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Introduction

Almost one-third of the world’s population, 1.9 billion
people, are infected with the causative organism Mycobacte-
rium tuberculosis (M. tuberculosis)", and multidrug-resistant
(MDR) tuberculosis was defined as that caused by the M
tuberculosis strains resistant both to isoniazid (INH) and
rifampicin (RFP). Massive hemoptysis is defined as the
expected production of more than 300 m/ of blood in 24

hours? .

Bronchial artery embolization (BAE) has been
reported to be useful for the management of massive or recur-
rent hemoptysis due to pulmonary tuberculosis® . In the
19th century when no effective drugs had been developed to
treat tuberculosis, many tuberculosis cases were treated and
cured by collapse therapy such as artificial pneumothorax. We
reported here a rare case of MDR tuberculosis cured by
atelectasis of the left lung due to coagula after massive
hemoptysis and by the administration of adequate anti-
tuberculous agents.

Case report

The patient was an 82-year-old female with a history of
diabetes mellitus, partial resection of the left lung for pulmo-
nary tuberculosis, and hypertension, which were all under
good control. On November 15th 1999, she was transferred to

our hospital after an examination of her sputum culture
showed the colony of MDR strains of M. tuberculosis. In vitro
drug sensitivity test confirmed that this strain of M. tuberculo-
sis was defined as MDR, resistant to INH, RFP in addition to
ethambutol (EB), although it was sensitive to ethionamide
(TH) and cycloserine (CS) (Table).

Physical examination on admission revealed the follow-
ing: height; 142 cm, body weight; 35 kg, pulse; 84 and regu-
lar, blood pressure; 138/80 mmHg, respiratory rate; 24, and
temperature; 36.2 C. An examination of the lungs revealed
dullness to percussion and decreased breath sounds in the left
upper field. Initial laboratory results included a WBC of 6,480

Table Result of drug sensitivity test

Drug Concentration (y)  Sensitivity
Isoniazid 0.1 CR
Rifampicin 50 CR
Para-aminosalicylate 1 CR
Ethambutol 5 IR
Streptomycin 20 IR
Kanamycin 100 S
Ethionamide 25 S
Cycloserine 40 S

CR; complete resistant, IR ; incomplete resistant,
S; sensitive
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Fig. 1 On admission, chest radiography (A) revealed
massive infiltrates with a large cavity in the left lung
field, and chest computed tomography (CT) (B) re-
vealed a calcified left main bronchus without stenosis.

Fig. 2 Bronchial arteriography revealed a left
bronchial artery which showed enlargement
and hypervascularity.

mm®, a hemoglobin of 11.1 g/d/, and a hematocrit of 34.4 %.
Prothrombin time, and platelet count were normal, while
partial thromboplastin time was elongated. Initial electrolytes

and biochemical examinations revealed no abnormalities. A
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Fig.3 On the 10th day after BAE, chest radiogra-
phy (A) showed atelectasis of the left lung, and chest
CT (B) showed coagula in the left main bronchus
with collapse of the left lung.

chest radiograph revealed massive infiltrates with cavity and
infiltrate in the left lung field (Fig. 1A). Chest computed
tomography (CT) also showed infiltrates with large cavity in
the upper fields and some cavitary lesions in the lower fields
of left lung, but no tracheal or bronchial stenosis (Fig. 1B).
The administration of antituberculous agents was started
(INH, 0.3 g/day: TH, 0.3 g/day: CS, 0.5 g/day: SM, 0.5 gX
2/week), but no improvement in her clinical condition was
noted. More than one hundred colonies of M. tuberculosis
were found at a sputum examination at this time. At 6 months
after admission (May 9 th, 2000), the patient exhibited sudden
onset of massive hemoptysis, and she underwent bronchial
angiography (Fig. 2). Bronchial artery embolization (BAE)
was performed using a gelatin sponge, and neither hemop-
tysis nor hemosputa were noted after BAE. After hemop-
tysis, her chest X-ray showed collapse of the left lung (Fig.
3A), and chest CT showed a shadow, suspected as coagula,
in the left main bronchus with atelectasis of the left lung
(Fig. 3B). Sputum smear examination revealed no tubercu-
losis on May 26th and subsequently her sputum culture has
shown no colonies of M. tuberculosis. On October 2nd, she
was discharged from the tuberculosis unit of our hospital. Just
before discharge, chest X-ray (Fig.4A) and CT (Fig. 4B)
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Fig.4 Just before discharge, chest radiograph (A)
showed an improvement in the infiltration in the left
lung, and chest CT (B) showed no coagula in the left
main bronchus with improvement of collapse of the
left lung and slight infiltration in the left lung field.

showed an improvement in the collapse in the left lung and
infiltrates without cavities in the left lower lobe. Broncoscopy
was not performed because the patient did not consent.

Discussion

Multidrug-resistant (MDR) tuberculosis is very difficult to
treat. It has been reported that overall primary resistance rates
were 0—16.9% for INH and 0—3% for RFP resistance, and
that acquired resistance rates were significantly higher”. In
this MDR tuberculosis case, the patient’s clinical state im-
proved with reversible atelectasis of the left lung after mas-
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sive hemoptysis. Atelectasis of the lung can be induced by

) and

bronchial tumor, pneumothorax and pulmonary fibrosis®
in this case we speculated that the atelectasis of the left lung
was due to massive coagula in the left main bronchus result-
ing in the eradication of the MDR M. tuberculosis after
hemoptysis. The collapse of the left lung was reversibly im-
proved before discharge and bronchial stenosis due to bron-
chial tuberculosis was ruled out, since chest X-ray and CT
scan showed no bronchial stenosis. Collapse therapy such as
artificial pneumothorax should be reevaluated in MDR tuber-
culosis, because the surgical operation can contribute to the
improvement of mortality in limited cases of MDR tuberculo-
sis”. To our knowledge, no cases of MDR tuberculosis have
been reported like our case cured by collapse. This was a very
rare case of MDR tuberculosis cured by collapse of the left
lung due to coagula after massive hemoptysis.
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Case Report

A CASE OF MULTIDRUG-RESISTANT (MDR) TUBERCULOSIS WITH
COLLAPSE OF THE LEFT LUNG AFTER HEMOPTYSIS

Yoshiyuki ABE, Satoshi KURITA, Yasuyuki OHKUBO,
Toshinori HASHIZUME, and Tadahiko FUJINO

Abstract An 82-year-old female was admitted to our hospi-
tal with multidrug-resistant (MDR) tuberculosis, defined as
resistance to both isoniazid and rifampicin. Chest X-ray
showed massive infiltrates with a large cavitary lesions in
the left lung field. No antituberculous agents were useful in
improving her clinical condition and at 6th months after ad-
mission, she exhibited sudden onset of massive hemop-
tysis, which was successfully treated by bronchial artery
embolization. After hemoptysis, her chest X-ray showed col-
lapse of the left lung and computed tomography showed a
coagula-like shadow in the left main bronchus, and sputum
examination revealed no Mycobacterium tuberculosis colo-
nies. The patient was discharged 5 months after the onset of

hemoptysis.
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