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Fig. 1. Classification of diffuse parenchymal lung diseases.

1. Usual interstitial pneumonia (UIP)

2. Bronchiolitis  obliterans  with  interstitial
pneumonia (BIP)

3. Desquamative interstitial pneumonia (DIP)

4. Lymphocytic interstitial pneumonia (LIP)

5. Giant cell interstitial pneumonia (GIP)

o o] BREE 4 7 Fdlel HEshed
Aol B3] dd-wHos & 9x] &e P
$7F i IOPsoll ik M2 AHEE oAl gl
we} Miller?} Colby’, Katzenstein’, Travis’,
ATS/ERS® Sol o} M2¢ EFPSo] #us
S tHTable 1).
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HEls AW BEY Liehow E79 29 LIPS GIP
v di-Ee) BielA wAA ==, 2 ol
LIPe] ®2& FHEo] oMyddgzFor wdsn,
GIPe] B& o5 dng JFHod oF AHF
(hard metal pneumoconiosis)ell 438}7] w#-°]%l

th, E=d A= el AskEe] FrbE U,
o] 7]°|+= respiratory bronchiolitis-associated in-
terstitial lung disease (RB-ILD)', bronchiolitis
obliterans organizing pneumonia (BOOP) =+

9
"™ acute

cryptogenic organizing pneumonia (COP
interstitial pneumonia AP 2 nonspecific
interstitial pneumonia (NSIP)!' o] lef*™,
ey 20019 AAE M2 ATS/ERS il
A= LIP7E thA] E5pell 807k 5 L5 77H49]
Aiyelsty AASS ¥ ATE oSS A
dlee)] mheh JhshA [IPF/CFA, NSIP (provisional),
COP, AIP, RB-ILD, DIP, LIP S°|t} o] &5l
2% AL z=2gH ¢4 (histologic pattern)ol]
7128 © 94-3A-4 2] clinico-radiolo -
gic-pathologic diagnosis, CRP diagnosis)2 A&
gohs Aol & 2%y gl wet IPE
datd ez EHe o, HFAGHS TF7H e
AL, AR )AL F wlE] 2)Ab7E Bl FhE-d] #hzte)
EE 4, wAbd A, Welsty HREg F§H



— Idiopathic interstitial pneumonias : Classification and pathology —

Table 1. S24 7434 #HHe B 5F

Liebow & Katzenstein Muller & William & ATS/ERS
Carrington (1969) (1997) Colby (1997)  Travis (2000) (2001)
uIp urp UIP UIP IPF/CFA
DIP DIP/RB-ILD DIP DIP DIP
RB-ILD
BIP BOOP BOOP cop
AIP AIP DAD(AIP) AP
NSIP: NSIP NSIP : NSIP
Group I,II,IN Cellular Fibrosing
LIP LIP
GIP

UIP: usual interstitial pneumonia, NSIP; nonspecific interstitial pneumonia, OP; organizing
pneumonia, DAD; diffuse alveolar damage, RB; respiratory bronchiolitis, DIP; desquamative
interstitial pneumonia, LIP; lymphoid interstitial pneumonia, IPF: idiopathic pulmonary fibrosis,
CFA; cryptogenic fibrosing alveolitis, COP; cryptogenic organizing pneumonia, AIP; acute
interstitial pneumonia, RB-ILD; respiratory bronchiolitits interstitial lung disease

Table 2. 24 A4 Ao Welazdy - Apa-del 2HCRP Diagnosis )9 #H
HyAA CRP Diagnosis

HEY 7HE4 H¥E (UIP) S99 HRs2/584 AR HE9 (PF/CFA)
H5olg a4 #HE (NSIP) H|5olg kA4 #9 (NSIP, provisional)

7143 H¥ (0P) Eard 7143 H" (CoP)

vehd HEEA (DAD) w4 7EA 9% (AIP)

3E4 A7EA9 (RB) ZER AVENE-2EA H43 (RB-ILD)

gebd 7H4 4 W™ (DIP) geby 144 HJ¥ (DIP)

HErA A HE (LI HEgA A #HE (LIP)

