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Idiopathic Interstitial Pneumonias : Radiologic Findings
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Usual interstitial pneumonia/ Idiopathic pulmonary fibrosis, nonspecific interstitial pneumonia,
Cryptogenic organizing pneumonia(bronchiolitis obliterans organizing pneumonia : BOOP),
Acute interstitial pneumonia, respiratory bronchiolitis—associated interstitial lung disease,
Desquamative interstitial pneumonia, Lymphoid interstitial pneumonia.

744 #HE(Interstitial  pneumonia)  # ¥ (air -
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wEx WA 7b2AA %A (interstitial pattern)X.t}
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pneumonia)® d oA UIPY DIPE £&7%% &
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HE-E FA7r2AHE (acute interstitial pneumo -
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3E 2953 F(adult respiratory distress synd-
rome: ARDS)®] #A&= 944, Wegddoes §
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interstitial lung disease(respiratory bronchiolitis:
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of 7 EaP heEl S o 62% AR

53] Aygdoz # 7|HFe $ixg,
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HALH e 45-75%00 A ZasHm™ 4% A Bebat
dEA dsE fEdiFg D, 9 AE
(pleural effusion)& &3Hx oo 2A% °‘§]rx1
HEE FkE Ao 2-8%9 dold Bed
B X- *%%‘*& A% 27E RY & A w5
2 A oo AX(profusion) ¥ #H &3 74
ol ¥ wsly Her AWel A7 :(severity)
o} AE 717Hsurvival length) 2 A A% o 39}
W Aol g AcE RAgt aepg
G X-AE9 200 989 2 AElA A
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29 29 vl $(intralobular  interstitial
thickening)2 <13l CTH vA& 244 Wskfine

reticular pattern) €& EA3 A48 (irregular

— 130 —



' Radiologic findings —

— Idiopathic interstitial pneumonias
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— K 8. Lee —

Fig. 1. Usual interstitial pneumonia in a
64-year-old man. Chest radiograph shows
coarse reticular densities in bilateral
middle and lower lung zones. Also note
some honeycombing (arrows) in right
lower lung zone and ground-glass opacity
in left middle lung zone. Lung volume is
decreased.

linear opacity), 7|28 #&9 B AW
(irregular interface), $<¢to 2 #AEE A9 A7
A (visible intralobular bronchiole), Zi$14 7123
8 4traction bronchiectasis) 5¢] #2A} "(Fig.
2). E-9lt F¥E(honeycomb cyst) £ EE 2-20 mm
Azl Fut & HoAd oy Foz #ARHI He
TFx# Wyo] FHkEtKFig 3). olfdx Et3E
429 7F ¥|F(rregular interlobular septal thicke-
ning) % 7+ 8ol BY + gev {eE &9
e HE '}}Iﬂli_i A7 7Fs% 2334 (potentially
treatable process)2 o]R|FF* X (Fig. 2). olgg &
AEL #9| 7)1H%68-80%) F 3l (79%)elA
H Z #zsE Fo] el

229 ZAA(high attenuation nodule)o] B
o ol 7|2 H < (bronchogenic carcinoma)
9 7F54(9-10%)& Azstefol 8o #(Fig. 4)
HEge 483E4 dAde Sl Fig. 5.

Fig 2. Usual interstitial pneumonia in a 59-
vear-old man. Lung window of coronal
reformatted (20-mm collimation) CT scan
shows honeycombing in lower lung zone
(arrows), intralobular interstitial thickening
(arrowheads), ground-glass opacity (open
arrows), and dilated bronchi with cork
screw appearance (traction bronchiectasis)
(curved arrows) in both lungs. Also note
some large cystic lesions in left lower lobe.

