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Table 1. Clinical Diagnosis vs HRCT Diagnosis in Patients with Chronic Airflow Obstruction

Clinical Diagnosis

Bronchiectasis Emphysema Bronchiolitis Obliterans Asthma Chronic Bronchitis

HRCT Diagnosis Bronchiectasis 24
Emphysema
Bronchiolitis Obliterans
Asthma
Chronic Bronchitis
Non-specific Diagnosis 3

31 1
6 1

1
2 9 2
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( r. —0.51) (Fig. 4).
CT FEV1/FVC (p value
= 0.05, r: —0.53) (Table 2).

X HRCT
HRCT
(7-10). HRCT
. Grenier (9)
HRCT 96%
, 93% , Kang (10)
47 41  (87%) HRCT
. Kang (10) 47

Table 2. Correlation between Extent of Low Attenuation Areas
on HRCT and FEV1/FVC

Clinical Diagnosis Correlation rate Pvalue
Bronchiectasis —0.76 (ins) —0.69 (exp) <0.05
Emphysema —0.44 (ins) —0.32 (exp) >0.05
Bronchiolitis obliterans —0.66 (ins) <0.01
Bronchial asthma —0.51 (ins) >0.05
Chronic bronchitis —0.53 (ins) >0.05

ins : inspiratory HRCT, exp : expiratory HRCT

Fig. 1. Inspiratory HRCT in 60-year-old man with bronchiecta-
sis.

Dilated bronchi with bronchial wall thickening in both lungs
are suggestive of bronchiectasis on HRCT. HRCT diagnosis is
good agreement with clinical diagnosis in patients with
bronchiectasis. There is significant negative correlation be-
tween the CT score (20 on inspiratory HRCT, 28 on expiratory
HRCT) and FEV1/FVC (65%) on pulmonary function test.

6 (13%) 3
, 3
27 24 (88.9%)
3 2
, HRCT
, HRCT
1 HRCT
Kang (10)
, HRCT
(10-12),
(11, 12),
12).
FEV1/FVC HRCT
4. HRCT

Fig. 2. Inspiratory HRCT in 56-year-old man with emphysema.
centnlobular emphysema and multiple bullae are seen in both
lungs on HRCT. HRCT diagnosis is good aggreement with
clinical diagnosis in patients with emphysema. There is no sig-
nificant correlation between the CT score (29 on inspiration)
on HRCT and FEV1/FVC (28.3%) on pulmonary function test.
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3). 33
HRCT , 93.3%
HRCT
. HRCT
, HRCT
(6, 14-18). Kinsella  (16)
CT
FEV1/FVC ,
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Gelb (29, 20)
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Haraguchi  (21) 25
FEVL/FVC
, Gelb (19, 20)

Fig. 3. Inspiratoty HRCT in 43-year-old man with bronchiolitis
obliterans.

Multifocal low attenuated lesions in both lungs are suggestive
of bronchiolitis obliterans on HRCT. HRCT diagnosis is good
aggreement with clinical diagnosis in patients with bronchioli-
tis obliterans. There is significant correlation between the CT
score (58 on inspiration) and FEV1/FVC (74%) on pulmonary
function test.

. HRCT ,
HRCT HRCT
HRCT
Hansell (22 Yang (23) , CT
1 6
CT FEV1/FVC
histamine,
methacholine,
. HRCT
, , .
@9
HRCT

=
Fig. 4. Expiratory HRCT of 62-year-old wamen with asthma.
Multifocal air-trappings are noted in both lungs and this case is
only one that HRCT and clinical diagnosis are consistent in
bronchial asthma. There is no significant correlation between
the CT score (19 on expiration) and FEV1/FVC (113%) on pul-
monary function test.
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High-Resolution CT in Patients with Chronic Airflow Obstruction:
Correlation with Clinical Diagnosis and Pulmonary Function Test'

Ki Taek Hong, M.D., Eun-Young Kang, M.D.,
Ji Yong Rhee, M.D., Jin Hyung Kim, M.D., Jung-Ah Choi, M.D.,
Jae Yoen Cho, M.D.2, Yu-Whan Oh, M.D., Won Hyuck Suh, M.D.,

'Department of Diagnostic Radiology, College of Medicine, Korea University
*Department of Internal Medicine, College of Medicine, Korea University

Purpose: To determine the utility of HRCT in the diagnosis of chronic airflow obstruction and to correlate the
morphologic abnormalities revealed by this modality with functional impairment in patients with chronic air-
flow obstruction.

Materials and Methods: This study involved 80 patients with chronic airflow obstruction who underwent
HRCT and a pulmonary function test. Final clinical diagnosis in these patients was determined by a chest
physician on the basis of clinical features, bronchoscopy, pulmonary function test, and HRCT. In order to di-
agnose and determine the extent of areas of decreased attenuation revealed by HRCT (the CT score), the find-
ings of HRCT were retrospectively reviewed by two radiologists, who reached a consensus. Clinical and
HRCT diagnoses were then compared, and the rate of agreement between them was calculated. The relation-
ship between the extent of areas of decreased attenuation revealed by HRCT and by FEV1/FVC was evaluated
using Correl's account and Student’s unpaired t-test.

Results: The agreement rate between clinical and HRCT diagnoses was 77.5% (62/80). The rates for bronchiec-
tasis (88.9%, 24/27), emphysema (93.9%, 31/33), and bronchiolitis obliterans (100%, 6/6) were considerably
higher than those for chronic bronchitis and bronchial asthma. The correlation rate between CT score and
FEV1/FVC was significant in bronchiectasis (p<0.05; r: -0.76) and bronchiolitis obliterans (p<0.01; r:-0.66),
but not in cases involving emphysema, bronchial asthma, or chronic bronchitis (p>0.05).

Conclusion: HRCT is valuable in the diagnosis and prediction of physiologic impairment in patients with
bronchiectasis and bronchiolitis obliterans, but has limited value in those with emphysema, chronic bronchitis
or asthma.

Index words : Bronchi, abnormalities
Lung, CT
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