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CHRONIC CHOLECYSTITIS 
Image 1. The  wall of a gallbladder with chronic inflammation. Fibroblasts (green arrows) , deposition of collagen fibers (pink arrows) and eosinophils (black arrows) ; the latter polymorphonuclear inflammatory cells are evident in parasitic infections, allergies and some chronic inflammatory reactions (as here); they should be distinguished from neutrophils ( the cells of acute/active inflammation).
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Image 2. Another  microscopic field of the case of image 1. Presence of the same cells (green and black arrows for fibroblasts and eosinophils respectively)  , collagen deposition (pink arrow). Due to the fibroblastic reaction consistent with chronic inflammation, the gallbladder wall is thickened and some mature adipose cells (white arrows) are entrapped.
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CHRONIC GASTRITIS AND PEPTIC ULCER
Image 3. Normal mucosa of the gastric fundus . Gastric pits are noticed in the upper half of the image; the deeper part of the gastric mucosa with parietal cells (pink arrows)  is shown in the lower half of the image .
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Image 4. Normal, pyloric-type mucosa of the stomach. Gastric pits (triple arrow)  and deeper part of pyloric mucosa (asterisk).
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Image 5. Chronic superficial gastritis of the fundus of the stomach. Basophilic, inflammatory infiltrates among the gastric pits (double blue arrows) . The deeper part of the mucosa remains intact, apart from a lymphocyte aggregation resembling a lymphoid follicle ( curved blue arrow ) close to the muscularis mucosae ( yellow arrow).
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Image 6. The previous case under high magnification. Cells of chronic inflammation [ i.e., small lymphocytes (blue arrows) and plasmacytes (white arrows)] predominate. Cells of active inflammation (i.e., neutrophils) are barely noticeable (purple arrow).
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Image 7. Chronic atrophic gastritis. Dense mononuclear 

(lymphoplasmacytic) infiltrates (double blue arrows) extending in deeper parts of the gastric mucosa; the latter becomes atrophic since parts of it are replaced by the inflammatory exhudate.
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Image 8. Peptic ulcer. Mucosal glandular epithelium (white arrows)  is destroyed due to inflammation and an ulcer is formed. The ulcer is composed of  pus in its superficial part (necro-biotic material,  blue asterisk)  and fibrinoid necrosis (pink asterisk) ; these lesions characterize an active ulcer. A well vascularized, inflammatory  granulation tissue is formed underneath (red asterisks).
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Image 9. Chronic peptic ulcer. Scar tissue (orange asterisks) and inflammatory infiltrates (blue asterisks) distort the muscular layer (pink arrows) of the gastric wall .
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Image 10. Obstructive endarteritis due to chronic inflammation. The macrophages  of the inflammatory granulation tissue secrete cytokines which, alongside with other chemical inflammatory mediators, thicken the inner layer (intima) of this large artery (white asterisk)  . Lumen with red blood cells (red asterisk) , muscular layer of the artery (media) (pink asterisk).  When  bleeding from such abnormal vessels occurs - quite a common complication of ulcerative lesions -  it does not stop easily.
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CHRONIC PYELONEPHRITIS
Image 11.  Mucosa of the renal pelvis with the covering urothelium ( white arrows). Dense lymphocytic infiltrates  in the lamina propria (blue asterisks) and formation of vascularized (red arrows) inflammatory granulation tissue. Some lymphocytes can be seen within the covering urothelium (black arrows).
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Image 12.  Renal parenchyme in chronic pyelonephritis. Lymphocytic infiltrates (black arrows), formation of scar tissue (pink asterisks), thickened arterial walls (red arrows) and atrophic , micro-cystically dilated urinary tubules (grey circles) due to their  inadequate blood supply .
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Image 13.  Secondary lesions in the renal cortex due to chronic pyelonephritis: periglomerular fibrosis (pink arrows) due to ischemia, global sclerosis in two glomeruli (pink asterisks) , atrophic urinary tubules (grey circles). Lymphocytic aggregates (black arrows).
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Image 14. Features of chronic pyelonephritis. Micro-cystic dilation of atrophic urinary tubules (grey circles). Thickening of arteriolar wall (red arrow).
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Image 15. Features of chronic pyelonephritis. Micro-cystic dilation of atrophic urinary tubules (grey circles).  Severe thickening of arteriolar wall (red arrow) of the interstitium due to the action of chemical inflammatory mediators; consequent ischemia is a cause of nephrogenic hypertension.
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GRANULOMATOUS INFLAMMATION 
Image 16.  Normal skin : Epidermis [ stratified squamous epithelium (white arrows), keratin layer (pink arrows)] – Dermis [ papillary dermis (white asterisks) with few lymphocytes (black arrow) and reticular dermis (yellow asterisks). 
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Image 17. Skin appendages:  Sebaceous glands (yellow arrows) around hair follicles (white arrows) with hair keratin (brown arrow) inside them.
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Ιmage 18: Skin appendages: sweat glands in the dermis.
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Image 19. The margin of a foreign body granuloma in the dermis of the skin. Note the nodular contour  (pink arrows) of the inflammatory tissue (blue asterisks). An inflammatory cellular population with a nodular configuration is called a granuloma. Normal dermis with sweat glands (blue arrow) on the  right part of the image.
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Image 20. The margin of a foreign body granuloma in the dermis of the skin.  Note the well-defined border (pink arrows)  of the inflammatory granulation  tissue (blue asterisks) forming the granuloma,  as well as  the foreign body itself [ keratin (brown arrow) at  a site where, under normal conditions, no keratin is present;  it thus acts as an inflammatory agent and a phagocytic inflammatory reaction is organized against it]. Due to micro-hemorrhages from the thin walled capillaries of the inflammatory granulation tissue, depositions of hemosiderin within macrophages/histiocytes  are observed (black arrows).
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Image 21. A mixed inflammatory infiltrate within the foreign body granuloma. Newly formed capillaries (red arrows) of the inflammatory granulation tissue, multi-nucleated giant cells (green arrows), hemosiderin in one of them (black arrow).
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Image 22. Inflammatory granulation tissue within the foreign body granuloma.
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Image 23. A mixed inflammatory infiltrate: a) cells of acute/active inflammation: polymorphonuclear cells i.e., neutrophils with their lobulated nuclei (purple arrows) b) mononuclear phagocytes i.e., macrophages/histiocytes   (brown arrows) with hemosiderin in the cytoplasm of one of them (black arrow in this image and in the previous one) and c) mononuclear non-phagocytes i.e., cells of chronic inflammation : small lymphocytes (blue arrow) and plasmacytes (white arrows) with tissue deposition of immunoglobulin (green arrow in this image and in the previous one).
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Image 24.  Another type of granuloma is the immune granuloma, which is composed of cells of a specific type i.e., epithelioid histiocytes (orange arrows) and which is supposed to characterize some specific types of chronic granulomatous inflammation ( eg. sarcoidosis, Crohn’s  disease). A multinucleated giant cell is also present (green arrow) in this immune granuloma. Epithelioid histiocytes are former macrophages which no longer phagocytose, having been  transformed into epithelioid cells by the cytokines secreted by  immune cells.
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