenting similar morphological and immunophenotypic characteristics, the main
differences are the percentage of blasts present in the bone marrow (BM) and the evident
clinical manifestations. Among the main characteristics, the patient had mediastinal mass,
pleural effusion and cervical lymphadenopathy. Immunohistochemical analyses of cervical
lymph node biopsy and immunophenotypic analyses of pleural fluid showed the presence of
neoplastic cells that expressed cellular markers suggestive of T-LBL; the joint analysis of
distinct biological samples by immunohistochemistry and immunophenotyping was the
essential factor for the correct diagnosis of the disease and appropriate therapeutic decision.
The treatment for the disease was based on intensive chemotherapy used for ALL, together with
CNS prophylaxis.

Keywords: T-cell lymphoblastic lymphoma, pleural fluid, cervical lymph node, flow

cytometry, immunohistochemistry.



Introduction

T-cell lymphoblastic lymphoma (T-LBL) is a neoplasm of immature lymphoid
precursor cells, called lymphoblasts, resulting from the progressive accumulation of genomic
changes in precursors of the Tcell line2. According to the World Health Organisation (WHO)
Classification of Tumours of Hematopoietic and Lymphoid Tissues of 20173, this neoplasm is
grouped with T-cell acute lymphoblastic leukaemia (T-ALL), classified as T-cell lymphoblastic
leukaemia/lymphoma for presenting similar morphological and immunophenotypic
characteristics. The distinction between them is in the percentage of blasts present in the bone
marrow (BM), when there are less than 25% of blasts or an absence of blast is observed, but
with evident clinical manifestations and infiltration of lymph nodes or other extramedullary
tissues, they are defined as T-LBL?>*,

Patients with T-LBL often present a mediastinal mass'. In morphological analysis,
blasts may be observed in peripheral blood (PB), BM, and/or in lymph node or tumour mass
biopsies. Blasts are generally TdT+, and variably express CD1a, CD2, CD3, CD4, CD5, CD7,
and CD83,

Current treatment strategies for T-LBL are based on multidrug intensive
chemotherapy used for ALL along with central nervous system (CNS) prophylaxis, with or
without mediastinal radiotherapy, which varies according to protocol and therapeutic
response®®.

Protocols include intensive remission induction chemotherapy, early CNS
prophylaxis, consolidation, and subsequent maintenance therapy®. In this study, a case
diagnosed with T-cell lymphoblastic lymphoma (T-LBL) was reported at the Polydoro Ernani
de S&o Thiago Hernani University Hospital, at Universidade Federal de Santa Catarina
(HU/UFSC - Florianopolis, Brazil). The study was approved by the Human Research Ethics
Committee (CEPSH) of UFSC (CAAE: 61598816.7.0000.0121).

Case report

A 30-year-old female, after a referral from the basic health unit (UBS), was
admitted to the respiratory emergency room of the Polydoro Ernani de Sdo Thiago University
Hospital (Floriandpolis, Brazil) with a history of chest pain for 48 days, dyspnea, fever and
increased cervical lymph nodes. It was reported that two months prior the patient had suffered
a motorcycle fall with thoracic trauma in the right hemithorax, for which she sought care on the

same day. An X-ray of the chest was performed and the patient was discharged with analgesics,



however, remained with pain even under use of analgesics. One month after the accident, she
sought care inan emergency care unit (UPA) due to worsening of pain, associated with a feeling
of suffocation at dorsal decubitus, when a new chest X-ray was performed, which showed no
lesion. After one week, she went to the UPA again with chest pain on her right side, dyspnea
and fever of 39.8°C. The patient underwent a partial urinalysis and chest X-ray, and was
diagnosed with urinary tract infection (UTI). As the symptoms did not subside after treatment,
she sought care at the UBS, with enlarged lymph nodes in the cervical chain and decreased

vesicular breath sounds (VBS) on the right and abolished on the base.

Imaging tests (X-ray and chest CT) showed a pleural effusion and widening of the
mediastinum, caused by a mediastinal lymph node conglomerate as a consequence of
lymphoproliferative disease. The blood count showed no abnormal results, and the biochemical
tests in peripheral blood showed lactate dehydrogenase (LDH) levels of 322 U/L and elevated
C-reactive protein (135.8 mg/L). Serological tests (HIV I, HIV II, anti-HCV, HBSAQ) showed
negative results. In the morphological analysis of cervical lymph node biopsy, the presence of
intermediate-sized lymphoid cells with high nuclear/cytoplasmic (N/C) ratio and dispersed
chromatin ratio was observed. In the immunohistochemical analysis, these cells demonstrated
expression of c-Myc (>50%), CD3, CD5, CD10, TdT and Ki-67 (about 90%), which is a marker

of cell proliferation (Fig.1). These results were suggestive of T-LBL.

