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Fig. 1. A 62-year-old man with small cell lung cancer associated with idiopathic pulmonary fibrosis.
a. Chest CT shows central bronchogenic carcinoma within the collapsed right upper lobe (arrows).
b. HRCT shows mainly honey-combing appearance and some of ground-glass opacity in both lower lobes.
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Table 1. Histologic Cell Types of Lung Cancer Associatedwith
Idiopathic Pulmonary Fibrosis in 23 Patients

Cell type Number(N=24*) Table 2. Size of Lung Cancer Associated with Idiopathic Pul-
small Cell Lung Cancer 6 monary Fibrosis in 23 Patients
Non-Small Cell Lung Cancer 18 Size Number of Cases(n=24%
Squamous cell carcinoma 8* <2cm 7
Adenocarcinoma 4* 2—3cm 5*
Large cell carcinoma 2 3—4cm T*
Poorly differentiated carcinoma 3 4—5cm 5
Undetermined 1 >5cm 6
*:Including 1 patient with double primary lung cancer *:Including 1 patient with double primary lung cancer

Table 3. Mediastinal Lymph Node Enlargement in Lung Cancer Associated with ldiopathic Pulmonary Fibrosis According to
American Thoracic Society Mapping Scheme

Location of primary tumor 2R 2L 4R 4L 5 6 7 8 10R 10L 11R 11L  Others

Right upper lobe (n=5) 3 3 1 1 1 i) 2 1 1*

Right middle lobe(n=1) 1 1

Right lower lobe(n=9 ) 6 4 1 2 7 3 2 3 1 1**

Left upper lobe (n=6) 2 2 1 2 1 1

Left lower lobe (n=3 #) 1 2 1 1 3 3 2 1 1

Total (n=24) 10 9 5 2 5 14 1 7 5 6 4 2
*:Right supraclavicular lymph node, **:Right axillary lymph node

# :Double primary lung cancer in the both lower lobes (1 patient).

Fig. 2. A 59-year-old man with large cell lung cancer associated with idiopathic pulmonary fibrosis.

a. Multiple mediastinal lymph node enlagements are seen at the right paratracheal lymph nodes and anterior mediastinal lymph
nodes. Mediastinal lymph node biopsy was done at the right paratracheal lymph node. It revealed metastatic lung cancer(large
cell type).

b. There is a 1cm sized small peripheral lung nodule(arrow) in the right lower lobe. And there is no other nodule in the
remained lung, so we think that the nodule in the right lower lobe is primary. Honey-combing appearances are seen arround the
lung nodule and in the both lower lobes.
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Table 4. TNM Classification in the Non-small Cell Lung Can-
cer (n=18%

N NO N1 N2 N3
T ~
s 1 1 2 1
T2 0 0 3 3
3 1 0 o* 4
T4 0 0 0 0

*:Including 1 patient with double primary lung cancer.
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CT Features of Lung Cancer Associated with Idiopathic
Pulmonary Fibrosis’

Jun-Hyoung Kim, M.D., Koun Sik Song, M.D., Deok Hee Lee, M.D.,
Jin Suh Kim, M.D., Tae-Hwan Lim, M.D.

7Department of Diagnostic Radiology, Asan Medical Center University of Ulsan College of Medicine

Purpose: |t is well known that the incidence of lung cancer is high in patients with idiopathic pulmonary fi-
brosis(IPF). We analyzed the CT features of lung cancer associated with IPF.

Materials and Methods: Retrospective analysis was performed in 23 patients with lung cancer(24 lung
cancers) associated with IPF. The diagnosis of IPF was made by clinical and CT findings, and lung cancer was
confirmed pathologically. We divided the location of lung cancer by lobar distribution and central or peripheral
lung zone, and measured the size of mass. We classified the mediastinal lymph node enlargement by American
Thoracic Society(ATS) mapping scheme. We evaluated the CT pattern of IPF.

Results: The subjects consisted of 6 cases of small cell carcinoma and 18 cases of non-small cell lung can-
cer. Non-small cell lung cancer included 8 cases of squamous cell carcinoma, 4 cases of adenocarcinoma, 2
cases of large cell carcinoma, 3 cases of poorly differenciated carcinoma, and 1 case of unclassified malignant
neoplosm. The lung cancers were located in the right upper lobe in 5 cases, left upper lobe in 6 cases, right
middle lobe in 1 case, right lower lobe in 9 cases, and left lower lobe in 3 cases. Twenty cancers(85%) were
located in the peripheral lung zone. Eighteen cancers(73%) were surrounded by fibrotic lung. The size of the
mass ranged from 1 to 12cm, and in 12 cases it was below 3cm in diameter. Mediastinal lymph nodes were
enlarged in 22 cases(92%) and classified as N2 or N3 in 15 cases out of 18 non-small cell lung cancers. CT
patterns of underlying IPF were honey-combing in 18 patients(78%) and mixed honey-combing and ground-
glass opacity in 5 patients(22%).

Conclusion: The lung cancer associated with IPF shows variable cell types. Most of the lung cancers were
located peripherally, surrounded by end-stage fibrosis, and were associated with mediastinal lymph node en-
largement.
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