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Table 1. Clinical Diagnostic Criteria for Diffuse Panbro-
nchiolitis (Homma et al.)

1. Symptoms:chronic cough, sputum, and dyspnea on
exertion.

2. Physical signs:rales and rhonchi
Chest X-ray film:diffusely scattered fine nodular sha-
dows, mainly in the lower lung fields with hyperinflation
of the lungs.

4. Lung function studies:at least three conditions among
the four abnormalities listed.
(a) FEV1 { 70 percent
(b) VC ( 80 percent of the predicted value
(c) RV ) 150 percent of the predicted value

(d) PaO, { 80 mmHg

FEV1 = forced expiratory volume in 1 second
VC = vital capacity

RV = residual volume

PaO, = arterial O, pressure
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Fig. 1. 29-years-old female with purulent sptum and dyspnea for 2 months (case 1).
a. Chest radiograph shows numerous small nodular opacities in both lower lungs. Tram-line shadows are also seen in both

lower lungs.

b. HRCT shows type | and type Il small round nodules (arrowhead) near the end of the bronchovascular branching and separated
from the pleura about 2-3 mm. Type Il right shaped ductal opacities (short arrow), concentric wall thickening of proximal bronchi
(long arrow) and hyperinflation of secondary pulmonary lobules are noted.
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Fig. 2. 28-years-old male with cough, purulent sputum and
dyspnea for 6 months (case 10).

a. Chest radiograph show air trapping and tram-line shadows
in both lower lungs.

b. HRCT shows type IV dilated thickened larger bronchi (ar-
rowhead), type Il small round nodule (short arrow) and type llI
ductal opacity (long arrow). Extensive hyperinflation of pul-
monary parenchyma are noted.
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Table 2. Summary of Data for 11 Patients with Diffuse Panbronchiolitis

Patient Age/Sex CT type FEV1 FEV1(%pred) FEV1/FVC(%) VC(%) PaOx(mmHg)

1 29/F I, 10, 101 1.63 59 86 86 N 66.5

2 63/M 1 0.98 38 71 65 62.8

3 37/F I, 1,10 1.19 46 92 51 83.0

4 51/F I, 1 0.79 40 67 NA NA

5 79/M 1,001 NA NA NA NA 45.3

6 29/F (A 1.26 44 99 NA 80.2

7 55/M v 0.70 36 NA NA 41.3

8 64/M 1,00, 0.94 36 77 57 40.6

9 32/M I, 11, 1V 1.00 25 67 44 70.3

10 28/M I, 1, v 0.69 16 67 22 47.4

11 66/F I, v NA NA NA NA 38.8
NA=not available
Aol A e, ol dle S A A x T3 A7) 5 of Korean Radiology Society. 1992 28(4) : 553-557
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Diffuse Panbronchiolitis: High-Resolution CT Findings
and Correlation with Pulmonary Function Test

Hyun Kyung Sung, M.D., Kyung Il Chung, M.D., Koun Sik Song, M.D.,
Tae-Hwan Lim, M.D.

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

Purpose: Diffuse panbronchiolitis(DPB) is a chronic inflammatory airway disease of unknown causes mainly
affecting the respiratory bronchioles and the more proximal bronchi. Findings on chest radiographs and
high-resolution CT(HRCT) are well known and Akira classified HRCT findings of DPB into four types. Purpose of
this study is to evaluate the relationship between findings of HRCT and PFT.

Materials and Methods: We retrospectively analyzed the chest radiographs and HRCT images of eleven
patients with DPB and compared CT classification with pulmonary function test.

Results: Chest radiographs usually showed small nodular opacities throughout the both middle and lower
lungs. The HRCT findings of DPB were centrilobularly distributed small nodular densities, branching linear
densities contiguous with small round densities, dilated and thickened peripheral and central airways including
bronchioles. More than one CT type by Akira's classification, usually two or three types, were found in nine
patients. There was good correlation between CT types and FEV1%(p{0.05), CT types and FEV1/FVC (p{0.05)
respectively.

Conclusion:HRCT seems to be more useful for diagnosis and disease progression of DPB as compared
with the chest radiographs or clinical stage such as pulmonary function test.

Index Words : Bronchiolitis
Computed tomography(CT), high-resolution
Lung, CT
Lung, diseases
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