Figure 1. Morphological and immunohistochemical evaluation of cervical lymph node biopsy. (A) Hematoxylin

and eosin stained lymph node at 400x magnification shows prevalence of intermediate-sized lymphoblasts with



high nuclear/cytoplasmic (N/C) ratio. Represented in yellow staining, these lymphoblasts express c-Myc (>50%)
(B), Ki-67 (C), TdT (D), CD3 (E), and CD5 (F).

Subsequently, thoracentesis was carried out and an immunophenotypic analysis
was requested by pleural fluid flow cytometry, which presented 91.8% of blasts with aberrant
phenotype (CD45+, cytoplasmic CD3 +/++) committed to the T lymphoid lineage (CD3 +,
CD4+, CD8+FR, CD5+ and CD7+) (Fig. 2), compatible with the results observed in the cervical
lymph node biopsy, which corroborates the diagnosis suggestive of T-LBL. Cytological
examination showed 44,200 cells /mm3, 58% lymphocytes, 39% neutrophils and 3%
macrophages/monocytes, biochemical tests showed very high concentrations of LDH 4,476
U/L and adenosine deaminase (ADA) 200 U/L.
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Figure 2. Representative dot plots of pleural fluid immunophenotyping. Blasts with aberrant phenotype depicted
inred (A) with low FSC-A x SSC-A. (B) CD45 expression. (C) Absence of expression of cytoplasmic CD19 and
CDT79. (D) Expression of CD3. (E) Cytoplasmic CD3 expression. (F) Expression of CD5. (G) Expression of CD4
and CD8. (H) Expression of CD7.

After confirmation of the diagnosis by immunohistochemistry and flow cytometry
immunophenotyping, the therapeutic decision was to initiate the Italian Association of Pediatric
Hematology and Oncology and the Study Group for ALL Berlin-Frankfurt-Minster (AIEOP-
BFM) protocols modified in 2017. Treatment was initiated with the pre-stage that included two
medications: prednisone for 7 days and methotrexate on day 1. The first induction phase used
is composed of five drugs: prednisone (day 8 to 28), vincristine (days 8,15,22 and 29),
daunorubicin (days 8,15,22 and 29), PEG-asparaginase (day 12 and 26) and methotrexate (days

12 and 33). In the consolidation therapy, two protocols were used, the first included six drugs:



dexamethasone, vincristine, peg-asparaginase, cyclophosphamide, mercaptopurine and
cytarabine and a combination of three of these drugs: methotrexate, cytarabine and
dexamethasone in doses different from those used and intrathecally (IT). The second
consolidation protocol was the protocol M which includes three drugs: mercaptopurine,
leucovorin and methotrexate. Methotrexate is used IT and intravenously (1V), with the IV at a
higher dose. The protocols mentioned above have already been finalised, and, thus far, the
protocol used is reinduction, which contains eight drugs: prednisone, vincristine, doxorubicin,
peg-asparaginase, thioguanine, cyclophosphamide, cytarabine, methotrexate and prophylactic

cranial irradiation (12Gy).

Discussion

T-LBL is responsible for approximately 85-90% of all LBLs, a rare disease that
represents about 2% of non-Hodgkin's lymphomas, which can occur in any age group, although
being more frequent in male adolescents®®’. The basis for the diagnosis of LBL is represented
by immunophenotypic  analysis, immunohistochemistry, and flow cytometry
immunophenotyping, in addition to morphological analysist. In lymph node biopsies, the
lymphoblasts of patients with T-LBL present intermediate size with round, oval or convoluted
nuclear shape and dispersed nuclear chromatin. Imperceptible or small and scarce nucleoli
nodules that superficially resemble follicular lymphoma® are rarely reported. T-LBL
lymphoblasts generally express TdT+, and variably CD1a, CD2, CD3, CD4, CD5, CD7, and
CD8. Among these markers, CD7 and CD3 are mostly positive, however, only CD3 is
considered a specific lineage. CD10 may also be positive®.

