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Outline of Diagnosis Standardand Guidline for Sarcoidosis-2006
and its operation

Katsunori Sugisaki', and Masaru Oritu®

' Department of Internal Medicine, National Nishibeppu Hospital
2 Department of Espiratory Disease, Japanese Red Cross Medical Center

New diagnosis standard for sarcoidosis in Japan contains three parts which are introduction,
diagnostic criteria and clinical presentation of each organ involvement. In addition, the summary that
concisely brings the content of the text is attached. Basically, two organ involvements are necessary for
diagnosis of sarcoidosis. Sarcoidosis is also diagnosed clinically, in addition to histological sarcoidosis.
Clinical presentation of each organ involvement contains those for respiratory system, eye, heart, skin,
neuro-muscular system and other organs. It is hoped that a new diagnosis standard will be used by a

new case in the future.
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Treatment for locally advanced lung cancer with
interstitial pneumonia (IP)

Masayoshi Minakuchi!, Eisaku Tanaka!, Tetsuro Inoue', Minoru Sakuramoto!,
Kiminobu Tanizawa!, Seishu Hashimoto!, Yusuke Kaji!, Satoshi Noma?,
Yoichiro Kobashi®, and Yoshio Taguchi!

*Department of respiratory medicine,
2Department of radiology,
3Department of pathology, Tenri hospital

Y,

Objectives : The aim of the present study is to investigate outcomes of chemotherapy or thoracic
radiotherapy in locally advanced lung cancer patients with IP.

Methods : Retrospectively, 48 locally advanced lung cancer patients with IP that had been diagnosed
at our hospital in the period between January 1, 1999, and December 31, 2005, were evaluated. We used
the medical records to collect data about these patients.Exacerbation of IP was defined as newly
developing diffuse pulmonary infiltrations on thoracic CT and absence of apparent infectious agents and
heart failure.

Results : Thirty five patients , except for 13 patients treated with best supportive care alone. was
divided into three groups, such as chemotherapy alone (N =19), thoracic radiotherapy alone (N =09),
and radiochemotherapy (N =7). Seven of 35 (20%) patients died of exacerbation of IP. Six of
nineteen patients treated with chemotherapy alone developed deterioration of IP. Finally, 4 (21.1%) of
them was dead. Three of 10 (30%) patients treated with radical radiotherapy died of exacerbation of IP.
However, 2 of them received chemotherapy for more than five months to treat relapsed lung cancer after
radiotherapy. This suggests that chemotherapy may cause exacerbation of IP.

Conclusion : These results suggest that chemotherapy or radiotherapy for locally advanced lung
cancer patients with IP is feasible if they comprehend and consent the risks involved with these treatments.
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Thin-section CT Findings of Idiopathic Pulmonary Fibrosis Revisited :
Evaluation of 98 Patients

Takeshi Johkoh, Hiromitsu Sumikawa, Kazuya Ichikado,
Takashi Ogura, and Hiroyuki Taniguchi

Department of Medical Physics and Radiology, Osaka University Graduate School of Medicine

The aims of this study were both to revisit high-resolution CT findings of usual interstitial
pneumonia (UIP) and to clarify the correlation between its CT patterns and mortality in 98 patients with
histologic diagnosis of UIP and clinical diagnosis. Two independent observers evaluated the pattern,
extent and the distribution of CT findings. Based on this analysis, they classified each case into one of
the following four categories ; a. Definite UIP, b. Probable UIP, c. NSIP like, and d. Unclassified. 33
cases were categorized as definite UIP, 36 cases as probable UIP, 21 cases as resembling NSIP, and 8 cases
as unclassified, respectively. There was no significant difference in survival between the four groups (all
p>005). Cases with pathologically proven UIP include many atypical HRCT patterns. There wasno

significant difference in mortality between the various CT patterns.
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Figure 2 definite UIP (3235), probable UIP (Rf5), NSIP like (AU, unclassified (BER-+ fi4%) @ Kaplan-Meier £17HIR