2 g 2 AT Fdelyd =4 gdel &3l
3 4 B Hgsh @] gl AL ohrh,
%a"é HAdfrsks St A %-'a}% Fgolut iz
Az BAgle] o] Ag zAe] ojste FHF F=A
BH(Fig. 6) 7} ¥lHs] 2ad 4 glon o= #7)
T He dFoE A% FAA Wz dgE + o
o olel@ 248 53 Bshd ¥ W) 77t 4
F£E He 2F wAlsln CT wWele] yo] & AkH
4 28 7Rkl 3712 5 FElan 3she ¥
ZHLe o= FH |7 =ur y|#EsE Soluf

2. H|E0|HZHEMH|E (Nonspecific interstiti-
al pneumonia: NSIP)

AAe] AT EE HFE Aol qIFF vER
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— Idiopathic interstitial pneumonias : Radiologic findings —

Fig. 3. Usual interstitial pneumonia in a 65—
year-old woman. Thin-section (1.0-mm
collimation) CT scan obtained at level of
liver dome shows aggregation of small
cysts of 2-15 mm in diameter in bilateral
lower lobes with layering phenomenon
(typical for honeycombing).

EA4T  Jo} 7t FxplA oleidt AWy 1Y
#HAe] A|7HE oz #Y(temporally uniform)g %
4E Hol= Zo] ERHoHF A wH
o] AAHog FI&A HTe FEA WY o
Adt vlwA Az ed G HEWe diy
AXE HAH 9 71239 H(organizing pneumonia)
el d¥  FAFHAT Bt @A WAz
(honeycombing)= =29 T4 HAA #HelA
HolE fElde 4L BEHA gl
40-50th | A —*'5}"’ Ba daE e 2F= 1
A 713, 4E o Fae] B §HE1F50
F) Ax AEHE ofg4 B Y AFE B
o}, SRd7tEAE F frdstA GAolA o] T
et Ago|t), dF= & FH9 HAA AH
o H)ste] Fow(AldE; NSIPS] A oF 11%,
ure] 730 2F60%) H-41 —429 TE2E AR5

[o]
<
?l‘i‘-%?‘%‘— -’d%%‘ 2742 454 H";ﬁ

Fig. 4. Lung cancer originating from fibrotic lung
in a 68-year-old man with usual inter-
stitial pneumonia. Thin-section (1.0-mm
collimation) CT scan obtained at level of
bronchus intermedius shows 17-mm-sized
nodule (arrow) in right middle lung zone
straddling right major fissure, which
proved to be squamous cell carcinoma.
Also note subpleural intralobular irregular
linear opacities, traction bronchiectasis and
right minor and major fissural irregular
thickening in both lungs.

welx 7|37 HANY Boe AFL FA4
Hapol A MwshAl #FANFig. 7). ThEd
Q, 7174738t @A A Fdol TN HrE @
th o 15%9] @AM 44 GEFR X-HEHY
270& 1Y F Uk

LS CT 424 7h¢ £ 248 547 ¥
E JE G54, AR HiEle otk oF T1%
A FEA 714 ol ¥y Hshr £
& wolvk E5FEg A4 Sd(imegular line)> °F
30%0lA HAck Loz B¥ sm 7|#HA &
4o oF 70%0A TR HYed PHE St
7174738 F-1lA BAHFig. 7, 8). &ebd B4
A2 z27] 2 3 CT 894 8394 &=
Kim $%°] 23¢)9] N‘%IPOHH CT-¥8) AR A
£ e ed 2 1338 o
pe Rk Tfé_ zs*r‘aqH sutat ydolrk BpE
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(a)

(b)

Fig. 5. Pneumocystis carinii pneumonia in a 63-year-old man with usual Interstitial pneumonia.
(a) Initial thin-section (1.0-mm collimation) CT scan obtained at level of liver dome shows
subpleural irregular linear opacity, ground-glass opacity, and traction bronchiectasis in both

lungs.

(b) Follow-up CT scan obtained at similar level to and 31 months after (a) shows new
appearance of bilateral extensive ground-glass opacity in both lungs. Bronchoalveolar lavage

fluid showed Preumocystis carinii organisms.

Fig. 6. Mediastinal window of thin-section (1.0-
mm collimation) CT scan obtained at level

of aortic arch shows Ilymph node
enlargement in right paratracheal (arrow)
and subaortic (arrowhead) areas. Also note
small amount of pericardial effusion at
superior recess of pericardium (curved
arrow).