This study reports the case of a young woman diagnosed with T-LBL and some
characteristic symptoms of this disease, such as the presence of mediastinal mass (which caused
enlargement of the mediastinum) and pleural effusion, as well as dyspnea, chest pain, and
sensation of suffocation. Cervical lymphadenopathy is also an important clinical finding, even
if it is not disease-specific. The cell’s immunophenotype observed through the
immunohistochemistry of the cervical lymph node biopsy and pleural fluid flow cytometry
immunophenotyping were essential for the diagnosis of T-LBL and are in agreement with what
has been reported in the literature®. In the immunohistochemical analysis of the biopsy, the
expression of TdT and CD10 in blast cells was observed, however, in the immunophenotyping

of the pleural fluid these markers were negative for these cells. This contradiction is due to the



10

fact that they are distinct materials, and it should be considered that only infiltrated neoplastic
cells are observed in the sample of pleural fluid.

Complementary tests showed high values of ADA and LDH in pleural fluid. ADA
is an essential enzyme in the purine pathway of DNA metabolism and is widely distributed in
body tissues and fluids, but is found mainly in lymphoid tissue and particularly in T
lymphocytes. Thus, infiltration of T-lineage neoplastic cells into pleural fluid leads to an
increase in this enzyme®. The prognosis of T-LBL, as well as other lymphomas, depends on
some individual characteristics of the patient, such as age and stage of the disease at the time
of diagnosis. High LDH concentrations represent a poor prognostic factor because it is
associated with short survival®>.

The treatment of T-LBL is based on intensive chemotherapy used for ALL together
with CNS prophylaxis, with or without mediastinal radiotherapy, which varies according to
protocol and therapeutic response®. CNS infiltration is common in recurrence and is sometimes
the only site compromised®®°. There is evidence that intensive chemotherapy according to recent
ALL regimens can lead to a favourable outcome with survival above the 60% rate°.

At the time of the study, the patient had been responding well to the treatment and
presented remission of the disease. The evaluation of minimal residual disease (MRD) in BM
and cerebrospinal fluid (CSF) showed no disease cells and chest tomography showed no

changes.

Conclusion

This study reports a case of T-LBL, a rare, highly aggressive neoplasm, but most
of the time curable with the current therapy, if diagnosed in a timely manner?2. Patients’
response to treatment has improved significantly with the use of intensive chemotherapy
protocols used for ALL. However, for therapeutic success to be achieved, there is a need to
integrate clinical and laboratory diagnosis. In this case, immunohistochemistry of lymph node
biopsy and pleural fluid flow cytometry immunophenotyping were essential for the diagnosis

of the disease and, consequently, for the therapeutic decision.
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Resumo

O objetivo deste trabalho foi relatar um caso clinico de uma paciente do sexo feminino diagnosticada
com linfoma T linfoblastico (LBL-T), uma neoplasia rara de precursores linfoides imaturos da linhagem
T que, de acordo com a classificacdo de Tumores de Tecidos Hematopoiéticos e Linfoides da
Organizacdo Mundial da Saude (OMS) de 2017,estd agrupada com a leucemia T linfoblastica
aguda (LLA-T) por apresentar caracteristicas morfoldgicas e imunofenotipicas semelhantes, as
principais diferencas sdo o percentual de blastos presentes na medula 6ssea (MO) e as
manifestacdes clinicas evidentes. Entre as principais caracteristicas, a paciente apresentava
presenca da massa mediastinal, derrame pleural e linfadenopatia cervical. As analises imuno-
histoquimicas da bidpsia de linfonodo cervical e imunofenotipicas do liquido pleural mostraram
a presenca de células neoplasicas que expressaram marcadores celulares sugestivos de LBL-
T, a andlise conjunta das amostras biolégicas distintas por imuno-histoquimica e
imunofenotipagem foi o fator essencial para o diagnostico correto da doenca e decisdo
terapéutica adequada. O tratamento da doenga foi baseado na quimioterapia intensiva utilizada
para LLA juntamente com a profilaxia do SNC.

Palavra-chave: linfoma T linfoblastico, liquido pleural, linfonodo cervical, citometria de fluxo,

imuno-histoquimica.



