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A AP Bl A gk

g APt YL 11.0g/dL, vk 315%,
WY 5750/mm’ (A} EFT 83.3%, Y9107
%), VAW 186,000/mm’o) i, WA s}t A
Ca 8.0mg/dl, inorganic phosphorus 3.1mg/dL, glucose
110mg/dL, BUN 8.6mg/dL, creatinine 0.8mg/dL, total

protein 5.9g/dL, albumin 2.7g/dL, SGOT S57IUJL,
SGPT 37IUJL ©]¢l3%, PT 12.6sec(AAFe] 100 %)l
o} F9Y 7} ~AAM} pH 7.5, PCO; 27.8 mmHg, PO

67.6mmHg, base excess + 1.1 mmol/L. 2 O; saturation
95.2%0°]¢)a, ¥ A7KE 25mm/hr., PPD )Hulb
2 HAx} Doubtful reaction 471 Rgt}l RglojA
Al Q5 33] A P =8 A B S40]
gon, A g S Hct

e T XA AN 25 dEElolel Hsid A
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(Fig.1).
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Fig. 1. Initial chest radiography shows homogenous
density with air-bronchogram on right upper &
mid-lung field and patch consolidation on left
parahilar mid-lung field.
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Fig. 2 and 3. Chest computerized tomography shows
consolidation with air-bronchogram and multi-
ple necrotic cavities on both lungs, especially
right upper & lower lobes and no evidence of
mediastinal lymphadenopathy.
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Fig. 4. Chest radiography on 60th hospital day, shows
moderate improvement on consolidation of
right tung field.
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Fig. 5. Chest radiography taken on 2 months after
discharge, shows remarkable improvement on
consolidations of both lungs.
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= Abstract =

A Case of Tuberculous Pneumonitis With Continuous High Spiking Fever

Bong Su Cha, M.D,, Se Kyu Kim, M.D., Hong Lyeol Lee, M.D.,
Joon Chang, M.D., Sung Kyu Kim, M.D. and Won Young Lee, M.D.

Department of Internal Medicine, Yonsei University College of Medicine, Seoul, Korea

A 33-year old male was admitted due to continuous high spiking fever for 2 months via local
clinic. He had been diagnosed pulmonary tuberculosis at local clinic. However, spiking fever had
not been controlled by anti-tuberculous medications. Chest PA showed confluent consolidation on
right upper & mid-lung field. 5 anti-tuberculous regimens (Streptomycin, Isoniazid, Rifampin,
Ethambutol, Pyrazinamaide) were administered initially and steroid therapy was followed for
relieving toxic symptoms Very slowly resolved chest X-ray lesion and continuous fever suggested
the possibility of misdiagnosis. After 60th hospital day, the chest X-ray lesion was resolved
gradually and fever subsided almost completely. He was discharged on 76th hospital day with

anti-tuberculous drugs and steroid(prednisolon), without any other problems except sustained mild
fever.
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