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A Case of Acute Eosinophilic Pneumonia

Ki Hoon Lee, MD., Chul Ho Cho, M.D,, Kwang Kon Koh, M.D., Tai Hoon Moon, M.D.
Dong Seob Jang, M.D., Chan Sup Park, M.D.,’ Jin Joo Kim, M.D.2 and Joon Mee Kim,M.D.?
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Most cases of eosinophilic pneumonia reported previously have followed a chronic course. The

case presented here was acute in onset, suggesting a acute eosinophilic pneumonia. A model of

criteria for acute and chronic eosinophilic pneumonia was made by Umeki in 1992. A previously

healthy young man presented with cough, sputum, fever, and multiple small nodules on the chest

radiograph. We confirmed eosinophilic pneumonia with bronchoalveolar lavage analysis and

transbronchial lung biopsy. This case examplifies the recently descrived acute eosinophilic

pneumonia.
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Fig. 1. Initial Chest radiograph shows multiple small
nodules in entire lung fields.
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Fig. 2. High-resolution CT at the level of the right
upper-lobar bronchus shows multiple air-
space nodules with surrounding ground-glass
opacities(arrowheads).
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Fig. 3. Cytocentrifuged preparation of bronchoalveo-
lar lavage fluid shows that eosinophils made
up 39 percent of total cells(Wright-Giemsa
stain, x1000).
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Fig. 4. Transbronchial lung biopsy specimen shows
eosinophilic infiltration in bronchial mucosa
and interstitium(hematoxylin-eosin, x400).
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Table 1. A Model of Criteria for Acute and Chronic Eosinophilic Pneumonia®

Major criteria (essential)

Mild-severe symptoms (cough, fever, dyspnea)

Peripheral infiltrations seen on chest roentgenograms*
(patchy, nodular, nonsegmental, shifting, recurrent)
Pathohistologic findings (eosinophilic infiltrations in pulmonary interstitial

tissues and alveolar spaces)

History of symptoms prior to diagnosis : acute, less than 1 month
; chronic**, more than 2 months

Clinical course : acute, short; chronic, prolonged
Recurrence : acute, negative***; chronic, positive

Minor criteria (not essential)
Blood eosinophilia
Bronchoalveolar lavage fluid eosinophilia
Corticosteroid responsiveness

In most cases, the disease associated with asthma is included

in chronic eosinophilic pneumoina

Organic disorders (eg, collagen disease, allergic bronchopulmonary aspergillosis,
bronchocentric granulomatosis, sarcoidosis, Hodgkin's disease,
hypereosinophilic syndrome, helminthic infections, bacterial and
mycotic infections) associated with blood eosinophilia should be excluded from the criteria

* Sometimes = pulmonary edema-like shadows and photographic negative
** One of the criteria is at least necessary for the diagnosis of chronic disease
*** No recurrence of disease associatd with previous eosinophilic pneumonia
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