Introducéo
O linfoma T linfoblastico (LBL-T) é uma neoplasia de células precursoras linfoides

imaturas, denominadas linfoblastos, resultante do acimulo progressivo de alteracdes genémicas
em precursores da linhagem de células T*?. De acordo com a Classificacdo de Tumores de
Tecidos Hematopoiéticos e Linfoides da Organizacdo Mundial da Satude (OMS) de 20173, essa
neoplasia esta agrupada com a leucemia T linfoblastica aguda (LLA-T), classificando-se como
leucemia/linfoma T linfoblastico por apresentar caracteristicas morfologicas e
imunofenotipicas semelhantes. A distingdo entre elas estd no percentual de blastos presentes na
medula 6ssea (MO), quando sdo observados menos de 25% de blastos ou auséncia, mas com
manifestagdes clinicas evidentes e infiltragdo de linfonodos ou de outros tecidos
extramedulares, sdo definidas como LBL-T?*,

Os pacientes com LBL-T frequentemente apresentam uma massa mediastinal. Na
analise morfoldgica, os blastos podem ser observados no sangue periférico (SP), MO e/ou em
bidpsias de linfonodos ou da massa tumoral. Os blastos sdo geralmente expressam TdT, e, de
forma variavel CD1a, CD2, CD3, CD4, CD5, CD7 e CD8*

As estratégias atuais de tratamento para o LBL-T sdo baseadas na quimioterapia
intensiva multi-medicamentosa utilizada para LLA juntamente com a profilaxia do sistema
nervoso central (SNC), com ou sem radioterapia mediastinal, que varia de acordo com o
protocolo e resposta terapéutica®®.

Os protocolos incluem quimioterapia de inducao de remissdo intensiva, profilaxia
precoce do SNC, consolidacéo e terapia de manutencdo subsequente®. Neste estudo, foi relatado
um caso diagnosticado com Linfoma T linfoblastico (LBL-T) no Hospital Universitario
Polydoro Ernani de Sdo Thiago Hernani da Universidade Federal de Santa Catarina (HU/UFSC
— Floriandpolis, Brasil). O estudo foi aprovado pelo Comité de Etica em Pesquisa com Seres
Humanos (CEPSH) da UFSC (CAAE: 61598816.7.0000.0121).

Relato de caso

Paciente do sexo feminino, 30 anos, apds encaminhamento da unidade basica de
salde (UBS) foi admitida na emergéncia respiratdria do Hospital Universitario Polydoro Ernani
de Sdo Thiago (Floriandpolis, Brasil) com historico de dor toréacica por 48 dias, dispneia, febre
e linfonodos cervicais aumentados. Relatou que h& dois meses havia sofrido uma queda de
motocicleta com trauma toracico no hemitorax direito, procurou atendimento no mesmo dia,
foi realizado raio-X (RX) de térax e recebeu alta com analgésicos, no entanto, permaneceu com

dor mesmo em uso de analgésicos. Um més ap6s o acidente, procurou atendimento em uma



unidade de pronto atendimento (UPA) por piora da dor, associada a sensacéo de sufocamento
ao decubito dorsal, quando foi realizado um novo raio-X de torax, o qual ndo apresentou les&o.
Apdbs uma semana, procurou novamente a UPA com dor toracica a direita, dispneia e febre de
39,8°C. Realizou exame parcial de urina e RX de térax, foi diagnosticada com infeccao do trato
urinario (ITU). Como ndo obteve melhora dos sintomas ap0s o tratamento, procurou
atendimento na UBS, com linfonodos aumentados na cadeia cervical e murmurio vesicular
(MV) diminuido a direita e abolido em base.

Os exames de imagem (raio-X e tomografia de térax) evidenciaram um derrame
pleural e alargamento do mediastino, causado por um conglomerado linfonodal mediastinal por
consequéncia de doenca linfoproliferativa. O hemograma nao apresentou alteracGes e 0s
exames bioguimicos em sangue periférico (SP) mostraram desidrogenase lactica (LDH) 322
U/L e proteina C reativa elevada (135,8 mg/L). Os exames soroldgicos (HIV I, HIV Il, anti-HCV,
HBSAg) apresentaram resultados negativos. Na analise morfoldgica da bidpsia de linfonodo
cervical foi observado a presenca de células linfoides de tamanho intermediario com alta
relacdo nucleo citoplasma (N/C) e cromatina dispersa. Na analise imuno-histoquimica, essas
células demonstravam expressao de c-Myc (>50%), CD3, CD5, CD10, TdT e Ki-67 (cerca de
90%), o qual é um marcador de proliferacao celular (Fig.1). Esses resultados eram sugestivos
de LBL-T.

