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Two Cases of Bilateral Diffuse Cystic Lesion

Dong Jun Lim, MD., So Young Lee, M.D., Chang Kyun Hong, MD.,
So Hyang Song, M.D., Chi Hong Kim, M.D., Hwa Sik Moon, M.D.,
Jeong Sup Song, M.D., Sung Hak Park, M.D.

Department of Internal Medicine, The Cathalic University of Korea,
College of Medicine, Seoul, Korea

Lymphangiolelomyomatosis(LAM) is a rare disease of unknown etiology that occurs mainly in woman in her
reproductive agé. We recently experienced two cases of bilateral diffuse cystic lesion of the lung on chest X-
ray and HRCT.

The first case, a 26-year-old female, who had been diagnosed with tuberous sclerosis by the presence of clini-
cal manifestation such as mental retardation, bilateral renal angiomyolipoma, adenoma sebaceum and genera-
lized seizure, was admitted due to a recently developed hemoptysis. Chest PA showed diffuse ground-glass
opacity with radiolucent cystic lesions of various sizes on both lung fields. HRCT showed innumerable small
cystic lesions with suspicious diffuse ground-glass opacity on both lung fields 1

The second case, a 30-year-old female was admitted due to dyspnea and spewing of blood-tinged sputum
for 2 weeks, shortly after delivery. Chest PA showed diffuse reticular and ground-glass opacities on both lung
field. HRCT showed multiple well-defined and relatively uniform size air cysts with a uniform wall thickness on
entire both lung fields, with small amount of right pleural effusion. By thoracoscopic lung biopsy she was diag-
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nosed with pulmonary lymphangioleiomyomatosis. We report these cases with a brief review of the literatures.

(Tuberculosis and Respiratory Diseases 2000, 49 : 246-252)
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Fig. 1. Adenoma sebaceum on face.
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Fig. 2. Chest PA showed diffuse ground-glass

opacity with various size radiolucencies
on both lung fields.

Fig 3. HRCT showed bilateral innumerable
small cystic lesions with suspicious dif-

fuse ground-glass opacily on both lung
fields.
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Fig 4. Abdominal CT showed huge both renal
angiomyolipoma. Especially the left
renal angiomyolipoma is also occupying
especially occupied the intraperitoneal
abdominal pelvic cavily.

Fig. 5. Chest PA showed diffuse reticular and
ground-glass opacities on both. lung
fields.
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(Fig. 4).
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Fig. 8. HRCT showed multiple well-defined and
relatively uniform size air cysts with a
uniform wall thickness on entire both
lung fields with small amount of right
pleural effusion.
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Fig. 7.

Thoracoscopic lung biopsy specimen
showed abnormal proliferation of
smooth muscle cells in perivascular,

peribronchiolar and perilymphatic spac-
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