Adggoly 7|3 58 T RS
He] Aol 71 ES oly Adialel Qs #HE
o] E7z st 7|7 d3Hconsolidation) %

%’42 HAAE A7IEAE = 7123k A”BOOP),

W AgAE JE FL A AR T 4
Ul?é?sl By dEo 9d s FAMER
EE A8 F F4 AAME 27] CT 4 244 #H9
ol’del &d3 A HAY A HAAHA WA
7t #aEE 238 Btk

3. SYAM7|E3}E2 (Cryptogenic Organizing
Pneumonia)

B dsldEe vl &3k HJdg@oln el
02 TEA7IERA HES 2 HE W Heol £
Zleo] Faxrata #H7H= Aulg 7PAde HdR
Bo} v PSR MRS SHow P o
Q12 iR EEAT #HZ4, ofEd digh # vl
A% 544750 Fo B F e
AR A4t F A F(Langerhan’s histio -
cytosis)it Wegener's granulomatosisell 4= B 4
AT UMY e 64E 7] mlEv|E, =g,
A AT SEFTAE S48



— Idiopathic interstitial pneumonias - Radiologic findings —

’

(a)

Fig. 7. Nonspecific interstitial pneumonia (group 2, mixed cellular and fibrotic stage) in a 53 year-old

WOIndn.

(a) Chest radiograph shows airspace consolidation (arrows) in bilateral lower lung zones and
subpleural ground-glass opacity (curved arrows) in bilateral upper and middle lung zones.

(b) Thin-section (1.0-mm collimation) CT scan obtained at level of liver dome shows patchy
areas of ground-glass opacity in both lungs. Also note intralobular linear opacities within

ground-glass opacities.

A -~

Fig. 8. Nonspecific interstitial pneumonia (group
3, fibrotic stage) in a 54-year-old woman.
Thin-section (1.0-mm collimation) CT
scan obtained at level of liver dome
shows patchy ground-glass opacity
containing intralobular linear opacities.
Also note traction bronchiectasis (arrows).

Aol Bol7|= SRRk F 4L ofyt) HE
A= ez SRRk °1\_ 44 52 fie
717473kt A BT

EAH 3a4ts CT 4248 F= g=ygdo=
s5ohsl 2 7|3AER 45 gt £X 3= 7
273t oF 60%<] EAlellA HLITHFig. 9).0
H 7173 se e S, FAAEAL 248 &
o] Butsy|E FTFTH oF 10-30%9] FApol M
Fool HAd F& F3 e 7|24 719
gu£g wat EXP(Fig. 10). @98 o 20%24
gl N F4%9) a%elmg 919 zW
BAo] seME 29 J9E 22l &9 (reversed
halo sign)e] .o %*’llifli °l AFe zgg
= A (Fig. 11).

CT-#edaddMes CT 4 714748 H=E U
otz o3 d/3tE Ytz Hrelede
HE fFoht ARfEE Yy AFdEe
AZ18A 0 F& F909] Solxzd o3 /|43
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(a)

Fig. 9. Cryptogenic organizing pneumonia in a 46-year-old woman.
(a) Chest radiograph shows patch airspace consolidation in hilateral lower lung zones.
(b) Thin-section (1.0-mm collimation) CT scan obtained at level of left inferior pulmonary
vein shows patchy consolidation with peribronchovascular or subpleural distribution.

Fig. 10. Cryptogenic organizing pneumcnia in a
43-year-old woman. Thin-section (1.0~
mm collimation) CT scan obtained at
level of bronchus intermedius shows
multiple nodules in both lungs.

A"e vepag

4. S47EY HE(AIP)

T HEAARAME A AREt FE As

w2 Z(mature collagen bundle)ol]l 2] 7
L= et e B o I P R B B i
gle] 712 el o4 ﬁ%o}*ﬂi(ﬁbmblastH
foll ol r7elth APAME 22 Ws)
Hlwd ZF Yol #Y(uniform)d F4E w4l
AlPel M # HAe] dfshe A vad
T4 HEYS *]/‘-}31-?: 24 (F, HEY HE
freldete] &4 =5 AdF90 ¥ 5)
2 agag®

