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= Abstract =
A Case of Clonorchiasis with Clinical Presentation of Eosinophilic Pneumonia

Deog Young Lee, M.D., Sung Jun Kim, M.D., Jong Hyun Lee, M.D.,
Dong Wook Kim, M.D., and Jin Kwan Lee, M.D.

Department of Internal Medicine, Dong Kang General Hospital, Ulsan, Korea

Although clonorchiasis is one of the most common parasitic infections in Korea, it is unusual that the disease
presents peripheral eosinophilia and pulmonary infiltrations.( eosinophilic pneumonia) A case of clonorchiasis
manifested as diffuse nodular pulmonary infiltrations was presented. The patient had a mild to moderate pain
on the right upper quadrant of the abdomen, cough, dyspnea, and unknown cause of marked eosinophilia (up
1o 71.4% of total white blood cell count). The causal organism, clonorchis sinensis was found by the identifica-
tion of parasite ova in the stool. We confirmed ecsinophilic pneumonia with bronchoalveolar larvage analysis
and transbronchial lung biopsy.

With corticosteroid and praziquantel treatment, clinical symtoms and pulmonary infiltrations on the chest
roentgenograms had rapidly improved.

We report a case of eosinophilic pneumonia related to clonorchiasis and rewiew the pertinent literature.(Tu-
berculosis and Respiratory Diseases 1998, 46 : 643-648)
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14.2g/dL, 48 234,000/mm?, H¥P I3 &
E 30mm/hrem, JAF 4UA AT 22EY
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T 71.4%)2 7Y 98 JkaBAks pH 7.
425, PaCO, 34.0mmHg, PaO, 71.7mmHg, O,
saturation 94.5% (at room air)qct. EYsletrd
AME 84 %99 6.3g/dl, albumin 3.4g/dl, Total
cholesterol 91mg/dl, Total bilirubin 0.5mg/dl,

ALP 326 IU/L, »-GTP 172 IU/L, LDH 4181U/
L, AST 26I1U/L, ALT 79IU/L, Ca 8.5ng/dl, P 3.
4mg/dlo|gith. &AW AAMY 5Eg ool gidx A
ol g =LA AF TEAAL, A" Axd
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(FEV, o). 2.6L (67.0% of predicted), =24 #&
Z(FVC) 2.60L (55.8% of predicted), 1%7t =
g4 37| =84 HBF dig B(FEV1.0/
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Fig. 1. Chest radiograph on admission shows
multiple varing-sized nodular densities
in both lung fields.
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Fig. 2. High-resolution CT at the level of the ca-
rina shows multiple varing-sized nodules
with surrounding ground-glass opacities.
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& BYch(Fig. 2) 55 255 23% vigde 9
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Fig. 3. Transbronchial lung biopsy specimen
shows eosinophilic infiltration in
alveolar spaces and alveolar walls(he-
matoxylin & eosin, X 200).

Fig. 4. On 12th hospital day, chest radiographs
shows nearly resolved infiltrates.
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qA Fa3 4T FYFUO. 2 9o AAA B
AFE 7184 FHANEE S2GAAAN 7IE HPAe
F7H71RY FZA R S4& Uehls Zo] ¥
Ak 2 3 AN Hedd) dig &
Ae] WRlAl AEe REE] dlA A gt 7
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49 (groud glass opacity, halo) & 249 = b,

zA%F 08 A HEe & BT 3T
7} AZ &) T3] le Aol EAoln W27} &
Hxo] T4 & 2A 9] o] FFEY. V1B
A ZAHAYGA A E 20% o} de] AT F71 &
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