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Fig. 1. Active tuberculosis with various morphological patterns.

A.HRCT scan shows ill-defined macronodules in the both upper lobes. Thickened bronchial wall is noted adjacent to nodule in the
right and ground glass opacities around the nodules in the left lung.

B. HRCT scan shows typical appearance of active tuberculosis manifested as ill-defined macronodules and centrilobular nodules
with surrounding ground glass opacities in the right upper lobe and consolidation with cavities in the left lower lobe.
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Table 1. Result of the Determination of the Activity by HRCT in

Pulmonary Tuberculosis

Diagnosis Active Inactive Total
HRCT
Active 57 13 70
Inactive 2 17 19
59 30 89

Sensitivity: 96.6%, Specificity: 56.7%, Accuracy: 83.1%
Positive predicted value: 81.4%, Negative predicted value: 89.5%

Table 2. HRCT Findings in Active and Inactive Pulmonary Tuber-

Fig. 2. Inactive pulmonary tuberculosis. Irregular linear lines,
micronodules, bronchial wall thickening with bronchovascu-
lar distortions indicate inactive tuberculosis on HRCT scan.

culosis
- Active Inactive  p-value

Findings (N=59) (N=30)

Macronodules 55(93.2%)* 16(53.3%) <.001
Bronchial wall thickening  51(86.4%) 22(73.3%) 0.128
Centrilobular nodules 50(84.7%)* 14(46.7%) <.001
Consolidations 49(83.1%)* 6(20.0%) <.001
Ground-glass opacity 33(55.9%) 19(63.6%) 0.503
Tree-in-bud 32(54.2%)*  7(23.3%)  0.005
Cavity 29(49.2%)*  2(6.7%) <.001
Septal thickening 29(49.2%) 15(50.0%)  0.940
Irregular linear opacities ~ 27(45.8%) 24(80.0%)* 0.002
Micronodules 22(37.3%) 23(76.7%)* <.001
Bronchovascular distorsion 22(37.3%) 16(53.3%) 0.148
Bronchiectasis 8(13.6%) 13(43.3%)* 0.002
Pericicatrical emphysema  8(13.6%) 7(23.3%) 0.244
Cicatrization atelectasis 7(11.9%) 13(65.0%)* 0.001

Frequency (%), *X2 distribution (P < 0.05)
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Fig. 3. False-positive diagnosis as active tuberculosis on HRCT 0
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Well-demarcated centrilobular branching linear structures in patients
the right lower lobe raise the possibility of reactivation of the
tuberculosis. Micronodules and ground-glass opacities are Fig 4. CT scorings of nodules and consolidations in active and
findings of tuberculosis sequelae in the right upper lobe. inactive tuberculosis.
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Determination of the Activity of Pulmonary Tuberculosis:
the Utility of High-Resolution Computed Tomography*

Myung Hee Chung, M.D., Hae Giu Lee, M.D., Won Jong Yu, M.D., Hong Jun Chung, M.D.,
Bo Sung Yang, M.D., Soon Suck Kwon, M.D.2, Seog Hee Park, M.D.

'Department of Radiology, The Catholic University of Korea
*Department of Internal Medicine, The Catholic University of Korea

Purpose: To evaluate the utility of high-resolution computed tomography(HRCT), as used to determine the ac-
tivity of tuberculosis, and to analyze the HRCT findings in active and in inactive tuberculosis.

Materials and Methods: We analyzed the HRCT findings of 100 patients (54 men, 46 women; average age, 54
years) who according to the results of chest radiography had pulmonary tuberculosis of undetermined activity.
We assessed HRCT findings such as the presence of a centrilobular, macro-, or micronodule; consolidation,
ground-glass opacity, cavity, interlobular septal thickening, irregular linear opacities, bronchial wall thicken-
ing, bronchovascular bundle distortion, bronchiectasis, atelectasis, and pericicatrical emphysema. We com-
pared the ratio of the area of nodule and consolidation to that of whole lung, and compared the findings be-
tween active and inactive tuberculosis.

Results: Eleven of 100 patients were excluded because the final diagnosis was other than tuberculosis. In 59
patients, the presence of active pulmonary tuberculosis was proven by positive sputum smear and/or culture
for Mycobacterium tuberculosis. On the basis of the negative results of these tests, pulmonary tuberculosis
was found to be inactive in 30 patients; serial chest radiographs indicated that their condition remained stable
over a 6-month period. For HRCT, sensitivity was 96.6%, specificity 56.7%, positive predictive value 81.4%,
negative predictive value 89.5%, and accuracy 83.1%. For active tuberculosis, the presence of centrilobular n-
odules, tree-in-bud, macronodules, cavity within the nodule, and consolidations was statistically significant,
while for inactive tuberculosis, that of irregular linear opacities, micronodules, bronchiectasis, and cicatriza-
tion atelectasis was similarly significant. The CT score for the area of nodules and consolidations was higher in
active than in inactive tuberculosis, but only the nodule score showed statistical significance.

Conclusion: HRCT can be a useful diagnostic tool for evaluating the activity of pulmonary tuberculosis.
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