AP #x= o7l UIP $ajuct e d#Foly
FHES QEETE B HTo) Al V3, S
FFETEE Holu A%k AdihdEE T Ao
2 53] FaEe] dx JFLF7] AEE 8sH
HAck AIPS] olefgt AW Hil= il F5-FY
of olzZm APFE-S oF 60-90%0] FFHY,

Primack $%< Wastdos saw 93e &
Ao M o] dEfFix-A8d 235 V1Eskdrh 9
v 25 ok=A 7]7}7 8 bilateral airspace conso-
lidation) 7} ¥&= 212 0(Fig. 12) ©]F 57(56%)

_.ému_.'.,i_in&oﬂzr_&rst
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— Idiopathic interstitial pneumonias : Radiologic findings —

¥E B3 24¥C21%CdME #HdR
T #Hael FiE wwo] 9k
ar reflMe 454 i34y e
Z7o] JE]-(hg 12). o] 7HrEl S92 wvkAd
& uyy §x2 vepdoh 4E4 7173738 o
67%2] RlA] Boli FE ubydy EXE HIrh
e del #HEIRF Ao Bl$F(smooth
interlobular septal thickening) A72 Hol7|% 3§l
o. S5° sPel Bebd dEA W SHsubpleural

Li,

honeycombing)y= L4 AZelxm x| 9]

Fig. 11. Cryptogenic organizing pneumnonia sho- 10% vulgkel] E3sla ATPAFAC] 2% A7 Wl

wing reversed halo sign in a 47- UIPe] 24 otslel Sukgl Ao= Qb=

vear-old woman. Thin-section (1.0-mm i}

collimation) CT scan obtained at level of Yo| AP HAGK37t LAl ot

right  inferior pulmonary vein = shows #2937 A9 7134 &7 traction  bronchie -

circumferential consolidation swtounding i L

internal ground-glass opacity (reversed clasis)& 71§t CT A AUA 71#3A &3 o)

halo sign) (arrows) in right lower lobe. glo] VEhtE 7hgeleeds) 7| F A dWelxd

flso note omsolidation n INSUAT g a7 % 487)(exudativelt 271 347 (pro-

segment of left upper lobe and ground-
glass opacity in left lower lobe. liferative) = Yehl iz #A<A 7|@A| &y o E

(a) (b)

Fig. 12. Acute interstitial pneumonia in a 63-year-old woman.
(a) Chest radiograph shows extensive patchy areas of consolidation in both lungs.
Endotracheal intubation tube was inserted.
(b) Thin section (1.0-mm collimation) CT scan obtained at level of right upper lobar
bronchus shows mixed consolidation and ground glass opacity in both lungs. Also note
bilateral pleural effusions (arrows).
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(a)

(b)

Fig. 13. Follow—up CT findings of acute interstitial pneumonia in a 43-year-old woman.
(a) Initial thin-section (1.0-mm collimation) CT scan obtained at level of basal segmental
bronchi shows patchy and extensive areas of ground-glass opacity mixed with some area of

consolidation.

(b) Follow-up CT scan obtained at similar level to and 22 months after (a) shows cystic
changes in areas of previous opacities with irregular linear opacities. Heart appears to be
more globular and pulmonary arteries appear enlarged, suggesting pulmonary arterial
hypertension. Also note right pleural effusion (arrow).

o] Jehtes HREgde F4 v Adas)
2 Jehd o (Fig. 13).

5. SEM7I2X 4 ZHE M H| & &H(Respiratory
bronchiolitis-interstitial lung disease : RBILD)

TEAZBAGE FAANN 2ALE EF ¥
E FAAAVIEAGLE EEVIE dth ®WERA
o FEAZIHA AAY F9 HE A
E AEo] 5Qoth FEe DHATHES 73
7b A718A) Yo Hol7|= #rh tiyMEE 53
HoR FANAM ARE W do AP 44§
AZED ol 7 o ZFAZHAE A=
TAE BolA] AT 4AF AN F of A% ¥
HE 7R uRbd HEAAGHR FHE Bels B
& ERA7RA AN Ao gt Fp Y,
zAH o2 TFAZ|BAGF v 44
32 A= FEol 498 Wl LT

