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Fig. 1 Chest CT scan reveals sharply demarcated
nodules of 1 to 3 mm in diameter in bilateral lungs
on admission.
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Table 1 Laboratory data on admission

Hematology Chemistry
WBC 6200 /ul TP
Stab 4.0 % Alb
Seg 73.0 % AST
Eo 2.0 % ALT
Baso 0 % ALP
Ly 18.0 % LDH
Mo 3.0 % y GTP
RBC 541X10* /ul ChE
Hb 14.1 g/dl T-Bil
HT 42.0 % BUN
Plt 242X 10* /ul Cr
ESR 17 mm/1hr PPDs

Serology
5.8 g/dl CRP 2.2 mg/d]
3.1 g/dl RA ()
43 1U/I ANA <X40
13 1U/I IgG 836 mg/d/
301 IU/I IgA 150 mg/d/
853 IU/I IgE 35> mg/d/
6 1U/I HBsAg (—)
397 1U/I HCVADb (G
0.8 mg/d/ HIV1, 2Ab (-)
9.0 mg/d/ HTLV-1Ab (-)
1.0 mg/d/

11X11/11X11 mm
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Fig.2 Chest radiograph reveals ground-glass opacity and chest CT scan reveals ground-
glass opacity and air space consolidation compatible with Pneumocystis carinii pneumonia.

Fig.3 Transbronchial lung biopsy specimen shows
foamy exudate in alveoli by hematoxylin-eosin stain
(left) and Pneumocystis carinii by Grocott’s methe-
namine silver stain (right).
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Table 2 Time course of lymphocyte and T cell subset

8/14 9/19 10/21

11/6 11/14 12/2 1/7 3/6

WBC (/ul) 6200 5300 9900
Lympho (%) 18 20 24
CD4 (%)

CD4 (/mm®)

CD4/CD8

13100 13200 3900 5400 5200

5 16 48 39 31
18.9 30.2 31.9 34.6 28.4
74 638 597 728 468
0.82 1.32 0.82 0.99 0.95
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Case Report

A CASE OF PNEUMOCYSTIS CARINII PNEUMONIA DURING
TREATMENT FOR MILIARY TUBERCULOSIS

IShinichi MATSUNAGA, 2Hideaki NAGAL 2Shinobu AKAGAWA, *Atsuyuki KURASHIMA,
*Hideki YOTSUMOTO, *Masashi MORI, and * Akira HEBISAWA

Abstract A 30-year old man of Myanmar origin was admit-
ted to our hospital because of productive cough, anorexia,
weight loss and fever. Sputum smear was strongly positive for
M. tuberculosis (Gaffky 6) and sputum culture proved M. fu-
berculosis. Caseous necrosis with Langhans giant cells was
observed in the biopsied specimens of the liver and bone
marrow. He was diagnosed as miliary tuberculosis.
Treatment with combined use of isoniazid, rifampicin,
ethambutol and streptomycin was started. After one month,
his cough resolved, fever subsided and chest X-ray findings
improved. Two months later, non-productive cough and fever
recurred. Chest radiograph and computed tomographic scan of
the chest revealed diffuse ground-glass opacity. Specimens
taken by transbronchial biopsy showed pneumocystis carinii
in alveoli. Pulsed use of methyprednisolone with Trimetho-
prim-sulfamethoxazole was started. The symptoms and chest
X-ray findings disappeared and he recovered uneventfully.
Tests for HIV infection were negative. Anti-HTLV

antibody was negative. There were no other suggestive evi-
dences of immune suppression. CD4+T cell count was low,
when Pneumocystis carinii pneumonia occurred. The relation
between miliary tuberculosis, Pneumocystis carinii pneumo-
nia and CD4-T lymphocytopenia has remained unelucidated.
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