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— Abstract —

High-resolution CT Findings of Pleuropulmonary Involvement in
Systemic Lupus Erythematosus

Kun Sik Jung, M.D., Jung Sik Kim, M.D., Soo Jhi Suh, M.D., Sung Moon Lee, M.D.,
Seok Ho Sohn, M.D., Sung Bae Park, M.D.**, Hyun Chul Kim, M.D.**

Department of Diagnostic Radiology, School of Medicine, Kemmyung University

To evaluate the high-resolution computed tomography (HRCT) findings of pleuropulmonaiy involvement
in systemic lupus erythematosus (SLE), we analyzed HRCT findings of 12 patients of clinically confirmed SLE
with respiratory symptoms. In four patients, HRCT findings before and after chemotherapy were compared.

The common HRCT findings were ground-glass opacity (100%), bronchial wall thickening (66%), patchy
parenchymal opacity (58%), septal or intralobular line thickening (58%), micronodule (58%), central core
prominence (41%), small pleural effusion (91%), and pericardial effusion (33%). Follow-up HRCT obtained
after treatment showed significant improﬁement of pleural effusion (4 /4), pericardial effusion (3 /3), pericardial
thickening (1/1), patchy opacity (2/2), and gr:::-ﬁnd glass opacity (2/4). But bronchial wall thickening (2/2) and
micronodule (2/2) were not improved.

Although there are no pathognomonic HRCT findings in SLE, bilateral small pleural effusion, ground glass
opacity, subpleural patchy opacity, and micronodule are common and suggestive findings in the pleuropulmo-

nary involvement of SLE.
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Table 1. HRCT Findings of 12 Patients with Systemic Lupus Erythematosus

Case  Age/ Pl eff Peric. Ground Patch Septal Intral. Fis. Nodule Br. Wall
Sex  (Ry) (Lt) eff  -glass opacity line line  thick 3mm | 3-6mm  thick
1 27F  + + 0 F ++ - - _ + ; 0
2 36/I - - - D + + +/+ + - 4 - -
8 18/F ++ - - D - - - -+t - 0
4  38)F + + . D - - - 0 4+ - 0
5 26/F + - 0 F ++ +++ + 0 - — 0
6 19/F 4+ -+ - D + 4 - + + 0 +++  + 0
7 29/F + + 0 F - - - - - - -
8 21/ ++ -+ 0 F + + - - - _ - i}
9  21)F  + - - D - + 4/ + - 44+ - 0
10 37 /F + + - F - + - ~ - - 0
11 20/F + 4+ + - D + + + - - - _ _
12 20/F + + - D - + - - + + - 0 )
P1. eff: Pleural effusion Peric.: Pericardial Intral..: Intralobular
Iis.: Fissure Br.: Bronchial -+ Minimal or mild
+ +: Moderate + -+ +4: Marked or severe -: Absence
0: Presence D: Diffuse I: Focal
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Fig. 1. A 2]
SLLIE (case 9).
a. Chest radiograph shows blunt-
ing of the right costophrenic angle
due to pleural effusion. Both lungs
appear normal.

b. HRCT shows diffuse ground-
glass opacity, numerous microno-
dules along the bronchovascular
bundles (curved arrows) andin the
centrilobular regions (black arrow-
heads), and bronchial wall thicken-
ing (white arrowheads).
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c
Fig. 3. A 27-year-old female with SLE (case 1).
a,b. Initial CT shows bilateral minimal pleural e

Fig. 2. A 26-year-old female iy
SLE (case b).

a. HRCT shows diffuse thickening
of the interlobular septal Jipes
(arrowheads) especially in the right
lung field.

b. Patchy opacities (straight arrows)
in the subpleural region of right
lower lung, bronchovascular byp.
dle prominence, and bronchig
wall thickening (curved arrows),

1

tfusion, pericardial thickening, focal ground glass opacity,

patchy opacities (arrows), and bronchial wall thickening.
¢, d Follow-up CT obtained 5 months after immunosuppresive therapy with oral corticosteroid shows remark-
able improvement of pleural effusion, pericardial thickening, ground glass opacity, and patchy opacity. But

bronchial wall thickening is not improved.
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Table 2. Comparison of Initial HRCT and Follow-up HRCT of the 4 Patients with SLE
Case Plgural effusion Peri_caf"di::ﬂ Ground-glass Patch Fissure Nodule Br. wall
(Ry) (Lt) effusion opacity thick 3mm | thick
Tf + = 0 Forcal + + - -+ 0
F/U - - - Improved + - L 0
3 -+ -+ - - Diffuse - - +/+ + 0
F/U - - - No change - - + 0
7 + + 0 Forcal - - _ _
F/U - - - Improved - - . .
8 + + 0 Diffuse ++ - - -
F/U - - - No change - - . -
Br.: Bronchlal F/U: Follow-up +: Minimal or mild
1 4+ Moderate -: Absence 0: Presence
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