HE sFA7BANA ez dgxE AHolgtn
= FAE Qvh et tEAdAEE mg
ety SEM7IBA L A7 HA FHoM F
Heli= Zo] Holel F HEL 72 Hiye o2
28 Fegtn AztEo

FEANZIHAGEAA AR 0% deEFH
X-4AFg 4 Aoz Holx =] 70004 7t
#FASGolt Avie Fegol A A &
@ uPs CT £4e FA7 22493 344
94 224, BRNLY, 2R /BA o WF
olch. mlghdel F4E YA FRE HYFe) F
2 EEd 344 #71Fe] F9NEsE stn
HoA = #HAdRE o8 EwEg A4Sdel
Rol7| % FpPN ¥ (Eig 14).

2345 CTolAd T84 A22448 554
7Z18A9] A5 HHE FFe A=FE ey
i RESES HEF FHAEe giHAE
g vehag”,

ox N
ol
o
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— Idiopathic interstitial pneumonias : Radiologic findings —

(a)

{(c)

6. g2|MZHEMHE (DIP)

g zAsE 5 HE o #dsn
kel 4 M E(macrophage)e] F#eo|ch HXE
7o) ofzke]l HFS Ho|n HES] FHEEFH Fx
(alveolar anatomic structure)”} ¥ & FX=o] )
t}. DIP & UIPS 7EEHE A7 2248y 54
HolE= d 24L& 1) DIPE dA|FHeR #5373 23
gtd A7% Hol® (temporally homogenousdt
process), 2) UIP2] 7-$¢ o4 ME 3H2Hmacro-
phage accurmilation)e] w7 F&2e]H, 3) DIPd)
= Aol ME(fibroblastic foci) W47l A9 gk
= Holtf. DIP #e UPe] Z$xc de 9

=

(b)

Fig. 14. Respiratory bronchiolitis-interstitial

lung disease in a 48-year-old
heavy smoker.
(a) Chest radiograph shows gro-
und-glass opacities along with reti-
cular densities in bilateral upper
lung zones (arrows). (b) Thin-
section (1.0-mm collimation) CT
scan obtained at level of aortic arch
shows patchy ground-glass opaci-
ties, irregular linear opacities and
emphysema in bilateral upper lobes.
(c) CT scan obtained at level of
inferior pulmonary vein shows pa-
tchy areas of ground-glass opacity
in both lower lobes.

9l ZA%7F 230-50t)) AxEe H|F ol &g
Hol= 7o) U, DIPY «)F& HlatF Foo
oF 61%(60-80%)2] A7t §4l A s=28 57
ukeah 5 Al ok 489% Awoloy,

d&FE X-A89 274 4 FE HEsdol
717 el FAE oA #EAHM(Fig. 15) 3-22%2
g A A4 £27L Ho|7|E P,

284 CT ol Hartman 52 Ao (22¢])
oA FhfrEl&ES Bt 82%oA He EE F
912 AW oy MBRIME FsHy FHwst
tE 29 wo syl Wyt WA =
(Fig. 15). =% A4 717 &t = 2]
F¥ A W3 (subpleural cystic change) %}

in
Hr 32

!
T

=
i NI
ol

il

1%t

— 139 —



— K. 5. Lee —

(a)

(b)

Fig. 15. Desquamative interstitial pneumonia in a 49-year-old man.

(a) Chest radiograph shows subpleural ground-glass opacity in bilateral middle and lower

lung zones (arrows).

(b) Thin-section (1.5-mm collimation) CT scan obtained at level of bronchus intermedius
shows subpleural ground glass opacities in both lungs. Also note nodule (arrow) in lingular
segment of left upper lobe, which proved to be benign granuloma.

Fig. 16. Lymphoid interstitial pneumonia in a

24-year-old woman with multicentric
Castleman disease. Thin section (1.5-mm
collimation) CT scan obtained at level of
superior segmental bronchus of right
lower lobe shows patchy ground-glass
opacity in right lung. Some ground-glass
opacities (arrows) are centrilobular in
location.
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Fig. 17. Lvmphoid interstitial pneumonia in a

58 vear-old woman. Thin section (1.5-
mm collimation) CT scan obtained at
level of azygos arch shows multiple
cystic lesions in right lung.
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