UIP; usual interstitial pneumonia, NSIP; nonspecific interstitial pneumonia, OP; organizing
pneumonia, DAD; diffuse alveolar damage, RB; respiratory bronchiolitis, DIP; desquamative
interstitial pneumonia, LIP; lymphoid interstitial pneumonia, IPF; idiopathic pulmonary fibrosis,
CFA; cryptogenic fibrosing alveolitis, COP; cryptogenic organizing pneumonia, AlIP; acute
interstitial pneumonia, RB-ILD; respiratory bronchiolitits interstitial lung disease

S 2 sgstefoptt 7hE stk Table 2). 2 el dis) 71&stE Qg EL butE Bxlo)
A s HAE ANEAY B 52 S8 ¢
[IPs2] Ml o HAHO| 99| HAA A, FARE, Ao 2 2 Ae3

ofAl, F1¢, 7158 58 #UF "ast ook
IPsgate} Xghatd e o Agaolojn Jate], T AEHL A3 de -ty 2
WA AY, el oA} 7he] eabigo] oj$ Fast & HaidE dFEHovl: xw, BE
o, Wl Wal oAbt QA=A w47 H9 UIP/IPF &xtellA Bag AL oblrh ey ©
g, F9Y Sl o FH glo] 24g AEsE ek 2 Az F Fvlel 4A HAY
B Aokl whEA ol w3 el % HE AR Fo A = ¥ 5go] HA ¢



7] W] &7)d A o] Foh FF A WY 2971 28 ¥ Qlojof i} &
WAL Forn A HE oldg SoH o 3 5o F WE A4S 4] At F244
7 2y, AAE ggaME oEE, A" 232 b

1L 389 ga-gEEty Agg JigAd gd o Z yelgz v 24edt AXA A
g QA ge] AP S Al =g &abo] FpIRIA] AEE slof gt HEd H
th & de #54 ARE & F A3, A B FAVIE olgdld 10% F4 XEEdE
e tE g e BAT £ gl selatea mAAIT.

2. IPsoll tigh thie) ABHES 7% A3 2. 27| AT HEldde] £AS& d8=
7 Bargo] w2 Hid, A3 Ad gl g mrh vk @AEL XNEFAY AT
ARSI 2283 N85 9T F AL ¥ o} AL A =4 Oﬂ’z}i] 28 98 ARE
v, 438 58 + Aok wolAU, # ARt Yle] WA 8t

3. AEEE EATE 5EE 49 JAE Fe , A go] g wkgo] th2A Yepd F 3l
the RS #xte BRAoY FFAA FHAA 7] W&ot we Fr1Ho By A
ZQ3kt} (o, AHAF) AR AAE A4 FAE ZE doAe o

g dolgEn 3 AHE & dart 3l
gy-Eo A4S ARL V|EY zASH $ 3. 98 AGM HHE AAS AE HAY “}‘4
(UIP, NSIP, OP, DAD, DIP, RB, and LIP)2 2 7}7] & #WEAHEg Holy ASL Utk
AARHQ BF7 5eA dFEL B £8FF 2 59 sgoire UP &£7o] Rolx &
(sarcoidosis), #T4 #H¥, lymphangioleiomyo- Hol| = NSIP A7o] #EEE Holth
matosis (LAM), ®3% lymphangitic carcinoma % Flaherty 5 (2001)8) B.xo)] m=wd ek g
7o} zbdx 7Fesl A1, hard metal disease9t 2 AHlA UIP Azio] #&EHL EP»E— ol
& AYgA HAgY EAm AT F ook Wl A NSIP 470] #&EW 44 & PR
»g }.ZMW T4 B T 9% ado] #FHY Bl &ate Aottt £EvE AT whef
Mo Agste] AAUE Fofol 3 HgolE UPY s Adiste] &4
o] #AH T Y& HPoME HolFAd HH
=3 HAAL 23 MPse A Al 1A ojuf AHAA Fo] AFAHWA o]d " FF
%JJr Eiges 2, #94 HE, = dUASH 22 Ad

