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Two Cases of Pulmonary Eosinophilic Granuloma
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Eosinophilic granuloma (histiocytosis X) is an uncommon granulomatous disorder affecting the
mononuclear phagocytic cell system caused by unknown etiology. When confined to the lungs, it is
also known as pulmonary eosinophilic granuloma or pulmonary histiocytosis X. After the first case
was described in 1951 by Farinacci et al, more 250 cases were reported in the English literature.
However only 4 cases has been introduced in our country. We describe two additional cases. In both
cases, open lung biopsies are performed for definite diagnosis and examined by immunohistochemical
stain for S-100 protein and electron microscopy for ultrastructural identification of Birbeck granule.
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Fig. 1. (A) Chest P-A taken 4 years before admission revealing that thin-walled multiple bullous
lesions are in both lower lung fields. There are no specific lesions except slight hyperlucensy
in both upper and middle lung fields. (B) Chest P-A on admission showing that various sized,
thin-walled, air cystic lesions are newly developed in both upper and middle lung fields. Walls
of bullae in lower lung becoming more thick and irregular.
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Fig. 2. (A) Chest C-T on apex showing multiple small
cysts with thin wall. (B) Chest C-T on lower
lung showing both large thick-walled bullae
and small thin-walled air cysts, which are rela-
tively even distribution from central to periph-
eral area.
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Fig. 3. Alveolar septae widened by an infiltration with histiocytes and
eosinophils. The diagnostic cell is the Langerhans’ cell, a large
histiocyte with abundant eosinophilic cytoplasm and a folded
nucleus (x200).
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Fig. 4. Electron microscopy of histiocytic cell containing with concor-
ted nuclei and rod or racket-shaped “Birbeck granules” in the
cytoplasm {(arrow heads x 8,000). High-power view showing the
characteristic granule {(insect X 50,000).
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Fig. 5. (A) Chest P-A on admission showing
reticulonodular densities in both entire lung
with sparing both costophrenic angles. (B)
Chest C-T showing small cysts and nodules
distributing evenly from apex to base of lung.
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Fig. 6. Interstitial nodular infiltration of large histiocytes, eosinophils
and lymphocytes. Alveolar macrophages accumulating within
the surrounding alveolar spaces (arrow head) showing DIP-like
reaction (x200).
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