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Abstract

An 8l-year-old man with idiopathic pulmonary fibrosis (IPF) came to our hospital with
symptoms of fever and worsening dyspnea. We diagnosed an acute exacerbation of IPF (AE-
IPF) on the basis of the findings of high-resolution computed tomography of the chest and thus
started steroid therapy. However, we detected Mycobacterium tuberculosis in the sputum and
concluded that pulmonary tuberculosis coexisted with AE-IPF. Because high-resolution
computed tomography showed circumscribed consolidation in S™ of the left lung, we suspected
that the consolidation was the focus of the tuberculosis. We started treatment of the
pulmonary tuberculosis with antituberculous drugs; however, we were unable to control the
AE-IPF, and the patient died. Interpreting the imaging findings of infection is difficult,
particularly in cases of AE-IPF, which is associated with consolidation and may coexist with
infection. The frequency of tuberculosis was higher in patients with IPF than in the general
population. In cases of AE-IPF caused by infection, screening sputum tests, including those for

acid-fast bacteria, are useful.
(HARRERRFEFSMRE  2014; 10: 111-114)
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Table 1 Laboratory data on admission

T2

WBC 7,800 /uL
Hb 11.3 g/dL
Plt 35.7x10% /uL
Ak

AST 34 TU/L
ALT 20 TU/L
LD 415 TU/L
CK 165 TU/L
Na 135 mEq/L
K 43 mEq/L
Cl 102 mEq/L
BUN 14 mg/dL
Cre 0.76 mg/dL
CRP 6.74 mg/dL

KL-6 19906 U/mL
SP-D 388.3 ng/mL
BNP 725 pg/mL
MPO-ANCA <10 EU
BRGNS 40 £

R R i N 14 NI =
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pH 744

PaOq 339 Torr
PaCOq 35.2 Torr
HCO3~ 234 mmol/L
ABE —0.5 mmol/L
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HARET R BB, AR 375C, I E 128/80
mmHg, MR 68/min, Sp0:92% (FEZSLIWEAT).
MRS I W C fine crackles & BEIL.

ABelketg AT i (Table 1) @ ik <, Hb 11.3
g/dL L RER M % B %134, LD 4151U/L, CRP
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Fig. 1 A: Chest X-ray before onset. The reticular shadow in the bilateral lungs is observed.
B: Chest X-ray on admission. That shows the ground glass opacity in the bilateral lungs.

Fig. 2 A: HRCT scan before onset. The reticular shadow is observed in the bilateral lungs.
The honeycombs and paraseptal emphysema are observed in the bilateral basal
segments.

B: HRCT scan on admission. Chest HRCT scan shows the ground glass opacity in the
bilateral lungs and the circumscribed consolidation in the left lower lobe (arrow) and
honeycomb in the bilateral basal segments.
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Fig. 3 Chest CT scan after one month from

admission. The consolidation in the left S10
had improved.
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