1L #&4 QAL i ool #HAdA ARt & Bolx Ro] Frf

= o] FPM A Musz <ld EA 4. #7132 #A47 (transbronchial lung biopsy,
7b FAE EoME AR e, A A TBLB) ji-#¢] MPse AdkE 93 F&
3t 278 gAol kel HolA Fert g o] oplt}. 2¥X|¢ TBLBE 3HAH
Sotdow Basla HAPAOR Holy F9 ‘5 %% % lymphangitic carcinomatosis, &
g AAshd du. ¥ HRCTE S8 T4 AY, B4 A A3 55 A
2] wojd 98 el WA CjALS A Q . wd °“‘”-‘1]°§‘4 WAL A OB
i 2o ARE QL F PP o4EQ ¥ COP 4 AIP 7} 94 =H= 2% Z4z 233
A7 AL ARe A vAY 74 % How OP ®¥ DAD "o%“’] B F4
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— Idiopathic interstitial pneumonias : Classification and pathology —

Table 3. UIPe] ¥ej4A

8 Yal2AH (Key Histologic Features)

Dense fibrosis causing remodeling of lung architecture with frequent

“honeycomb” fibrosis

“Temporal Heterogeneity” Fibroblastic foci typically scattered at the edges of dense scars

Patchy lung involvement

Frequent subpleural and paraseptal distribution

TAUE

FHH 27 (Pertinent Negative Findings)

Lack of active lesions of other interstitial diseases (ie., sarcoidosis or LCH)

Lack of marked interstitial chronic inflammation

Granulomas ; inconspicuous or absent

Lack of substantial inorganic dust deposits, i.e., asbestos bodies (except for carbon black pigment)

Lack of marked eosinophilia

Ry 21N Hag He

1. BYY o MRESB(idiopathic pulmonary
fibrosis, IPF) -8 ZHIMEHE(UIP)

UlP= 489 W df3id 2124 HEe
7R @A A B ¢ gl M EF 248 §
HE JAHo2 IPF T EU4 M4 HEy
(cryptogenic fibrosing alveolitis, CFA)Z2E &g
ot UIPSt IPF9] £ Alololi= B =3 o] Y
Ak 2o Aolo o3 “IPFE w4 M%)
4 A4 HES sYEA gt 2350 WA
3= AdEEe Aoz HYHAY UPY =3
3 2AE Hole A$"E guat’ oA 2
, IPF 9 39S Y8 o gz UP
o) 23 277 @4, 1) AN HEHe &
T ¢ e UE AU, F 4B #3134 a9
W Zepl gagd dsEo] AHolok s,

SR PAAEA 270, & F HaR 9 ¥ 7]
AR #AG wighkd A4 g9 =Yy
(honeycombing) 47, 3) AT %4 (restrictive
pattern)& HolE HIAAHQ HI% HAL 59

Ag FFZAAk §}. AL Yutzoz 5)
H2 EFIS 2 gy 712 e FaE YA
o2 dwdch IPFY 83 2x84 Age ¢
e HARE Aokt gt HAde B
A ¢ wE ATS/ERSOIN 748 2 747 =
& FEAAC Pt AT HAdo] ABHo
A %g ASE 7] gEd RE Q43w
A weety Ause Bxsd HEH AL
yale Aol Hast)

]

2{:‘

mlo > S Y

M| oA -

UlPY F8 2347 A4 ¥ 729 33, A
w39 wH, AAH YehtE  fibroblastic
foci, Rt X9} Aoly HAPGY WAL A
Hoz okt 4 9ltkTable 3). Fetdu|Aozw
#EE Auj oA ¥ E4o] xag Wil )
¥ OdsA 2k & Adder BEWE ¥y
T&, d dF, dR3te ¥h 2% (honey-
comb) ®37} @l Aotz g wah wz
o} vetde] EAo|tkFig. 2)%® 2ot Wz
< FEsRY HAFdAN s AskA Jehd,
e 4FL dutdoe AugAY $Ex0]
o, B whdd(patchy) o2 veh}=d), HE =
Aol o) FET FAAE R 2Z T 247
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Fig. 2. UIP pattern. (A) Wedge biopsied lung shows characteristic findings of honeycomb change.
(B) Patchy fibrosis with remodeling of the lung architecture shows a striking subpleural
distribution. Areas of normal lung are present that lack active lesions of other interstitial
lung disorders. (C) There is marked fibrosis consisting of dense collagenous scarring with
remodeling of the lung architecture and cystic changes. (D) The dense collagenous scar is
juxtaposed with a fibroblastic focus of loose organizing connective tissue. (Masson trichrome

stain)

