Tuberculosis and Respiratory Disease as) 9 357148 Vol. 43, No. 2, April, 1996
[] Roentgenogram of the Issue []

A FFT=he Bl obd] 228 AR

FFohst ol stofet st d, §Rolststud’
dHH-FYd - B2FUEEX
Y0l FE - EAYG-0HY

= Abstract =

Multiple Small Nodular Lung Lesions with Severe Dyspnea
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Diffuse panbronchiolitis is a chronic inflammatory lung disease of unknown etiology which is
characterized by chronic airflow limitation and airway inflammation, predominantly localized in the
respiratory bronchioles with infiltration of inflammatory cells, and has typical clinical, radiological
and pathological features, Obstructive respiratory functional impairment, occasional symptoms of
wheezing, and also cough and sputum resemble the feature of emphysema, bronchial asthma, or
chronic bronchitis, respectively.

We experienced a case of pathologically proven advanced diffuse panbronchiolitis in a
55-year-old man with productive cough and exertional dyspnea. The chest radiography showed
multiple tiny nodular densities on whole lung fields. It was confirmed by thoracoscopy-guided lung
biopsy and the patient was improved after initiation of treatment with low-dose erythromycin
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Fig. 1. Chest radiographic finding at initial
manifestation, which shows diffuse nodular
and linear shadows of 2-4mm in diameter
in whole lung fields.

Fig. 2. High-resolution CT at initial manifestation,
which shows ill-defined small rounded
opacities at centrilobular area and branchi-
ng bronchiolar lesions with bronchiectasis
of medium and small sized bronchi.
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Fig. 3. A histologic section of lung obtained by
thoracoscopy-guided lung biopsy shows
that the walls of respiratory bronchiole and
terminal bronchiole were thickened by
infilration of mononuclear cells and no
pathologic changes were detectable in
alveolar ducts or spaces except slight
hyperinflation in lower power field.

Fig. 4. The fibrotic areas show bronchocentric
patchy lymphoplasma cell infiliration and
foamy histiocytic aggregation in the thicke-
ned alveolar septum on high power field.
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Fig. 5. Chest radiographic finding after low dose
erythromycin treatment shows markedly
decreased multiple nodules in size and
number and improvement of tubular
bronchiectatic lesions,
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