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Fig. 1. Schematic diagram of the secondary pulmonary lobule.
Central portion of the lobule is occupied by bronchioles and accompanying pulmonary
artery. The lobule is outlined by interlobular septa which contain branches of pul-
monary vein. The lymphatics run along the interlobular septa and centrilobular
bronchovascular bundle.
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Fig. 2. A 65-year-old female with lymphangitic car-
cinomatosis from stomach cancer.
High-resolution CT scan obtained at the level

of right lower Ilobe shows prominent
centrilobular core structrure (curved arrow)
and irregular thickening of the interlobular
septa (straight arrows).
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Fig. 3. A 56-year-old female with idiopathic pulmo-
nary fibrosis.
High-resolution CT scan obtained at the level
of the tracheal carina shows multiple variable
sized cysts distributed predominently at sub-
pleural area appearing as a honeycomb. Note
small areas of groung-glass opacity.
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Fig. 4. A 32-year-old female with bronchogenic spread
tuberculosis.
High-resolution CT scan of right upper lung
field shows mutiple centrilobular nodules and
branching linear structrue (arrows) in posterior
segment of the right upper lobe. Note also
thickened brochial wall (arrowheads) due to
bronchial tuberculosis.

Fig. 5. A 31-year-old male with bronchogenic spread
tuberculosis.
High-resolution CT scan obtained at the level
of the aortic arch shows centrilobular nodules
and branching linear structures {(arrows) and
lobular consolidation {open arrow).

Fig. 6. A 45-year-old male with silicosis.
High-resolution CT scan shows multiple well
defined nodules in both upper lung fields,
mainly in posterior segment of the upper lobes.
Some of the nodules are conglomerate {arrows)
indicating fibrosis.
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Fig. 7. A 49-year-old female with hypersensitivity
pneumonitis.
There are multiple fuzzy marginated
centrilobular nodules (solid arrow) and focal
ground-glass opacities (open arrow) scattered
throughout the lung.
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Fig. 8. A 69-year-old male with fibrosing alveolitis.
There are mutiple subpleural microcysts (arro-
wheads) suggesting established fibrosis and
ground-glass opacity (arrows) suggesting early
cellular infiltration stage.
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Fig. 9. Severe centrilobular emphysema in a 67-year-
old heavy smoker male.
Note diffuse focal emphysema appearing as
lower attenuation areas devoid of vascular
branches and lining walls (arrowheads). Note
also normal lung parenchyma appearing as
slightly increased atternuation which contains
normal vessels within it (arrows).
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Fig. 10. A 30-year-old female with recurrent

pneumothorax and progressive dyspnea due to
lymphangioleiomyomatosis.
Note smooth thin walled, 5~ 14 mm sized cysts
scattered uniformly throughout the lung. The
cysts in lymphangioleiomyomatosis are. differ-
ent from that of centrilobular emphysema that
the former have a definable wall. Chest radio-
graph showed hyperinflated lung (not shown
here).
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Fig. 11. Histiocytosis-X in a 43-year-old male smoker.
There are multiple cystic lesions which have
irregularly thick walls. Note also small solid
and cavitary nodules. On chest radiograph, the
lesions were more compact in upper lung fields.
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Fig. 12. High-resolution CT scan of a woman aged 28
years with miliary tuberculosis.
Multiple discrete nodules are seen in an even
distribution throughout the lung. These nod-
ules are uniform in size and bears no relation-
ship to the airways.
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Fig. 13. High-resolution CT scans of a 51-year-old

man who was treated for pulmonary tuberculo-
sis and in whom reactivation of disease was
suspected on the basis of recent radiographs.
(A) High-resolution CT scan cbtained at the
level of the lung apex shows conglomerate
nodules with calcification and aggregated
ectatic bronchi (arrows): suggesting treated
lesions.

(B) HRCT obtained on the same day as (a) and
6 cm below (a) shows multiple peripheral small
nodules and branching linear structures
(arrows). Bronchovascular structures are not
distorted, suggesting that these lesions repre-
sent new active disease. This was confirmed by
follow up study with antituberculous chemo-
therapy.

Fig. 14. High-resolution CT scan from a women aged

32 years who has bronchiectasis.

Dilated bronchi (arrows) are identified by a
larger size as compared with that of ac-
companying pulmonary artery (arrowhead)
and by a thickened bronchial wall.
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