A TF AxGaMaEe] F45 sergth 443k
7 dojd B9l FEHE vAEy wdde 3
7 AbAE  fibroblastic fociZ FAEo] vhekA
(temporal heterogeneity) 2 H<Itl HHH ®3l=
@ ARA E717Heystic fibrotic airspaces)®] &

B2 #atwe F8] A7|ea duAdEE HEEL
Yol i]“"“ilq‘ P&z FA= g3 #Fag”
Urre] £ 9= v|aE AHAdoem QEE
H ?3‘_7} I’J’—L}H‘-"{"F‘E} ghoh 1A dod e
AEE @A "Wy HstE Fakgk dd AR
3}{severe fibrosis with honeycomb change)” 2}+=

I‘_.

o

kit 7hstA gk gatel aeiM= A A7 A
g Aol A= UIP Fdol #EHL thE Hgel
AE UIPY] 47eo] EFE35HiL 23] NSIP #2
o2 Helage] |AEHE )

gkef ZAge] ZH7|o] AHE sHAIEY UIP &
A gA e 2 udd 34 HEEs B
F ded, #4, T v1ds) A, vegd A
{=2Hdiffuse alveolar damage, DAD), = A& 79
solth olil Af dls L = s wi=
“accelerated decline of IPF" == “IPFe] #4 <
ZHacute exacerbation of IPF)" iz #&sl’

el



— Idiopathic interstitial pneumonias : Classification and pathology —

Table 4. UIP ¢d<] Hejazlo] gass d3s

1 524 # dists/Ea4 Ma3d Hxd (IPF/CFA)

2. u9E 334 (Collagen vascular disease)

3. & =4 (Drug toxicity)

4. 73 %14 #H™ (Chronic hypersensitivity pneumonitis)

5 #AMA H¥ (Radiation pneumonitis)

6. MU S (Asbestosis)

7. 7t BERA ) 4 %ﬁ}z (Familial idiopathic putmonary fibrosis)

8. Hermansky-Pudlak %
42 A, 3B 9F HAY, vy 0y (19%)%  “NSIP” 2k= 8018 Apgatdnt’, NSIP
HH, AHS 2 7154 PR A$ Uy 233} o] Ade] EHEA & O %33 T E Ho
Hog o] B7bs & #A97t Ak WAy AdBo=A PR 7E% gav)

A%k DIP, AIPY COP9}= th& 45 selst
Aol AT a¥AT NSIPeH: fo)i=
WOt FE HIVel ZHd #xbollA @aysl

fr 3o

o
3
‘“lm ]
D“l

I % %*6}71 AsiME VEA 2254 s} 1
?J*M Zdel F A SR HIsor ik H1ZHAA 7 Aol diste] AbgEEo %7 o
ABEe wESe o] Halehh WA 21 Bol ogie] Ede] Qi RAE AMgIF
84 0;40111} SAE £ dade Agan NSIPe} Ao Azte] maws @e Wss
=, AdaA, Hddely tE Y dxES AA HAk A FolE o]F aglE Ydd BA
gesrdon M 8 AAT. daelEe ol ‘3101 S0l why 7hdy WPoRA HEH
4 93 5E }—:—H% zAbeke, o2 i 1 UIP %& DIPS) 27¢ 2 % ¢ 2499 A
dolekes AMdE ERlsforit gt %6}%1%1?}, #Ale Pl &3l d3te] 3 e
£qa50n VPR el Bad dge 2 AUdUS gtk 2RAT ojAE Suy
Z& 43 NSIP, DIP, OP 9} DAD7F 9t NSIPE 9142 50] ALgal7]elE= EA7} Q)
T3 UIPS ¥ 29t HelAhdg HojFs Wiog 2 olfE AAZCA #aEe yelsty adw
€ HudE wdd gadd gy A5 o Aol e 55T Ydarol gV "ol
317], A A" 2 Hermanky-Pudlak 3 NSIP #2159 oF7} [PF #zls B} 2
5ol AtHTable 4), & FAsAT, dgelgol AN $iA ¥u

