Tuberculosis and Respiratory Diseases A8 9 $357143h Vol 56, No. 5, May, 2004

O9 O

B A8 BANA 7BA GE HAR5EY
247 o)

SRR DR E

7IA-|% I7:!o|_|

2SI, EIS,
M, ds=, oA

i, O[]
=Abstract=

The Clinical Significances of Bronchial Anthracofibrosis in the
Patients with Endobronchial Tuberculosis

Seon Woong Kim, M.D., In Seek Kim, M.D., Dong Hi Park, MDD,
Tae Mook No, M.D., Jae Kwon Joeng, M.D., Seung Wook Jung, M.D.,
Yeon Jae Kim, M.D., and Byung Ki Lee, M.D.

Departments of Internal Medicine, Fatima Hospital, Daegu, Korea

Background : Bronchial anthracofibrosis is one of the main manifestations of lung disease that is related
to woodsmoke inhalation, and it is frequently associated with various pulmonary diseases, such as
tuberculosis. The purpose of this study was to evaluate the clinical significance of bronchial
anthracofibrosis in patients with endobronchial tuberculosis.

Methods : 63 patients, who were diagnosed with endobronchial tuberculosis using bronchoscopy, were
included in this study. The patients consisted of 12 males and 51 females, having mean age of 59.5
years. The clinical features, radiologic and bronchoscopic findings between the patients with (37) and
without (26) bronchial anthracofibrosis were analyzed retrospectively.

Results : When the patients were older, bronchial anthracofibrosis was more frequent. The endobronchial
tuberculosis, which was located at the right middle lobal bronchus, was more frequent in the patients with
bronchial anthracofibrosis than in the patients without bronchial anthracofibrosis. In the morphologic types
of endobronchial tuberculosis, patients with bronchial anthracofibrosis had more edematous—hyperemic and

ulcerative types, while patients without bronchial anthracofibrosis had more active caseating.
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. These findings suggest that the presence of bronchial anthracofibrosis can possibly

Conclusion

influence the locations and morphologic types of endobronchial tuberculosis. (Tuberculosis and Respiratory

Diseases 2004, 56:495-504)

: Bronchial Anthracofibrosis, Endobronchial Tuberculosis.
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Table. 1. Clinical characteristics of patients with endobronchial tuberculosis(N=63)

Age (mean, range, yrs)
Male/Female (n)
Smoker/Non-smoker (n)
With BAF (n)

59.5, 21-97

12 (19.1) / 51 (80.9)
17 (269) / 46 (73.1)
37 (58.7)

Figures in parentheses are percentage. BAF=bronchial anthracofibrosis.

Table 2. Comparison of clinical characteristics between patients with and without BAF

with (n=37) without (n=26) p value
Age, (meantSD, yrs) 67.8£8.25 476+1824 0.001"
Male / Female (n) 6 /31 6/ 20 NS™
Smoker /Non-smoker (n) 9/28 8/ 18 NS™
History of wood smoke inhalation (n, %) 31 (837) 5 (19.2) 0.001"
Residency (Urban / Rural, n) 16/ 21 18/8 NS™

“student’s T-test, ~“chi-square, NS=non-significant.
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Fig. 1. Endobronchial tuberculosis associated with
or without BAF according to age. (p=0.001,
linear by linear association calculated by
chi-square)
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Fig. 2. Comparison of chief complaint at initial
presentation between patient with and wi-

thout BAF.
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Fig. 3. Comparison of main finding of chest radio-
graph between patient with and without

BAF.
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Fig. 4. Comparison of location of endobronchial tu-
berculosis between patient with and wi-
thout BAF.(p=0.036 calculated by chi-
square)

01] 25.4%) % 7}%} worom 7]4&

4

B

T,

T Ao
o,

= —"l =1 gils =~
Z83o] 74z} 30d(476%), 144(22.2%)2 7+
woton el ALE 114(175%)0 A #2

Table 3. Comparison of natural sputum examination between endobronchial tuberculosis

patient with and without BAF"

Examination with (n=37) without (n=26)
Smear (-), culture (-) 22 (59.5) 16 (61.6)
Smear (+), culture (-) 8 (21.6) 5 (19.2)
Smear (+), culture (+) 7 (189) 5 (19.2)

Figures in parentheses are percentage.

“non-significant by chi-square.
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Table 4. Comparison of treatment regimen for endobronchial tuberculosis between patient

Regimen
HER
HERZ
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