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Pulmonary Features of Hyperimmunoglobulin E (Job’s) Syndrome

Byoung Ju Min, M.D., Jae Seung Shin, M.D., In Sung Lee, M.D.,
Young Kyoo Shin, M.D.*
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Hyperimmunoglobulin E syndrome, otherwise known as Job's syndrome, is an immune disorder characterized
by an abnormal elevation of the circulating immunoglobulin E level, and recurrent infections of the skin and
sinopulmonary tract. The syndrome has various pulmonary features, e.g., pneumonia, pneumatocele, pneurmo-
thorax, lung abscesses and empyema.

We report a case of hyperimmunoglobulin E syndrome, with various respiratory clinical manifestation.

Medical therapy, including prophylactic antibiotics, has been the cornerstone for the treatment of
hyperimmunoglobulin E syndrome. Even if surgical intervention is required, minimal pulmonary parenchymal
resection is recommended. (Tuberculosis and Respiratory Diseases 2002, 52 : 651-656)
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Fig. 1. Anteroposterior chest radiograph, ob-
tained when the patient was 11 years
old. The left-sided pneumothorax was
developed.
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Fig. 2. Panoramic radiograph, made on admission,
reveals persistent retention of primary
teeth, and permanent teeth have been
blocked by retained primary teeth.
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Fig. 3. Anteroposterior chest radiograph, made
on admission, shows an acute infection
of the pneumatocele with air-fluid level.
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Fig. 4. Chest computed tomography, obtained on
admission, reveals bilateral pneumatoce-
les. The wall of the left-sided pneu-
matocele was thickened, an air-fluid level
and surrounding pneumonic infiltration
were present.
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Fig. 5. Chest radiograph, made after 5 months
follow up, shows decreased size and wall
thickness of pneumatocele without air-
fluid level.
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