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Fig. 1. Usual interstitial pneumonia in a 61 year-old man.

A. Chest radiograph shows reticular opacities in subpleural areas
of both basal lungs.

B. High-resolution (1.0-mm collimation) CT scan obtained at level
of liver dome shows multifocal patchy areas of ground-glass atten-
uation, irregular linear opacities, and honeycombing cysts at sub-
pleural portion.

C. Low-magnification (H & E, x 12) photomicrography of biopsy
specimen from the right lower lobe shows temporally variegated
appearance with alternating areas of active inflammation (small
arrows), fibrosis (large arrows), and interspersed normal lung tis-
sue (arrow heads).
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Fig. 2. Usual interstitial pneumonia (end-stage fibrosis) in a 57 year-old man.

A. Chest radiograph shows coarse, irregular, linear opacities and honeycombing in subpleural areas of both lower lung zones.

B, C. High-resolution (1.0-mm collimation) CT scans obtained at level of bottom of left atrium and liver dome show extensive hon-
eycombing cysts, irregular linear opacities, and traction bronchiectasis (white arrows) at both subpleural and central lung zones.

D. Low-magnification (H & E, X 12) photomicrography of biopsy specimen from the right lower lobe shows marked interstitial
thickening with fibrosis and bronchiectasia (arrow heads).
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Fig. 3. Nonspecific interstitial pneumonia (group I) in a 54 year-
old woman.

A. Chest radiograph shows areas of ground-glass opacities at
both middle and lower lung zones.

B. High-resolution (1.0-mm collimation) CT scans obtained at
level of liver dome shows geographic areas of grond-glass atten-
uation in subpleural portion of both lower lobes.

C. Low-magnification (H & E, x 12) photomicrography of biop-
sy specimen from the right lower lobe shows diffuse areas of in-
flammation with lymphocytic infiltration (arrows).
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Fig. 4. Nonspecific interstitial pneumonia (group II) in a 46 year-old woman.

A. Chest radiograph shows areas of ground-glass opacities at subpleural portion of both lower lobes.

B, C. High-resolution (1.0-mm collimation) CT scans obtained at level of left atrium and liver dome show irregular linear opacities
and patchy areas of ground-glass attenuation at subpleural portion of both lower lungs, and areas of air-space consolidation with
bronchiectasis at the right middle lobe.

D. Low-magnification (H & E, x 12) photomicrography of biopsy specimen from the left lower lobe shows temporally uniform
mixed areas of interstitial inflammation and fibrosis. Also noted interlobular septal thickening (arrows).
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Fig. 5. Nonspecific interstitial pneumonia (group III} in a 50
year-old woman.

A. Chest radiograph shows reticular opacities and patchy areas
of ground-glass opacities in subpleural portion of both lower
lung zones.

B. High-resolution (1.0-mm collimation) CT scan obtained at lev-
el of liver dome shows irregular linear opacities, ground-glass at-
tenuation, and traction bronchiectasis with temporal homogene-
ity.

C. Low-magnification (H & E, x 12) photomicrography of biop-
sy specimen from the right lower lobe shows relatively homoge-
neous areas of diffuse interstitial fibrosis (arrows) with mild
chronic inflammation (arrow heads).
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Fig. 6. Acute interstitial pneumonia (exudative phase) in a 63 year-
old woman.

A. Chest radiograph shows bilateral asymmetric air-space consoli-
dation and areas of ground-glass opacities.

B. High-resolution (1.0-mm collimation) CT scan obtained at level
of right main bronchus shows bilateral diffuse areas of air-space
consolidation, ground-glass attenuations with crazy-paving ap-
pearance, and bilateral pleural effusions.

C. Low-magnification (H & E, x 12) photomicrography of biopsy
specimen from another 58 year-old woman shows scattered hya-
line membrane lining alveolar septa (arrows) and mononuclear
cell infiltrations.
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Fig. 7. Acute interstitial pneumonia (proliferative phase) in a 43 year-old woman.
A. Chest radiograph shows mixed areas of air-space consolidations and ground-glass opacities at bilateral lungs.
B. High-resolution (1.0-mm collimation) CT scan obtained at level of aortic root shows bilateral geographic areas of ground-glass at-

tenuations, air-space consolidation, and mild bronchiectasis.

C. Follow up High-resolution (1.0-mm collimation) CT scan 22 months after initial examination shows irregular linear opacities,
ground-glass attenuations, and honeycombing cysts at subpleural portion of both lower lobes.

D. Low-magnification (H & E, X 12) photomicrography of biopsy specimen from the right lower lobe shows extensive fibroblast
proliferation (arrows), mainly within the interstitium, with a few residual intra-alveolar exudates.
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Fig. 8. Desquamative interstitial pneumonia in a 49 year-old man.

A. Chest radiograph shows diffuse areas of ground-glass opaciteis in subpleural portions of both middle and lower lung zones.

B, C. High-resolution (1.0-mm collimation) CT scans obtained at level of right main bronchus and liver dome show diffuse areas of
ground-glass attenuations and focal air-space consolidations in subpleural portions of both lungs.

D. Low-magnification (H & E, x 12) photomicrography of biopsy specimen from the right middle lobe shows diffuse intra-alveolar
accumulation of macrophages (arrows).
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Fig. 9. Respiratory bronchiolitis-interstitial pneumonia in a 48 year-old man.

A. Chest radiograph shows bilateral subpleural areas of subtle opacities and linear opacities in the middle lung zones.

B, C. High-resolution (1.0—mm collimation) CT scans obtained at level of aortic arch and inferior pulmonary vein show bilateral
areas of ground-glass attenuation in subpleural and peribronchial portions. The findings of centrilobular and panlobular emphyse-
ma are also seen.

D. Low-magnification (H & E, x 12) photomicrography of biopsy specimen from the left lower lobe shows accumulation of intra-
alveolar macrophages which are patchy in distribution and localized to peribronchiolar parenchyma (arrows).
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Idiopathic interstitial pneumonias are at present classified as one of four types: usual, nonspecific, acute, or
desquamative. The acute form has the worst prognosis, followed by the usual and the nonspecific form; it is in
desquamative cases that prognosis is best. At high-resolution CT, usual interstitial pneumonia, the most fre-
quent type, manifests as patchy subpleural areas of ground-glass attenuation, irregular linear opacity, and hon-
eycombing, which the nonspecific type, the second most frequent, appears as subpleural patchy areas of
ground-glass attenuation with associated areas of irregular linear opacity. Acute interstitial pneumonia demon-
strates extensive bilateral airspace consolidation and patchy or diffuse bilateral areas of ground-glass attenua-
tion in middle and lower lung zones.
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