2

Figura 1. Avaliacdo morfolégica e imuno-histoquimica da bidpsia de linfonodo cervical. (A) Linfonodo corado

com hematoxilina e eosina em aumento de 400x mostra prevaléncia de linfoblastos de tamanho intermediario com
alta relagdo (N/C). Representados em coloracdo amarela, esses linfoblastos expressam c-Myc (>50%) (B), Ki-67
(C), TdT (D), CD3 (E) e CDS5 (F).




Posteriormente, foi realizada a toracocentese e solicitado uma analise
imunofenotipica por citometria de fluxo do liquido pleural, na qual apresentou 91,8% de blastos
com fendtipo aberrante (CD45+, CD3 citoplasmético +/++) comprometidos com a linhagem
linfoide T (CD3 +, CD4+, CD8+FR, CD5+ e CD7+) (Fig. 2), compativel com os resultados
observados na biopsia de linfonodo cervical, o que corrobora o diagnéstico sugestivo de LBL-
T. O exame citologico apresentou 44.200 células /mm3, 58% de linfdcitos, 39% de neutrofilos
e 3% de macréfagos/mondcitos, 0os exames bioquimicos mostraram concentraces bastante

elevadas de desidrogenase lactica (LDH) 4.476 U/L e de adenosina deaminase (ADA) 200 U/L.

1 > A o B ° C i D
i i ‘ of i
< < s 3 ;
S 21 m a1
n “ =]
oiad e 3 o &
”»” -
o0 Noumon o000 s e * " T " - ! "
FSC-A CD45 cD3
1 E F G 1 H
| : |
i < ® <
O 3
21 2 ® Al
CD3 cito ‘cos " cpa "~ " cp7 N

Figura 2. Dot plots representativos da imunofenotipagem do liquido pleural. Blastos com fenétipo aberrante
representados em vermelho (A) com baixo FSC-A x SSC-A. (B) Expresséo de CD45. (C) Auséncia de expressdo
de CD19 e CD79 citoplasmatico. (D) Expressao de CD3. (E) Expressdo de CD3 citoplasmatico. (F) Expressdo de
CDS5. (G) Expressédo de CD4 e CD8. (H) Expresséo de CD7.

Apo6s confirmacdo do diagnéstico pelos exames de imuno-histoquimica e
imunofenotipagem por citometria de fluxo, a decisdo terapéutica foi iniciar o protocolo da
Associacdo Italiana de Hematologia e Oncologia Pediatrica e do Grupo de Estudo para LLA
Berlim-Frankfurt-Muenster (AIEOP-BFM) 2017 modificado. O tratamento foi iniciado com a
pré fase que incluiu dois medicamentos: prednisona por 7 dias e metotrexato no dia 1. A
primeira fase de inducéo utilizada é composta por cinco medicamentos: prednisona (dia 8 a 28),
vincristina (dias 8,15,22 e 29), daunorrubicina (dias 8,15,22 e 29), peg-asparaginase (dia 12 e
26) e metotrexato (dias 12 e 33). Na terapia de consolidagdo foram utilizados dois protocolos,
dexametasona, vincristina, peg-asparaginase,

0 primeiro incluiu seis medicamentos:

ciclofosfamida, mercaptopurina e citarabina e uma combinacao de trés desses medicamentos:



metotrexato, citarabina e dexametasona em doses diferentes das utilizadas e por via intratecal
(IT). O segundo protocolo de consolidagdo foi o “protocolo M” que inclui trés medicamentos:
mercaptopurina, leucovorin e metotrexato. O metotrexato € utilizado de forma IT e intravenosa
(IV), coma IV uma dose mais elevada. Os protocolos citados acima ja foram finalizados, e, até
0 momento, o protocolo utilizado € o de reinducéo, o qual contém oito farmacos: prednisona,
vincristina, doxorrubicina, peg-asparaginase, tioguanina, ciclofosfamida, citarabina,

metotrexato e irradiacdo craniana profilatica (12Gy).