ol& Yol 7|7} 4z ¢l NSIPY zALAL
2. H®o|M 7HEAM H&(nonspecific interstitial HEoldo|n &3] gz d@#AZ E5F 29

pneumonia, NSIP) A e AR HE e FEE A% HEA
ME & 4 Aok w3y B AP zF A NSIP

HAYHE 2HoA 71EY 54 HAA HEe o Fgol #EFHYE AL 7] A =¥ Wy}
ek Felol = ghx] b= BubA 7bAA Agto] vy sopain], 53 wgdd FHABE) W ¥yt

= 749 Kitaichi (1990)% “unclassified interstitial A AAret B4z HALE AAEA Fgslor o
pneumonia” 2 ¥ &393%, Katzenstein®} Fiorelli

2
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Table 5. ] Ec]4d A4 FHHNSIP)Y Heid
Z=| wa|AH (Key Histologic Features)

Cellular pattern
Mild to moderate interstitial chronic inflammation
Type II pneumocyte hyperplasia in area of inflammation
Fibrosing pattern
Dense or loose interstitial fibrosis lacking the temporal heterogeneity pattern and/or patchy
features of UIP
Lung architecture may appear lost on examination of H&E stained sections, but relatively
preserved with elastic stains
Interstitial chronic inflammation-mild or moderate

AYs =2XH A2 (Pertinent Negative Findings)

Cellular pattern
Dense interstitial fibrosis; absent
Organizing pneumonia is not a prominent feature
Lack of diffuse severe alveolar septal inflammation
Fibrosing pattern
Temporal heterogeneity pattern; fibroblastic foci with dense fibrosis are inconspicuous or
absent-this is especially important in cases with patchy involvement and subpleural or
paraseptal distribution
Both patterns
Acute lung injury pattern, especially hyaline membranes; absent
Eosinophils; inconspicuous or absent
Granulomas; inconspicuous or absent
Lack of viral inclusions and organisms on special stains for organisms

NSIPS 257

Katzenstein®} Fiorelli (1994)"'& “NSIP” & ¥4
A elA 453 ARty Axd g A 7HA
o] 21807 Wrdrh £, Growp [ HEA 4
= AS-olvl, Growp It 4FH A8t
7%l Group = F2 AFs7t &
A$o|t}. Travis 5(2000)° NSIPY| #
e wegale] AXA F (cellular pat-

U Aqulgors vy FY§ 2748 Rolw 7Hd
Wl wejdzAEsl Aestn ARt dEshl
ot He IPsol &8s o2 Fde
UIP, OP, DAD, DIP, LIP9h= #bdslEs 27olt
(Table 5 and Fig. 3).

AFEA NSIPE 22 AvsiAy 559 w
734 dZog Jehbed, s a5 9
AESo| L&At H= sS4z FAs

ox.

i
N rlr

"

Hu o o ofN
T s =
R

™

tern) @ A8-34 %A (fibrosing pattern)9] 7 7F AEy, @ 53] patchydtAl 23 &tk 7%,
AR Ak g 247 Az U hdo] £3) MY

drh FEHE AH3E dAY s gd Ax
Ha| 4AA Yol A wrgsle 71A3 ARse &3 #88 &

NSIPS] Hel2AL #AX FHdM g5 st
o gxol we} ez b & A a2

AQol(RE Z#9) oF 23 AE) 7|48 dHeR
298 FE ot Py P Edh
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— Idiopathic interstitial pneumonias : Classification and pathology —

Fig. 3. Nonspecific interstitial pneurnonia, cellular
They show temporal homogeneity pattern.

et NSIPelME et o] FHAY =
&8 A4 e BEEY, Augds was)
W FAsHA Hole AMzA oz FAH Yt
UIPe] E#l9l vlekade] 91919l fibroblastic focis
AAY Faiskx gtk Zdd wEtME Afsiat
ZaHoz Fagste] Pzl AYH7|E AW
UPAlA #d=e RAAR PEdsA d9d==e
gdert wddel G897 ZA% Qe F AT
ERAE gt gZAEe yee AdsAy
250, 2 YETE TAHD A5 A
AEE e,

ZHeEE
AFEA NSIPSt 7ol "Hast Az = Ay
", 7143 #H 4, LIP, DAD £37], £474 =

pattern (A & B), and fibrosing pattern (C & D).