Concordant Discordant

UIP urp
CT findings Extent Extent p value
ALL abnormalities 33.6+ 13.3¢ 40.2 +12.91 | 0.02*
Ground-glass attenuation 21.3+11.1% | 28.4+10.1% | 0.001*
Alr-space consolidation 3.6+5.8% 6.2+4.9% 0.001%*
Nodules 2.7+ 1.5% 3.0+2.0¢ 0.55
Interlobular Septal thickening 2.6£3.0F 5.9+7.8% 0.002*
Thickening of BVB 0.2+0.9% 0.7 £2.5¢ 0.12
Regular intralobular reticular opacity 0.2+1.0% 2.6+ 5.3t <0.001*
Irregular intralobular reticular opacity | 12.0% 6.6% 11.2£72% | 053
Nonseptal linear opacity 0.7+ 0.8t 1.1+£72% 0.57
Honeycombing 53 %627 1.7+3.7% <0.001*
Cysts 43+3.4% 2.8:+2.6% 0.025*
Emphysema 33797 1.6 +4.7¢% 0.20
Homogeneous impression 684 154 <0.001
Upper predorminance 0¢ le 0.30
Lower predominance 584 194 0.06
Peripheral Predominance 654 114 <0.001
Dependent predominance 24 1e 1
Peribronchovascular predominance 0+ 4e 0.007
Symmetry 57+ 22¢ <0.001
Note

NS=Not Significant.

* There was statistically significant difference from Definite UIP (p<0.05)
+ Mean percentage of lung parenchyma = SD

1 Mean scores = SD. Scores are defined in Materials and Methods.

+ Number of cases with a feature

C. TR

HRCT & 69 fERHS concordant UIP L E2H# S i,
29 JEHHS discordant  UIP & 22l & 417z, Discordant
UIP i3 ground-glass attenuation, air-space consolida-
tion, interlobular septa, regular Intralobular reticular
opacity 732 £ (p<0.01), honeycombing, cysts H3 7%
ot (p<005). % 729K & D 434 T & peribron-

chobascular distribution 3% { (p<0.01), peripheral
distribution 28 4> 7% > o 7z (p<0.001) (Table 1). con-
cordant UIP #£ ¥ discordant UIP FD # N F 1D
AFEAKE 1L673 HE 2389 HTh Y, 2HHcER

FAH N hot (p=057) (Figurel), £724250D
CT pattern Tl definite UIP 2% 1,508 H, probable UIP
73 1,838 H, NSIP like 28 2,437 H, unclassified %% 2,117
HT®Y, definite UIP ki 3FE L OEITIIHERER
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Ei3H SN0 T (p=023, 0.15, 0.60) (Figure 2),

LSRG CIFESAI UIP & 20 & 1Lz Rl
T ESR 1K 30% 53 UIP & U CHBIETid e o
7z, F72, $920% 13 UIP X D $#p L 2 NSIP |2 BLEIRY
% HRCT R TH -7z, 26 DEFNE HRCT DA T
X NSIP & O#ERIIREEIZ EE 2 5, %7z, UIP 3%
NZN%%7% CT pattern 21 5 323, fEE T UIP
EEWENTEAETRIECREEZRIRED s L
moie,
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Bl E R TS (1P), 1 P BTt B AP L e, BRI & 2 S bR it
ST, e, BB REIOEMIOACEER ER LI, Zho OFER & D BB S OHITEC
B % MRIEBGEFAEGROE A RR Sz,

Usefulness of diffusion-weighted MRI in the diagnosis of lung cancer

in patients with interstitial pneumonia

Kingo Chida', Tomohiro Uto', Yutaro Nakamura’, Yasuo Takehara®, and Takafumi Suda'

Second Division of Internal Medicine, Hamamatsu University School of Medicine, 1-20-1
Handayama, Hamamatsu, 431-3192, Japan
2Department of Radiology, Hamamatsu University School of Medicine, 1-20-1
Handayama, Hamamatsu, 431-3192, Japan

Lung cancer is a common complication of interstitial pneumonia, especially in patients with
idiopathic pulmonary fibrosis (IPF) ; however, the assessment of pulmonary nodules in fibrotic lesion is
often difficult, even with CT or positron emission tomography (PET). While diffusion-weighted MR
imaging is becoming important in the diagnosis of various cancers. It provides image contrast that is
dependent on the molecular motion of water, which may be substantially altered by disease. We assessed
the usefulness of diffusion-weighted MRI in the diagnosis of pulmonary nodules in patients with
interstitial pneumonia. Four lung cancer patients with interstitial pneumonia (all males; mean age,
68.149.6 years old ; 3 IIP, 1 Radiation pneumonitis) underwent diffusion-weighted MRI in our facility.
Two patients had small cell carcinoma, and 2 patients had adenocarcinoma. Diffusion-weighted MRI
correctly detected cancers in all cases. Diffusion-weighted MRI might be a useful tool in the assessment

of lung cancer in patients with interstitial pneumonia.
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lEL®IC