Discussao

O LBL-T é responsavel por aproximadamente 85-90% de todos LBLS, uma doenca
rara que representa cerca de 2% dos linfomas ndo Hodgkin, e, é mais frequente em adolescentes
do sexo masculino, mas pode ocorrer em qualquer faixa etaria®>’. A base do diagndstico de
LBL € representada pela analise imunofenotipica, pela imuno-histoquimica e
imunofenotipagem por citometria de fluxo, além da analise morfoldgical. Nas bidpsias de
linfonodo, os linfoblastos de pacientes com LBL-T apresentam tamanho intermediario com
formato redondo, oval ou forma nuclear convoluta, cromatina nuclear dispersa, nucléolos
imperceptiveis ou pequenos e escassos. Raramente, sdo relatados nddulos que se assemelham
superficialmente ao linfoma folicular®. Os linfoblastos de LBL-T geralmente expressam TdT+,
e de forma varidvel CD1a, CD2, CD3, CD4, CD5, CD7 e CD8. Entre esses marcadores, o CD7
e 0 CD3, na maioria das vezes, sdo positivos, no entanto, apenas CD3 ser considerado linhagem
especifica. O CD10 também pode ser positivo®.

Este estudo relata o caso de uma mulher jovem, diagnosticada com LBL-T e alguns
sintomas caracteristicos dessa doenca, como a presenca de massa mediastinal, a qual ocasionou
alargamento do mediastino, derrame pleural e sintomas como dispneia, dor torécica e sensacdo
de sufocamento. A linfadenopatia cervical também é um achado clinico importante, mesmo que
ndo seja especifico da doenca. O imunofenétipo das células observado pela imuno-
histoquimica da bidpsia de linfonodo cervical e pela imunofenotipagem por citometria de fluxo
do liquido pleural foram essenciais para o diagnéstico de LBL-T e estdo de acordo com o que
estd relatado na literatura®. Na andlise imuno-histoquimica da bidpsia, foi observado a
expressdo de TdT e CD10 nas células blasticas, entretanto, na imunofenotipagem do liquido
pleural esses marcadores foram negativos para essas celulas. Essa contradi¢ao se da pelo fato
de serem materiais distintos, e, deve ser considerado que na amostra de liquido pleural sdo

observadas apenas as células neoplasicas infiltradas.



Exames complementares mostraram valores elevados de ADA e de LDH em liquido
pleural. A ADA é uma enzima essencial na via das purinas do metabolismo do DNA e estd
amplamente distribuida nos tecidos e fluidos corporais, mas é encontrada principalmente no tecido
linfoide e, particularmente, nos linfocitos T. Assim, a infiltracdo das células neoplasicas de
linhagem T em liquido pleural leva ao aumento dessa enzima®. O progndstico de LBL-T, assim
como de outros linfomas, depende de algumas caracteristicas individuais do paciente, como
idade e estagio da doenca no momento do diagnostico. Concentragdes elevadas de LDH
representam um fator prognéstico ruim pois esta associado a sobrevida curta3®.

O tratamento do LBL-T é baseado na quimioterapia intensiva utilizada para LLA
juntamente com a profilaxia do SNC, com ou sem radioterapia mediastinal, que varia de acordo
com o protocolo e a resposta terapéutica®. A infiltracdo no SNC é comum na recidiva e algumas
vezes é o Unico local comprometido®®. Ha evidéncias de que a quimioterapia intensiva de
acordo com os regimes recentes de LLA pode levar a um resultado favoravel com sobrevida
acima de 60%?,

Até o momento do estudo, a paciente responde bem ao tratamento e apresenta
remissdo da doenca. A avaliacdo de doenga residual minima (DRM) em MO e liquido
cefalorraquidiano (LCR) ndo apresentou células da doenca e a tomografia de térax ndo

demonstrou alteracdes.

Concluséo

Este estudo relata um caso de LBL-T, uma neoplasia rara, altamente agressiva, mas
na maioria das vezes curavel com a terapia atual, se diagnosticada em tempo habil 23. A
resposta ao tratamento dos pacientes melhorou significativamente com a utilizacdo de
protocolos de quimioterapia intensiva utilizada para LLA. No entanto, para que 0 Sucesso
terapéutico seja atingido, ha necessidade da integracdo do diagnostico clinico ao laboratorial.
Neste caso, a imuno-histoquimica da bidpsia de linfonodo e a imunofenotipagem por citometria
de fluxo do liquido pleural e foram imprescindiveis para o diagnostico da doenca, e,

consequentemente, para a decisdo terapéutica.
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