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A Case of Idiopathic CD4+ T-Lymphocytopenia with Disseminated
Mycobacterium kansasii Infection and Pulmonary Alveolar Proteinosis
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Idiopathic CD4+ T-lymphecytopenia is defined as a depletion of CD4+ lymphocytes below 300/mm?® in the
absence of HIV infection or other known causes of immunodeficiency. Many infectious diseases have been re-
ported to be associated with idiopathic CD4+ T-lymphocytopenia, and there have also been a few cases of
mycobacterial infection in idiopathic CD4+ T-lymphocytopenia. Until now, it has been unclear as to whether
CD4+ T-lymphocytopenia is a predisposing factor for or a consequence of the mycobacterial infection.
Pulmonary alveolar proteinosis is an uncommon disease characterized by the intraalveolar deposition of
amorphous granular material that stains positive with PAS, and its association with mycobacterial infection
has rarely been reported. Recently, we experienced a previously healthy young man who had been diagnosed
as idiopathic CD4+ T-lymphocytopenia with disseminated mycobacterium kansasii infection and pulmonary
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alveolar proteingsis, and report this case. (Tuberculosis and Respiratory Diseases 2000, 48 : 377-382)
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Fig. 1

Chest radiography at first admission.
There is extensive air space consolida-
tion at the right upper and middle lung
fields.

Fig. 2. Chest CT at first admission. There are
multiple, confluent, and low-density
lymphadenopathies in whole mediasti-
num, and mass-like opacities, consolida-
tion with air-bronchogram, and diffuse
ground glass opacity at right lung field.
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Fig. 3. Chest CT, eight months later. Multiple
conglomerated mediastinal lymph nodes
were shrunk and calcified compared
with those of previous chest CT scan.
Diffuse ground glass opacity was seen
at both lung fields.

Fig. 4. Whole lung lavage fluid. Whole lung lav-
age was done at both lungs separately,
and large amount of yellowish and milky
fluid were evacuated.

AccuprobezAd (Gen-Probe, San Diego, USA)
v gt o 2 IR, rpoB KA com-
parative sequence analysisZAM}F? Mycobacter-
tum kansasii 2 E3%9] clarithromyecin, etham-
butol, ciprofloxacin, streptomycin 0.2 kA& WA
skt ¥rEE HIV ELISA 2 Amplicor® HIV-1
RNA copy kit ZHAF (Roche Molecular Systems,
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Fig. 5. Pathologic finding of transbronchial lung
biopsy specimen. Dense eosinophilic gran-
ular materials filling alveolar spaces
were seen (H&E stain x 200).
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