Azt A4 NSIP7E oH™E simag e
Hesy A48 M7|BAFAEY AEAd HEA
Hy, A Ee] Yehs B SolF 2 WA
o= ek 71dstE e AAstE AR Utk
Thd AEA NSIPoA =&8kar & dEsa] £
& SolFo] FFECH V=Al A4 HE, 3
9, ngd "d@As oy oA Hye s
A4 ns] gol ek Aol 7S wiAs7]
Q= FFo|v} Prneunocystis carinii 2 A9
S EFs7] g SFEAE Aldsteert @t
(Table 6).

534 NSIPe e a8k HIEERE
UIP, =}21A #%, LangerhansA ¥ =353, DIP,
71438 #¥, DAD ¥ #§%% 5o g™
7 Fag A& UlPste] 71|, NSIPE #4
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Table 6. NSIP 79| Wejszio] #iHe

\:

1. 9elo] gl A% (diopathic NSIP)

2. wgd g4

3. 994 HE

4. kA #H¥E (Drug-induced pneumonitis)

5 #4

6. 18 Z23#Z (Immunodeficeincy including HIV infection)

P>~

Table 7. 7143} #¥ (OP) g

I]HEA

(Key Histologic Features)

Organizing pneumonia; intraluminal organizing fibrosis in distal airspaces

(bronchioles, alveolar ducts, and alveoli)
Patchy distribution
Preservation of lung architecture
Uniform temporal appearance
Mild interstitial chronic inflammation

2AIRIE EHA A (Pertinent Negative Findings)

Lack of interstitial fibrosis (except for incidental scars or apical fibrosis)

Absence of granulomas
Lack of neutrophils or abscesses
Absence of necrosis

Lack of hyaline membranes or prominent airspace fibrin

Lack of prominent infiltration of eosinophils
Absence of vasculitis

& 248y 2de wol=d W U s o
&g Fo) 2% A, FHE wdd A

o] 9l fibroblastic foci7b EA# o)t} Masson

trichrome@ # 2& EL£dAL oA ¥ 44

Asete 2 gEg 4 glrh

3. EWAN J|E3 HE (cryptogenic organizing
pneumonia, COP)

COP3= Davison 5(1983)°9] oj8) Hg2o2 71%¥
Ad-weles dehyolr), 19859l Epler 5
off 9J&] bronchiolitis obliterans organizing pne -
umonia (BOOP)® E2|WA] o] Wygo i da A}
4990 a8y 2001d% ATS/ERSIM+ COP

2 Ags71E ARG ool COPEh:
B3 AAE o] Ao} 7|EAS HHE H I
s 3, k&R HAAG AR Y(constri -
ctive bronchiolitis obliterans)¥ Z2 7= %3}
BOOP 79 &%& dat7] fsjrjelct. 7143
@ okAMorganizing pneumonia pattern) H X2
3 #Hx Jol4e 7]4 3k “organization pneumo -
nia )& FAFEA A7|EA delAe 7]z
(“polypoid bronchiolitis obliterans”)7} &4 7]
e} 71238 H@gye o2 W 8o Qe ¥
Aol A e]xH o E eI shal His thE
Mol dRE #EE £% ot HAH Wt

F ﬁoiﬁ R L
[e]
2
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— Idiopathic interstitial pneumonias @ Classification and pathology —

Fig. 4. Organizing pneumonia pattern in patient with cryptogenic organizing pneumonia.
(A) Bronchiolocentric pattern with patchy distribution. (B} A bronchiolar intraluminal polyp.
(C) Polypoid plug of loose organizing connective tissue within an alveolar duct. (D) Loose
plugs of connective tissue filling alveolar airspaces.

