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Acute Interstitial Pneumonia Developed in a 3-Year-0Old Boy

Shin Hye Kim, M.D., Soo Hyun Lee, M.D., Hye Mi Jee, M.D.
Kyung Won Kim, M.D., Myung Hyun Sohn, M.D., Myung-Joon Kim, M.D."”
and Kyu-Earn Kim, M.D.

Department of Pediatrics and Institution of Allergy, Department of Diagnostic Radiology,
Department of Pathologyf, Yonsei University College of Medicine, Seoul, Korea

Acute interstitial pneumonia (AIP) is one of the interstitial lung diseases characterized by
rapid development of progressive dyspnea with cough and histopathologically diffuse alveolar
damage by unknown cause. Because the overall onset is around 55 years of age, very few
pediatric cases have been reported since 1986 when the first AIP was introduced. It has so
poor prognosis that mortality rate is over 70% although intensive care is supplied. We expe-—
rienced a 3-year-old boy whose clinical progress and radiologic findings were typical with
acute interstitial pneumonia which was confirmed by necropsy, showing diffuse alveolar da-
mage with proliferation of fibroblasts and inflammatory cell infiltrates. We herein present a
case with a with a brief review of literature. [Pediatr Allergy Respir Dis(Korea) 2008;
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Fig. 1. A) Chest X-ray shows abnormally increased interstitial
marking at both lung field on the 1% day on admission. B) Uneven
aeration with multifocal reticulonodular opacity is noted and the
thoracostomy is done on right lung field due to pneumothorax and
pneumomediastinum on the 13%® hospital day. C) On the 237 day,
pneumothorax, pneumomediastinum, and diffuse subcutaneous
emphysema is aggravated and additional thoracostomy is done on
left lung field.
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Fig. 2. A) Chest computed tomography (CT) demonstrates diffuse patchy
ground glass opacities and reticular opacities in both upper lobes.
Pneumomediastinum with subcutaneous emphysema (arrow) is also seen
in left chest wall. B) Fibrotic changes and small honeycomb like lesions
are seen in both lungs, particular peripheral dominantly (arrows) on both
lower lobes.
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Fig. 3. A) Low power view shows uniformly thickened interstitium and
partly cystic change (arrowhead) (H&E,x10). B) In high power view,
alveolar septum is collapsed due to proliferation of fibroblasts and

inflammatory cell infiltrates (arrowhead),

and remnants of hyaline

membranes are also present (H&E,x100). C) Squamous metaplasia in the
bronchial epithelium is noted (arrowhead) (H&E,x200).
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