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Fig. 1-a  Chest radiograph of case 1 shows infiltrate in the
right upper lung field.

Fig. 1-b  Chest enhanced CT scan (mediastinal window) of
case 1 shows filling defect in the right descending pulmonary
arteries (arrow) and A° (arrow head).
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Fig. 2-a  Chest radiograph of case 2 shows infiltrates in
the right upper, right lower, and left middle lung fields.

Fig.2-b Lower limb ultrasonograph of case 2 shows the
isoechoic thrombosis (arrow) from IVC to left popliteal
vein.
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Fig. 3-c

Fig.3-a Chest radiograph of case 3 shows small nodular
opacities in both lungs.

Fig. 3-b  Chest enhanced CT scan (mediastinal window)
of case 3 shows filling defects in the right A! (arrow) and
A? (arrow head). The shadow in SVC is artifact.

Fig. 3-¢ Lower limb enhanced CT scan of case 3 shows
filling defects (arrow) from the right femoral vein to
popliteal vein.
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Fig. 4 D-dimer in patients with DVT (DVT+, n=3) and
without DVT (DVT —, n=40).

*; P<0.001. The mean of D-dimer in DVT+ is higher than in
DVT— (p<<0.001).



PTE and DVT in Tuberculosis/Y.Komazaki et al.

HBHIENLNEEINEDY, SO 3FINIONTDHFE
HTho72

DVT B X O'PTEDRIICEIL T, SHOIEFDH H 2
MNIIEAAREBER T REIRT 4 V&7 —%FiE L7z, FEk
AR T REIR 7 4 V7 — ORR7 L 72805 3Bk T )
WELREZLTB L TRARER TRERZ 4 V5 —D
BISICHET B L E 2 5N TV B, 2008 4F & 4 M AFZEBE
WEIT L B EAARBITRERT 4 V5 —DHBIED 9
L, BoAMOB, SYEMARSERIEA TR T & UL X ViR
REDSFEAR AR ER T RIEIR 7 4 V& — D 5#E)E class [a &
ENTWVEY, SHOIERAGEITREIRT 4 V5 —
ZAER L7z 2 Bl IR MM S e 2 A L, T RERIR T o
T T2 RO 7ERTH > 72 FHIRIMERAE 2 A
BIEBID ) HEBIEN - T REIREDRO IR MARE T &
D, MBEgENAEEL T2 EToM (FuamEE),
SPEMARERIEN T cE I LWL Z 2 60,
KSR ER T KR 7 4 V& — DG class [a Tdh - 72
LEZHNT,

¥ & B

PTE, DVT % &8 L 72Mi##% 0 3 Bl 2 #EBR L 720
NOFERF S IR 2 05, 162 B TRERF O
R IMIE D RO o 720 Mk RE T3 v TP R
DA I 5T TFDP, D-dimer % #5235 2
LITIMARZERIEDZIIICER L& 2 bz,

AL OEE L5 85 M H AR Faika (20104
5 H20H, X)) THELL.

1)

2)

721

X ik

it i R AR 35 & OVERERERIR MLk O 7B 1, 16, T
BilCBld 204 N7 4 YPElZER S ¢ AR 28t i
B L OEIEIR MARE O BW, GH, PHICHT 24
4 FF4 > (20094LETH) . Medical front international
Limited, H&L, 2009.

White NW: Venous thrombosis and rifampicin. Lancet.
1989 ; 2 : 434-435.

Ambrosetti M, Ferrarese M, Codecasa L, et al.: Incidence of
venous thrombolism in tuberculosis patients. Respiration.
2006 ; 73 : 396—397.

Robson SC, White NW, Aronson I, et al.: Acute-phase
response and the hypercoagulable state in pulmonary tuber-
culosis. Br J Haematol. 1996 ; 93 : 943—-949.

Goncalves IM, Alves DC, Carvalho A, et al.: Tuberculosis
and venous thromboembolism: a case series. Case Journal.
2009 ; 2 : 9333.

Stein PD, Hull RD, Patel KC, et al.: D-Dimer for the
exclusion of acute venous thrombosis and pulmonary
embolism. Ann Intern Med. 2004 ; 140 : 589—-602.

Siragusa S: D-dimer testing: advantages and limitations in
emergency medicine for managing acute venous thrombo-
embolism. Intern Emerg Med. 2006 ; 1 : 59-66.
Wakabayashi I, Masuda H: Association of D-dimer with
microalbumiuria in patients with type 2 diabetes mellitus. J
Thromb Thrombolysis. 2009 ; 27 : 29-35.

HAKAEI R L TREZHRITA P4 V), 82, M
LA, R, 2009, 85-86.



722

KEA% HE867& 57 5 20114E 7 A

Case Report

PULMONARY THROMBOEMBOLISM WITH PULMONARY TUBERCULOSIS

"Yoshitoshi KOMAZAKTI, *Yumi SAKAKIBARA, 'Hiroyuki SAKASHITA,
"Yasunari MIYAZAKI, and 'Naohiko INASE

Abstract Out of 77 patients who were admitted to our
hospital because of pulmonary tuberculosis from January 2007
to October 2009, 3 patients (3.9%) suffered from pulmonary
thrombotic embolism (PTE) and/or deep venous thrombosis
(DVD).

Case 1: An 80-year-old male with elevated D-dimer was
diagnosed with PTE on the basis of an enhanced chest CT
showing filling defects in the bilateral pulmonary arteries. Case
2: A 39-year-old male presented with prolonged high-grade
fever even after administration of anti-tuberculosis drugs and
complained of weakness. His D-dimer was high on admission
and became still higher; then, edema was found on his left
lower limb, and he was diagnosed with DVT on the basis of
lower limb ultrasonography showing isoechoic thrombosis
from the IVC to the left popliteal vein. An IVC filter was
needed to treat his lesion. Case 3: A 69-year-old female with
elevated D-dimer and edema on the right lower limb was
diagnosed with PTE and DVT on the basis of chest CT findings.

Since anti-coagulation therapy could not be continued due
to intestinal bleeding, an IVC filter was placed. All 3 cases
presented with no dyspnea and two of the three cases showed
no hypoxemia. Even in cases of pulmonary tuberculosis
without dyspnea, D-dimer seems to be useful for the early

diagnosis of thromboembolism.
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thromboembolism, Deep venous thrombosis, D-dimer
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