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Table 1 Laboratory findings upon admission

< Blood count > < Biochemistry >

< Arterial blood gas analysis >

WBC 4370/l TP 6.1g/dl
Nuetro ~ 82.3% Alb 2.7g/dl
Lynph  10.0% T-bil 1.0mg/dl
RBC 386 X 10*/ul AST 75U/1
Hb 10.7g/dl ALT 39U/1
Hcet 32.1% y-GTP  78U/1
Plt 14.1 X 10"/l ALP 371071
LDH 379U/1
CPK 700/1

T-chol. 135mg/dl room air

BUN 19.1mg/dl pH 7469

Cr 0.9mg/dl PCO, 345 (torr)
Na 129.6mEq/1 PO, 57.8 (torr)

K 34mEq/1 HCOs- 250 (mmol/1)
Cl 93.0mEq/1 BE. 25 (mmol/1)
CRP 46mg/dl 0: SAT 919 (%)

(ESR 18mm/60m.)
Tuberculin skin test, neg.

Rapid influenza diagnostic test A(—), B(—)
Rapid throat swab test for adenovirus antigens ( —)

Rapid test to detect IgM antibodies against Mycoplasma pneumoniae in sera (—)
Rapid test to detect Streptococcus pneumoniae antigens in urine (—)

Rapid test to detect urinary Legionella antigens (—)

WBCs were normal but neutrophils were elevated and lymphocytes were reduced. Erythrocyte sedimentation was
18 mm and CRP was elevated to 4.6; an inflammatory response was noted.
Hypoproteinemia and hypoalbuminemia, hyponatremia, an AST level of 75, and slightly abnormal liver function were

noted.

In addition, blood gas results revealed type I respiratory failure.
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ABERE AT R - B B % 320 % b OO HIiL
FRIFIEHAET, CRP OB R A 278D BEO
REAME, BEONEE, BRERELZROL.
A v 7V R RERA A, B (), W
W77 w4 v AU AR (—), MiE~ A 2
7T A< IgM ikt (=), Rl RERE T
FoR#ERAE (=), L IF 7 RpPuEREBR A
(=), ¥7¥—BETH-o7 (Tablel, 2).

JR X AR AT T, RO S BRIE 1 Ml i A% &
BbE 5 (fibrotic scar change) WL % 8o, Tl
TR 2 d I IR R iR 7o E e, KIER
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&M AR A, WHRAT R X D SRR & IR N 4% &
Bewv, I2H2H725=2—% /0 v R,
isoniazid (INH) 200 mg/ H, rifampicin (RFP)
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Table 2 Mycobacterium tuberculosis smears and cultures of various specimens

[Sputum] (Dec. 27%-29") Smear (—), Gaffky count of 0
Culture (—)
(The specimen material cannot be gathered though the examination of sputum is enforced on the 28th and December 29.)
[Suctioned airway secretions]
(Dec. 30") Smear (=), Gaffky count of 1
PCR (+)
Culture: 20 colonies (6W germicidal lamp)
Identification of Mycobacterium tuberculosis complex
(+)/Hybridization protection assay (HPA)
[Gastric juices]
(Dec. 30™) Smear (*), Gaffky count of 1
PCR (+)
Culture: 20 colonies (6W germicidal lamp)
Identification of Mycobacterium tuberculosis complex (+)/HPA
[Blood] (Dec. 27*) Culture (—)

In terms of bacteriological testing, a sputum examination prior to intubation resulted in a Gaffky count of 0 and
Mycobacterium tuberculosis was not detected, but endotracheal suctioning was done after intubation on Dec. 30th.
The collected sputum and morning gastric juice revealed a Gaffky count of 1; a 6W germicidal lamp was used in
culturing and 20 colonies were subsequently noted. Tuberculosis was identified via an HPA to detect Mycobacteri-
um tuberculosis complex.

Fig. 1 Chest x-ray and CT findings upon admission
Fibrotic changes (scarring) thought to be signs of old tuberculosis were noted in the apex of the left
lung, and fine granular opacities were noted primarily in both lower lung fields. In addition, CT scan
revealed a centrilobularly distribution of ground glass appearance, and the presence of inflammatory
changes could not be ruled out.