f5hd fl9le] £3E HHI FHo| 7Hgstrt o
& 59| organizing pneumonia associated with
rheumatoid arthritis Y}, organizing pneu-monia
secondary to viral pneumonia = X7)8tH gl
COP= fiRlE®olet= A, 7HE vhe Fele]
A4 ARG EFEHE 4P Ae H, ¥3¥ 9
o] AX FHo Fxve] F{T Al 0¥ AZAE
o] Fao] gtk HEL et OPso] &7/
TEEYA, i et vkEn F2 4
el A zwkaly] S0cfellA] Eabch difR Fab=
olgAe] &g Holn FFI 7H, SEFIT
9 drge] Fado] gtk F5 CT HAelA HH4
o] patchy consolidation/opacity-& Roln #H &t
ol g A7E& Btk oF= F& FHoln, =

o= ool 4 B

Hal 4H

71238 HEge HF4 H dFo=AM HFEARE
o] FAe] # HEHTE FE F7ZA dold
o] 5A4Hoe|t}t F Axz HE YE w5
Helo] HMREME FHLE o|FofU E3F:
(plugs of fibroblastic tissue) & g =7
(polypoid tissue, Masson’'s body)el #ekAl g}
A7l A M B]5:g wWwe] & 4 glrh
(Table 7. cji-8 W 27|58 FHoz 4
Eldtcl (Fig, 4). ®9 Wje] #Hlx F2 ZHv|g v
TE2 Hola vHAHZT MEEo] HEEH, Al IF

£

a8
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Table 8. 7143 H# (OP) g9 ¥4z

Ed4d (COP)

NAs 3

AR E R ST P
FEER ERE

s AEE

— =
Hommﬂ.@sﬂ.&ws\vr—*

R PESCERERE TS

—
]

oelyg gH27)14d Hxe / Ay HE

. d24 483 (Inflammatory bowel disease)
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— Idiopathic interstitial pneunonias :

Classification and pathology —

Fig. 5. Acute interstitial pneumonia. (A) The external surface of the both lungs show cobblestone
appearance. (B) Cut surface of the lung shows diffuse involvement of the lesion. (C) The
lung shows diffuse alveolar wall thickening by proliferating connective tissue, hyaline
membranes, and Type II pneumocytes. (D) Organizing thrombi in a pulmonary arteriole.
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Table 9. 7|tHd HX&4 (DAD)S ¥4z

3 wela

(Key Histologic Features)

Diffuse distribution
Uniform temporal appearance

Alveolar septal thickening due to organizing fibrosis, usually difuse

Airspace organization (may be patchy or diffuse)

Hyaline membranes (may be focal or diffuse)

ARl £E

2 (Pertinent Negative Findings)

Lack of granulomas, necrosis, or abscesses

Lack of infectious agents (no viral inclusions and negative results with special stains for

organisms)
Lack of prominent eosinophils and neutrophils
Negative cultures

B o3
(Table 10).
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— Idiopathic interstitial pneumonias :

Classification and pathology —

Fig. 6. Respiratory bronchiolitis in a patient with respiratory bronchiolitis—associated with intersitial
lung disease. (A) Pigmented alveolar macrophages fill the lumen of the respiratory
bronchiole. (B) The pigmented cells contain iron particles(Iron Stain).

Table 11. &4 A712xg9 H41

= "a|2AH (Key Histologic Features)

Bronchiolocentric alveolar macrophage accumulation
Mild bronchiolar fibrosis and chronic inflammation
Macrophages have dusty brown cytoplasm (may be positive for iron stains)

2AUE

2XHE 2A (Pertinent Negative Findings)

Lack of diffuse macrophage accumulation

Lack of interstitial fibrosis and/or honeycomb fibrosis

7187, HES D A7 BH F99 HEZA] A
24 2N N2g @A oMz Fho|
), %o Ze] MESS FRE Azd oy
3¢ &3 24 #ye 3 IckFig. 67
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25 A I8 AXAE) AFE 712347 4
Ao o) ZELAch FHAAFEA H7|Fo| £9
Skl Table 11).

