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A Case of Clonorchiasis with Clinical Presentation of Eosinophilic Pneumonia

Deog Young Lee, M.D., Sung Jun Kim, M.D., Jong Hyun Lee, M.D.,
Dong Wook Kim, M.D., and Jin Kwan Lee, M.D.

Department of Internal Medicine, Dong Kang General Hospital, Ulsan, Korea

Although clonorchiasis is one of the most common parasitic infections in Korea, it is unusual that the disease
presents peripheral eosinophilia and pulmonary infiltrations.( eosinophilic pneumonia) A case of clonorchiasis
manifested as diffuse nodular pulmonary infiltrations was presented The patient had a mild to moderate pain
on the right upper quadrant of the abdomen, cough, dyspnea, and unknown cause of marked eosinophilia (up
to 71.4% of total white blood cell count). The causal organism, clonorchis sinensis was found by the identifica-
tion of parasite ova in the stool. We confirmed eosinophilic pneumonia with bronchoalveolar larvage analysis
and transbronchial lung biopsy.

With corticosteroid and praziquantel treatment, clinical symtoms and pulmonary infiltrations on the chest
roentgenograms had rapidly improved.

We report a case of eosinophilic pneumonia related to clonorchiasis and rewiew the pertinent literature.(Tu-
berculosis and Respiratory Diseases 1998, 46 : 643-648)
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Fig. 1. Chest radiograph on admission shows
multiple varing-sized nodular densities
in both lung fields.
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Fig. 2. High-resolution CT at the level of the ca-
rina shows multiple varing-sized nodules
with surrounding ground-glass opacities.

T #d (chest HRCT) ol A= o] FFHollA] A5ke] &
oheinl FAl BF WolellAM Flo] Y feRds
U ookt 37)9] RS AEA fdd BEad
2 w9tk (Fig. 2) % =&u 4274 njvtidel &
A%+ thde v]% (1.0-1.3cm thickness) e} §l &
¢ B eldlM sonographic Murphy's sign& KA
o4 Tedde] A0 REEidoy B4 HelA] ¢
Sioh. AR FTE 9 F947 £F Sy vF-
& JeRA B g AAkES.

FIEX] LAl AL 2 dRE 29H Al 2|
A YA AARE 718 HRle glgled, 3549
oAl AlgiRE Z1HA] ¥ AlHEe] PAR AAN o
uh wjoRaAl 9 A, W, T diE =g
AP R 2401901, 7184 HE AR RhTs
65X 10/ ml( T4+ 50% ) 2]}

He| A 1 5 319 718A A Z|BA AL o8
HZAHAL 284 Hde] daA vFe) 84 sH=
2] wlxd 9 #HET A B A Axe) oy
A7t $A = (Fig. 3)

XE ¥} dLF 54 2ol 2= 2A
AgzAxds oI s AT FHAE
i BEH 2ASE AlPEln, 995 394 4
P A FAM Y 2Enke] Fdde] v UE o

Fig. 3. Transbronchial lung biopsy specimen

shows eosinophilic infiltration in
alveolar spaces and alveolar walls(he-
matoxylin & eosin, % 200).

Fig. 4. On 12th hospital day, chest radiographs
shows nearly resolved infiltrates,
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