JRIARD S, hAH 7% — 1%, PCRETHEKEE  hydrochloride (EB) 750 mg/day Z3&ML, 3#I:
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SIELAPFL-b e %%, 1 H8HED ethambutol 72, & 512, PEERHITEG6HAT2 au=—%320,
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Date

12.28

12.29

Steroid

12.30|12.31

div. B

16 | 1.7 | 1.8 [ 1.12 [ 1.13 [ 1.19 | 1.24 | 1.25 | 1.28 | 2.14

1.1 | 12 | 13 | 14 | 15

div.

eyl predaisolone 10 m

Antibiotics

div.

per os 00

RER 450 mgvin g

- (oral admin. starting Jan. Sth) _

per os B 750mg

Nasal cannula 20

Nasal cannula| 1t off

[Mask

Mask 50 4 3

SIMV, C-PAP | TetubeSt jocubasonf

Chest films

Body temp. °C

41.0
ao.0
ano
BB.0
azrzo
s68.0
as.o
sa.0

5p0,(%)

100
95
90
85
80

3 e I S —— e e —— i ———

| i—
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Fig. 2 Chart of the course of treatment. The anti-TB drugs INH (200 mg/day) and RFP (450 mg/day) were
started and EB (750 mg/day) was added starting Jan. 8 Standard therapy (therapy B) with 3 agents
was given. The patient developed ARDS on Dec. 30" and was intubated. The patient was placed on a
ventilator in SIMV mode and underwent steroid mini-pulse therapy. The patient was subsequently giv-
en a stress dose of prednisolone intravenously. Once the patient was able to take the corticosteroid
orally, the dose was decreased as appropriate through oral administration. The patient responded well
to these treatment regimen, and he was weaned off from the ventilator to be extubated on Jan. 5™

Fig. 3 Chest x-ray (Dec. 30™)
Chest x-ray on Dec. 30". The x-ray revealed worsening
infiltrates throughout both lung fields.
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Table 3 Arterial blood gas measurements (Dec. 30")

< Before intubation >

< After intubation >

Non-rebreather mask 10¢

pH 7403

PCO; 31.7 (mmHg)
PO, 29.0 (mmHg)
HCO; —19.7 (mmol/1)
BE. —34 (mmol/1)
02 SAT 547 (%)

SIMV, FiO,
TV 350ml
Resp. rate 25breaths/min.

(afier intubation on Dec. 30")

1.0

pH 7408

PCO, 391 (mmHg)
PO, 121.0 (mmHg)
HCOs 24.6 (mmol/1)
BE. 0.7 (mmol/1)

0; SAT 983 (%)

Blood gas results before and after intubation on Dec. 30,

Blood gas results revealed improvement with administration of
100% O following intubation, but PO, was 121.0 (mmHg) and
the P/F ratio was below 200 mmHg, so the patient was diag-
nosed with ARDS.

Fig. 4 Chest CT (Jan. 6™)

Chest CT on the day following extubation. The exam revealed that the exten-

sive infiltrates in both lungs had improved.
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Fig. 5 Chest x-ray and CT (Mar. 6™)
Chest x-ray and chest CT scan both revealed fibrotic changes (scarring) in the left upper lobe of the lung,
but infiltrates that had spread to both lung fields disappeared, and the patient had clinically improved.
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A RARE CASE OF MILTARY TUBERCULOSIS DEVELOPING
TO ACUTE RESPIRATORY DISTRESS SYNDROME
IN WHICH THE PATIENT'S LIFE WAS SAVED

Genyo OGAWA, Takashi KATSURA, Norihiro NOMURA,
Masashi SATOH, Ryouji HAYASHI, Takatoshi SATOH,
Sadanori KUBO, Takashi SEKIKAWA and Masa-aki MATSUKAWA

Depertment of Internal Medicine, Showa University Toyosu Hospital

Makoto HASEGAWA

Depertment of Radiology, Showa University Toyosu Hospital

Abstract —— The patient was an 84-year-old male who was treated for hypertension in another hos-
pital. In addition to general malaise and anorexia lasting for about a month, the patient had a high fever,
which prompted the referral to our department. Chest x-ray and chest CT scan upon admission revealed
ground glass appearance and diffuse granular infiltration in both lung fields. We suspected a pulmonary
infection, such as miliary tuberculosis, and an anti-TB regimen and ciprofloxacin CPFX were adminis-
tered. Mycobacterium tuberculosis in the sputum, gastric juices, and urine were detected several days
later by bacteriological tests, confirmed the diagnosis of miliary tuberculosis. On the third day of hospi-
talization, hypoxemia worsened and developed into acute respiratory distress syndrome ARDS; the pa-
tient was immediately placed on a ventilator and corticosteroids were administered. The patient re-
sponded well to these treatments, and was successfully extubated 6 days later. The patient had slow but
steady, uneventful recovery after extubation, and he was discharged home on hospital day 83. Review of
literature indicates an extremely poor prognosis of miliary tuberculosis developing to ARDS, with mortal-
ity of 70-80. We believe that this patient survived due the to early introduction of anti-TB drug therapy,
even before the diagnosis was confirmed. When an elderly individual develops a high fever of unknown
origin with pulmonary infiltrate, a differential diagnosis must be made with miliary tuberculosis in mind
and anti-TB drug therapy should be initiated even before the diagnosis is confirmed.

Key words: miliary tuberculosis, ARDS, diffuse granular infiltration
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