dutoltist=x M21A M1z O &8=2n [
Yeungnam Univ. J. of Med.
Vol.21 No.1 pl01-107, June 2004

AEES FUe AR hEAB 1)

A Case of Microscopic Polyangiitis with Diffuse Alveolar Hemorrhage
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—Abstract—

Diffuse alveolar hemorrhage is a rare but serious and frequently life-threatening
complication of a variety of conditions. The first goal in the management of patients with
diffuse alveolar hemorrhage is to achieve or preserve stability of the respiratory status.
Subsequently, the differential diagnosis is aimed at the identification of a remediable cause of
the alveolar hemorrhage. The most common causes of diffuse alveolar hemorrhage with
glomerulonephritis are microscopic polyangiitis and Wegener's granulomatosis, followed by
Goodpasture syndrome and systemic lupus erythematosus. Microscopic polyangiitis (MPA) is
a distinct systemic small vessle vasculitis affecting small sized vessels with few or no
immune deposits and with no granulomatosus inflammation. The disease may involve multiple
organs such as Kidney, lung, skin, joint, muscle, gastrointestinal tract, eye, and nervous
system. MPA is strongly associated with antineutrophil cytoplasmic autoantibody (ANCA)
that is a useful serological diagnostic marker for the most common form of necrotizing
vasculitis. Our report concerns a case of microscopic polyangiitis with diffuse alveolar
hemorrhage in a 54-year-old man. He was admitted to our hospital due to dyspnea upon
exertion and recurrent hemoptysis. Laboratory findings showed hematuria, proteinuria and

deterioration of renal function. In the chest CT scan, diffuse ground glass appearance was
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seen in both lower lungs. A lung biopsy revealed small vessel vasculitis with intraalveolar

hemorrhage and showed a positive reaction to against perinuclear ANCA. The patient was

treated with prednisolone and cyclophosphamide. Chest infiltration decreased and hemoptysis

and hypoxia improved. He is still being followed up in our hospital with a low dose of

prednisolone.
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7 A& 7300/mm’, 8
A 70 g/dl, A% 314000/mm’, F4T
65.8%, FAT 46%QoH HIT ARAF
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348l ArloME F240AA 256 me/dl, A
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gotEd 19 mg/dl, T9H4d 84 g/dL, ¢F
9 34 g/dlela fAtgeARA 345 UL,
AST 19 UL, ALT 19 UL, ZdU2HE 134
mg/dL, Ca/P 74/4 mg/dL, 24+ 79 mg/dL,
Na/K/Cl 137/5/104 mEq/L ©o]it}. kAT
glo] Aldgt e ZpAEA AL pH 747,
PaCO. 292 mmHg, PaO, 831 mmHg, BE
-1.2 mmol/L, HCO3 21 mmol/L, Sa0; 96.9%
ojut}. iyl FIWE-2 5790tk QAL
A pH 55, &9 1+ occult blood 3+, QHZ
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Sl 13 g, AdolEd Hase 17
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Fig. 1. Chest X-ray. There is a dense multilobar
pulmonary opacification with air bronchograms in
both lungs.

Fol F= HelM BEHNOH, F=
oA o Fglo] #AHUN(Fig. 2).

Fig. 2. Chest CT scan. Diffuse ground glass
appearance is seen in both lower lungs.
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Fig. 3. There is a expansion of alveolar septa by o2 gu|AZF thddAdd WA U SoE
infiltration of neutrophils and intraalveolar proteina—

ceous materials containing erythrocytes and ”
= _
necrotic neutrophils. (H&E stain, x400) ol 9)157—, YA Asky #AAE oA
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