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Fig 1. Acute pulmonary rejection (minimal), showing perivenular infiltration of some mononuclear cells. The ad-
jacent parenchyma is relatively unremarkable. Grade Al (H&E, X100).

Fig 2. Acute pulmonary rejection (mild), showing patchy perivascular and bronchiolar infiltration (arrow) of mo-
nonuclear cells, mainly lymphocytes and occasional polymorphos. The adjacent parenchyma is unaffected.

Grade A2 (H&E, X40).
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Fig 3. Acute pulmonary rejection (mild), showing bronchiolar infiltration of mainly activated lymphocytes and as-
sociated intraluminar inflammatory exudate. Grade A2a (H&E, X100).
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Fig 4. Acute pulmonary rejection (moderate), showing extension of perivascular infilirate into adjacent alveolar
parenchyma. Peripheral areas of pulmonary parenchyma are not affected. Grade A3 (H&E, X100).
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extension into broad areas of alveolar septa and spaces. Grade A4 (H&E, X40). B-Other focus of Grade
A4, showing inflammatory infiltrates filling in air spaces and associated hyaline membranes(arrows) (H&E,
X100).
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Fig 6. A-Acute lymphocytic bronchitis showing peribronchial and bronchial epithelial infiltration of mononuclear
cells. Grade B1. B-Acute lymphocytic bronchiolitis with peribronchiolar mononuclear cell infiltration. Peri-
vascular infiltrate is not present. Grade B2 (A&B=H&E, X40).
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Fig 7. Subtotal obliterative bronchiolitis, showing reduction in bronchiolar lumen by destroid bronchial epithe-

lial cells and subepithelial fibrous tissue. Many lymphoid cells are infiltrated in the fibrotic peribronchial areas.
Grade Cla (H&E, X40).

ronchiole in left portion. A small
muscular artery is seen in right portion. Grade C2b (Elastic stain, X40).

Fig 8. Total obliterative bronchiolitis, showing complete fibrous obliteration of b
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Fig 9. Chronic pulmonary vascular rejection, showing nearly luminar obliteration by prominent fibrointimal thic-
kening with acellular sclerotic pattern. Grade D (H&E, X100).
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S A4 (severe acute rejection) . E#F9 9
HZE 2 AZFNE oAd SN E 88 5
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Table 1. Working formulation for grading of pulmo-
nary rejection!®

A. Acute Rejection
0. Grade 0—No significant abnormality
1. Grade 1—Minimal acute rejection
a. With evidence of bronchiolar inflammation
b. Without evidence of bronchiolar inflammation
c. With large airway inflammation
d. No bronchioles to evaluate
2. Grade 2-Mild acute rejection
a. With evidence of bronchiolar inflammation
b. Without evidence of bronchiolar inflammation
c. With large airway inflammation
d. No bronchioles to evaluate
3. Grade 3—Moderate acute rejection
a. With evidence of bronchiolar inflammation
b. Without evidence of bronchiolar inflammation
c. With large airway inflammation
d. No bronchioles to evaluate
4. Grade 4—Severe acute rejection
a. With evidence of bronchiolar inflammation
b. Without evidence of bronchiolar inflammation
c. With large airway inflammation
d. No bronchioles to evaluate
B. Active Airway Damage Without Scarring
1. Lymphocytic bronchitis
2. Lymphocytic bronchiolitis
C. Chronic Airway Rejection
1. Bronchiolitis obliterans-subtotal
a. Active
b. Inactive
2. Bronchiolitis obliterans-total
a. Active
b. Inactive
D. Chronic vascular rejection
E. Vasculitis
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