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Fig.1 Schema of several definitions of lobulus and acinus"
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Plain chest X-ray (A) clearly demonstrates that infiltrates are predominantly distributed in both upper lung
fields, and chest CT (B) clearly demonstrates units of acinus. These findings suggest the radiological
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Fig.2 Typical case of pulmonary tuberculosis

diagnosis of pulmonary tuberculosis.
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Fig. 3 Typical case of pulmonary tuberculosis
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Plain chest X-ray (A) clearly demonstrates the cavitary nodule in the left upper lung field, and chest CT (B) clearly
demonstrates that the nodule is located in the left lower lobe (S°). Note centrilobular or acinar shadows around the
cavitary nodule (B, arrow). These satellite lesions strongly suggest the radiological diagnosis of pulmonary tuberculosis.
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Fig. 4 Typical case of extensive pulmonary tuberculosis
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Plain chest X-ray (A) clearly demonstrates multiple cavitary masses in both upper lung fields, and chest CT (B) also
clearly demonstrates multiple cavitary masses. Note centrilobular or acinar shadows around multiple cavitary masses
(B, arrows). These satellite lesions strongly suggest the radiological diagnosis of pulmonary tuberculosis.
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Fig. 5 HRCT finding of miliary tuberculosis with reaction.
Before steroid pulse treatment, miliary nodules are super-
imposed on a more diffuse, less structured ground-glass
opacity (A). After steroid pulse treatment, ground-glass
opacities decreased and small nodules with random location
are clearly observed (B).

Fig. 6 HRCT finding of disseminated tuberculosis caused by
bronchogenic spread

These micronodules were regarded to be centrilobular since
they are separated from pleural surfaces or the interlobular
septa by a distance of several millimeters, usually centered 5—
10 mm from the pleural surfaces. Centrilobular branching
linear structures (a tree-in-bud appearance, arrows) are also
observed.
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Fig. 7 HRCT finding of disseminated tuberculosis caused by
bronchogenic spread as well as miliary dissemination
HRCT at the level of carina shows clear centrilobular nodules
as well as a tree-in-bud appearance in the upper lobe (A).
HRCT at a lower level shows random distribution of small
nodules; typically shown in miliary tuberculosis (B).
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Fig. 8 HRCT findings of non-tuberculous mycobacteria
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Pre-operated chest CT findings of bronchiectasis and bronchiolitis (A). The criteria to diagnose bronchiectasis was as follows:
diameter of the bronchus is larger than that of the accompanying vessels. Thickening of bronchial walls from large to small
airways were clearly demonstrated (A). Extensive peribronchial infiltration of mononuclear cells as well as epithelioid cells.
which surrounded a bronchiole (B) or a bronchus (C) are clearly demonstrated (hematoxylin & eosin staining).
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Fig. 9 HRCT findings of non-tuberculous mycobacteria

Pre-operated chest CT findings of centrilobular nodules and nodules more than 10 mm (A). Large nodule is composed
by the granuloma including central necrosis (B). In addition, centrilobular nodules in the lobule (C) are clearly

demonstrated (hematoxylin & eosin staining).
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Fig. 10  Destruction of structures of bronchus by the granuloma caused by non-tuberculous mycobacteria
Higher magnification of lytic cartilages in granuloma caused by MAC (A, arrow) are clearly demonstrated (hematoxylin-

eosin staining). Disappearance of smooth muscle layer compressed by MAC granuloma (B, arrow) was revealed by
immunohistochemical staining with anti- « -smooth muscle actin antibody.
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CLINICORADIOLOGICAL DIAGNOSIS OF RESPIRATORY INFECTIONS:
ESTIMATE OF PATHOGENS BY RADIOLOGICAL FINDINGS AND
THE STRATEGY FOR TREATMENT

Jiro FUJITA

Abstract This review discusses the clinicoradiological find-
ings of pulmonary tuberculosis as well as non-tuberculous
mycobacteria. To make a differential diagnosis between
pneumonia and mycobacterial infections, it is very important
to analyze the radiological findings of inflammatory lung
diseases based on normal anatomical structures. If clinico-
radiological analyses could make these differentiations, the
appropriate treatment strategy for respiratory infections could
be established. To accomplish this, exact orientations of
pulmonary lobulus, acinus, and respiratory bronchioles is very
important. Then, through analyzing chest CT findings and
distribution patterns based on normal anatomical structures,
estimation of causative pathogens could be possible. To
differentiate infections caused by Mycobacterium tuberculosis
from non-tuberculous mycobacteria, several important criteria
have been demonstrated. Briefly, in MAC respiratory infec-
tion, right middle lobe and left lingula are frequently involved

and centrilobular nodules and diffuse bronchiectases are
characteristic radiological findings.
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