9

6. EetM ZHalM B (desquamative interstitial
pneumonia, DIP)

Liebow®} Carrington (1969°& ) E 49 4| ¥ S0
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Table 12. UIP¢} DIPS] zH3”

UIP DIP

Clinical features

Mean age 509 yr 423 yr

Spontaneous improvement no occasionally

Response to steroids <10% >60%

Mortality (mean survival) >60% (4-5 yr) 21% (12 y1)
Pathologic features

Temporal distribution heterogeneous uniform

Fibroblast foci present absent

Intraalveolar macrophages focal diffuse

*modified from Dr. Carrington CB, 1978 and Dr. Katzenstein A, 1993

Table 13. 2etyd 7124 AEDIP)e ¥e A4

=

= He|4AA (Key Histologic Features)

Uniform involvement of lung parenchyma

Prominent accumulation of alveolar macrophages (may show fine granular positivity with iron

stains)

Mild to moderate fibrotic thickening of alveolar septa
Mild interstitial chronic inflammation (lymphoid aggregates)

WARIE FHN 47

(Pertinent Negative findings)

Dense and extensive fibrosis : inconspicuous or absent
Smooth muscle proliferation : inconspicuous or absent

Honeycomb fibrosis : absent

Fibroblastic foci and organizing pneumonia :
Eosinophils : inconspicuous, absent, or only focal

inconspicuous or absent
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Classification and pathology —

Fig. 7. Desquamative interstitial pneumonia pattern. (A & B) The alveolar spaces are diffusely
involved by marked alveolar macrophages accumulation. (C) The alveolar walls are mildly
thickened by fibrous connective tissue on EVG stain. (D) The alveolar macrophages are
strongly reactive for CD68 on the immunohistochemical staining.
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poral heterogeneity)olvt, B 73}, fibro-
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Fig. 8. Lymphocytic interstitial pneumonia pat-tem. (A & B) Diffuse thickening of alve-olar walls
by moderately severe infiltrate of lymphocytes and plasma cells.
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el 7Hd & a5ty 2AFHo2E 4 oz
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CHFig. 8). = AIE #HAEAES F24 2 HE
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(Table 14).

HHEE

Z2dAGE g3t AFEEE VWY F=F F
2){diffuse lymphoid hyperplasia or hyperplasia of
bronchial mucosa-associated lymphoid tissuev
(MALT)}, 234 ¥x% F2(nodular lymphoid
hyperplasia), &~HX54 YZF(small lymphocy -
tic lymphoma) Sol vk Z=ZFEHA Fido] v
3HA Holy Ao 2= OP, NSIP, 914l #H3}
UIP 7} 9tHTable 15)*,

=Fe = gl ZHE M H3 (Unclassifiable
Interstitial Pneumonia
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— Idiopathic interstitial pneumonias : Classification and pathology —

Table 14 WY A4 9 (LIP)9] Heaa

FE #e|aA (Key Histologic Features)

Diffuse interstitial infiltration of involved areas

Predominantly alveolar septal distribution

Infiltrates comprise mostly T cells, plasma cells, & macrophages
Lymphoid hyperplasia (MALT hyperplasia) - frequent

A UE FHH A (Pertinent negative Findings)

Lack of tracking along lymphatic routes (bronchovascular bundles, pleura, and interlobular
septa), characteristic of lymphomas

Organizing pneumonia, inconspicuous or absent

Lack of Dutcher bodies

Lack of monoclonal light chain staining pattern of plasma cells (polyclonal pattern present)

Lack of extensive pleural involvement or lymph node involvement

Lack of necrotizing granulomas

Table 15. =74 HAA A9 (LIP)9) 278 Rol= AUS

1. 54

2. %9 (especially Pneumocystis carinii, hepatitis B, EBV)

3. mYd AR (53 Sjogren’s syndrome, rheumatoid arthritis, SLE) HEZH= (HIV,
SCID)

4. & HYEE (Autoimmune hemolytic anemia, myasthenia gravis, pernicious anemia,
Hashimoto's thyroiditis, chronic active hepatitis, primary biliary cirrhosis)

5. FAN/EA =&

2. BAAG WA Als

3 FHAsSAG AW} Qe AF (o, Y
T AAG At g z3)

4. Q4H, WAAE, ety 27 e 2}
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