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Fig. 1 Chest radiograph on first admission showing a
large mass in the left middle lung field. Transthoracic
aspiration biopsy from the mass lesion yielded nocar-
dial growth.
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Fig. 2 Chest CT (lcm collimation) on first admission
showed a localized ground glass area in the right up-
per lung (arrow). The ground glass lesion was limited
to this slice level.
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Fig. 3 Chest CT (2mm collimation) performed 3
months after admission. HRCT detected 3 foci of local-
ized ground glass opacity (arrow, black asterisk and
white asterisk). The lesion shown by an arrow re-
vealed a crazy-paving appearance and unaffected sec-
ondary lobule.
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Fig. 4 Chest CT (2mm collimation) obtained 2 years af-
ter admission. This slice level is the same as that of
figure 3. The ground glass opacities were apparently
enlarged. Crazy-paving appearance and geographic
distribution also presented.
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Fig. 5 Chest CT (lcm collimation) obtained at the same time as figure 4 (2 years after admission). There

was the post-infectious sequela in the left lingular segment (C), however, ground glass opacity could not

be detected in any other slices.
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Radiological findings in initial pulmonary alveolar proteinosis detected
in the post-treatment course of nocardiosis

Chikatoshi Sugimoto”, Hideo Kobayashi”, Soichiro Kanoh”,

Kazuo Motoyoshi” and Shinsuke Aida”
YThird Department of Internal Medicine and

?Department of Surgical Pathology, National Defense Medical College

Chest CT detected a small localized ground glass opacity in the right upper lung in a 52-year-old woman be-

ing treated for nocardiosis. A PAS-stain positive material and elevated surfactant level were confirmed in bron-
choalveolar lavage fluid, then a diagnosis of pulmonary alveolar proteinosis was established. In early pulmonary al-
veolar proteinosis with focal opacity, HRCT can demonstrate the substantial findings of alveolar proteinosis such

as a crazy-paving appearance or geographic distribution. We should note that alveolar proteinosis in the early

stage is easily overlooked and, in addition, nocardiosis might overlap with alveolar proteinosis.



