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A Case of Drug Induced Interstitial Pneumonitis by Gemcitabine

Sung Soon Lee, M.D.", Cho Rom Ham, M.D.", Jae-Yong Chin, M.D.",
Hye Ran Lee, M.D.", Su Young Kim, M.D.2, Mi~young Kim, M.D.2,
Hyun-Kyung Lee, M.D.", Hyuk Pyo Lee, M.D.", Ho-Kee Yum, M.D.",
Soo Jeon Choi, M.D.

Department of 'Internal Medicine, gRadiology, Inje University, Medical School, Korea

Gemcitabine is an effective newly developed chemotherapeutic agent, which is increasingly being used to
treat non-small cell lung, ovarian and breast cancers. Pulmonary toxicity is usually self-limiting mild
dyspnea, bronchospasm, but severe pulmonary toxicity is rarely reported. Herein, we report drug induced
interstitial lung disease associated with gemcitabine treatment. High resolution computerized tomogram
(HRCT) showed an increased ground glass opacity and thickened septal lines. The patient showed a rapid
good response with prednisolone treatment. (Tuberculosis and Respiratory Diseases 2004, 56:315-320)

Key words : Gemcitabine, Pulmonary infiltrates, Corticosteroid therapy, Capillary leak syndrome.
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Fig. 1. Chest PA before gemcitabine chemother -
apy. The right lung shows normal radio -
lucency.

AR A - ExF A AAMS A4 143 g/dL,

S8 419 %, WIT 7650/mm’ (EFT
676%, HIZTF 247%, TEAT 63%), TaH
193000/mm’ oIt} eistsr ALY FH 2
A2 210 mg/dl, ZuekEld 11 mg/dl, %
AST 24 TU/L, ALT 27 TU/L ©lx, 598 7}
AAME pH 742, PaCO, 37 mmbg, PaO, 57
mmHg, HCO; 23 mEq/L, AAZ3%E 90% ©|9
th #@rsH AR FVC 159 L3 <lEA 9
38%), FEV, 1.18 L (87 o1Zx9] 38%), FEVY/
FVC 74%, TLC 299 L (3% ¢1Zx¢] 51%), RV
132 L (84 ¢=29] 67%), DLco/VA 314 L
(B AF5A 75%) oAtk VNAAHZAHE
P oA A A= CD 3 54 %, CD 4 18 %,
CD 8 34 %, CD 16 + CD56 : 2 % o]tk

WAK 27 A9 AR A B FRAR AR

Fig. 2. HR CT before gemcitabine chemotherapy.
The CT shows normal lung attenuation.
There was no evidence of lymphangitic
carcinomatosis.
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i
Fig. 3. Chest PA 1 week after 6 cycles of gem-
citabine treatment. The chest X-ray shows
diffuse increased air space opacity and

linear density. The right lung shows a
marked volume reduction.
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Fig. 4 HR CT 1 week after 6 cycles of gem-
citabine treatment. CT reveals extensive
ground glass opacification and thickened
septal lines.

Gemcitabine(2',2'-difluoro-2'-deoxycytidine) = 7=
HEE FAAIZEA HAAE A Y A
Waot 5 mEekel AEAR ARgHT ot

Gemcitabine cytosine arabinoside(ara-C)9} %
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Fig. 6. HR CT after prednisolone treatment. The

Fig. 5. Chest PA after prednisolone treatment. The

ground glass opacification and septal thi-

ckening are markedly reduced.

Chest X-ray shows decreased air space

opacity and linear density.
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