FEFEMEE MR 2 X T &3 2MEEMEIC S
WG S0 2 IERINZ < BEE L RRREZE N
HETHSB, Lrl, BRHELOMET L IESTIEES
fiBEE CT (high-resolution CT ; HRCT) %2 AWT b
HiFe ORI IR T 2ER D %0,

—77, FEEAMEHOMEEDOZINC AV s Tn
72 MRI OYLEGEFHES (diffusion  weighted image ;
DWI) 2SERESEIC EFRIGH S LT E T35 92, DWI
VS RYVE N DK DHLBCRDE % EifR(b U 72 MRI Eif%k
THD, SRR T T A LA FAD 1 5OMERNE
BENT S LT, B TWAKERRTED»S
DIEBEPHEICEES ¥, LBOET Lo 2/
T AR TH D, BHES L E OB 0% »
B, TERY /3, PRAEEORE RO, R’
BB, WERGRR, ERE, MR, FEPEL, IR, mISZRR,
RELEPHEE LTI N9, — IO E:
K, BIKAGRE, FRHELRE R SRS D70 R
BUXEERH IR,

SEER 2 B M2 &P L 7 IS E R 2 x5
12 MRI OIEBEEFREHR OB I DV TG L7z,

XZR EFHE

SR BT ABE % 72 13 @B R O FEG] T R PR
ROTFAE T X 5 EB L U CT _LiGHEE
RE0, HBFIC R Zshiz 46 Znso
FEHZ 3BT MRI (DWI) % {7 L, g3 HRCT,

positron emission tomography (LA PET) FrR & DLk
% B L AR DRl 217 - 7.

TR & 7x o TERNE S H B THEE T 5981 5%,

FiE DREFREL X/ VRGN 2 B, BYE 2 Ch o7z, %
cEHE L Tl BN R IR E M . (0P)

3G, BEHRI A 1B TH o7z (3R D). LT Bz DfE
FlERT,
FEGL: 815k BBk (MRS

IPF/UIP DFEBEZEHIC A S* IR 2RO, G
IR S UIBRA & 7T X 41 small cell carcinoma &
2 U7z, Bsh sl X AR S CRpl TR i SRR
ERRD TTens, £ OBOBEEREHHFIERD )
v HiER 2D Tz,

il HRCT (4 1a) : A5 T EEICHRIRHEIRES & P TE0
IZ3em KDIEK LY N H ik G T,

&R MRI (DWI) (4 1b) : A ffFTES & S350 Y >
NEIREEESER LY, B REER#ET sk
holz,

FER2: 59 B ()

2K, ST ERAERREE . T2 L, SR X REEI
CHAF T ICIREE, T OT I AL LD
ERFICER S &S CEREN A 50T, TBBT
adenocarcinoma & ZW1 L7z, EEHRICRIEEME OTFE
TEMEE D N T2 DS ILTE FHIRRER D & CHURRRZ T 13 H 1T
T&»olz,

r®1 BEER

No. & 1435l P B T iR R mEOHE#E 24
1 81 2 INHEREE A5 S8
2 59 WE A Se
3 62 H INERREE A2 S6 SO
4 69 BB radiation pneumonitis BRaE ZES1+2

L AR RIS — IR
* SRR R
© U AMIREBIC I 2 RS B

lIP ;idiopathic interstitial pneumonia
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fgEl HRCT (X 2a) : ME T iciikeg, £0OH
DR FE L SO ICHBIEITED 2cm KO ER %
EataoYsd

ffgiE MRI (DWI) (B2 2b): [BERA & & b/ S8
b EEFOFEIE LN,

ERI3: 2k BiE B
BEIRE D RIE IR R 03 gD I, SHRHIITAERR 28]

. REVIRERR 2R T,

BDTWIRRADHER TR TRBEZEL T,
e, R X SR EE CAETRTET & TR I B SY
AN, CT A4 R TR T small cell carcinoma

L2z,

Fl HRCT (4 3a) : MBSEE T Iciekes & < O
DRE L5, KEBEEZMHESEHIBHY, £ 2em K,
S I b WO ZFRO Iz,

g MRI (DWI) (K 3b) : JERTRZD 255 %
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B b o NS OO EEh LT,
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Hoie.
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BLCEFEEERL, AEORE LIIFEHs G-
7z.
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z

VB MR, & & RRIEBEITH 5 UIP O
RO E Ui, IEEISEOBEE 2 S /N
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