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History of Present Illness 

The patient is a 57-year-old woman who 

presented to the emergency department with 

increasing cough and shortness of breath 

over several days. She has a history of 

ulcerative colitis complicated by toxic 

megacolon with subsequent colectomy.  

Past Medical History, Family History and 
Social History 

• Ulcerative colitis with history of toxic 

megacolon (4 years prior), s/p total 

colectomy 

• History of recent respiratory failure 

thought secondary to ustekinumab 

(Stelara).  The respiratory failure 

responded well to steroid therapy.  

• She has a history of latent Tb treated 

with rifampin 

• Anxiety 

Medications 

• Clonazepam 1.0 mg daily at bedtime 

• Gabapentin 300 mg TID 

• Pantoprazole 40 mg BID 

• Prednisone 5 mg daily 

Physical Examination 

• Mild-moderate respiratory distress 

• Afebrile. SpO2 87% on room air. 

Oxygen saturation 94% on 2 lpm 

supplemental oxygen. 

• Chest: crackles noted at left base 

• Cardiovascular: regular rhythm, no 

murmur 

• Extremities: scarring and erythema on 

both ankles consistent with resolving 

pyoderma gangrenosum 

Laboratory 

• Hgb 9.7 g/dL 

• White Blood Cell Count 16.9 × 10
9

/L 

• Increased neutrophils on differential 

• Electrolytes, creatinine, BUN and 

liver function tests within normal 

limits 

Radiology 
A portable AP of the chest was performed in 

the emergency department (Figure 1).  

 
Figure 1. Portable AP of chest done in 

emergency department. To view Figure 1 in a 

new, enlarged window click here. 

http://www.swjpcc.com/
https://static1.1.sqspcdn.com/static/f/654826/28651106/1716904553633/023-24+Figure+1.jpg?token=siA5RUIkSbUzCWpC8lPkpnrFTsI%3D
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Which of the following are appropriate next 
step(s)? 

1. Thoracic CT scan 

2. Discharge to home on empiric 

antibiotics with close follow-up 

3. Influenza A/B, Covid and Cocci 

serology  

4. 1 and 3 

5. All of the above 

 

Correct! 

4. 1 and 3 

The patient has been recently hospitalized 

for respiratory failure, is in mild-moderate 

respiratory distress and has an abnormal 

chest x-ray. Sending the patient home is 

inappropriate and she was admitted. Her 

influenza A/B, Covid and Cocci serologies 

were all negative. Thoracic CT scan revealed 

consolidation in the left upper lobe (Figure 

2).  

 
Figure 2. Representative view of thoracic CT 

scan in lung views showing left upper lobe 

consolidation (red arrow). To view Figure 2 

in a new, enlarged window click here. 

 

Over the next 3 days the patient’s respiratory 

status rapidly deteriorates. Due to inability to 

adequately oxygenate on high flow oxygen, 

patient was intubated and mechanical 

ventilated. 

 Chest radiograph and chest CT indicated 

new diffuse lung opacities, more prominent 

in upper and mild lung zones. (Figure 3). 

 
Figure 3. A: Portable PA of chest prior to 

intubation. B &C: Representative images 

from thoracic CT after intubation showing 

diffuse consolidation. To view Figure 3 in a 

new, enlarged window click here. 

 

What should be done next? 

1. Empiric antibiotics  

2. Video-assisted thoracoscopic surgery 

(VATS) 

3. Bronchoscopy with bronchoalveolar 

lavage 

4. 1 and 3 

5. All of the above 

 

Correct! 

4. 1 and 3 

Empiric antibiotics are justified. VATS might 

eventually be needed but bronchoscopy with 

bronchoalveolar lavage is probably the least 

invasive method capable of providing a 

diagnosis. The differential from the lavage 

fluid is in Table 1.  

Table 1. BAL cell differential.  

• Alveolar Macrophage: 14 

• Lymphocytes: 1 

• Neutrophils: 85 

• Eosinophils: 0 

All microbiology studies were negative for 

pathogens.  

What is the most likely diagnosis? 

1. Eosinophilic pneumonia 

2. Organizing pneumonia 

3. Airway disease 

4. 1 or 3 

5. Any of the above 

https://static1.1.sqspcdn.com/static/f/654826/28651107/1716904555217/023-24+Figure+2.jpg?token=BFW5OsD3ETyWbte%2F7y5JFRauT1U%3D
https://static1.1.sqspcdn.com/static/f/654826/28651108/1716904556277/023-24+Figure+3.jpg?token=2CP9c0Jrze7i9kkLBcs4Pd%2BgLKQ%3D
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Correct! 

2. Organizing pneumonia 

Given the negative microbiology studies and 

the prior history of respiratory failure that 

responded well to corticosteroid therapy, 

organizing pneumonia associated with 

ulcerative colitis is the most likely diagnosis 

(1). Eosinophilic pneumonia can also be 

associated with , although the BAL did not 

demonstrate the presence of eosinophils 

excluding that diagnosis. The patient 

demonstrated no manifestations of airway 

disease.  

What should be done next? 

1. Corticosteroids 

2. VATS to confirm the diagnosis 

3. Supportive therapy alone 

4. 1 and 3 

5. All of the above  

 

Correct! 

1. Corticosteroids 

The treatment with organizing pneumonia is 

corticosteroids. There seems to be no reason 

to perform VATS, and of course, and 

although supportive therapy should be given, 

alone it is insufficient.  

The patient rapidly improved both clinically 

and radiographically (Figure 4).  

 
Figure 4. A: chest radiograph after 3 days of 

corticosteroids. B: chest radiograph after 5 

days of corticosteroids (now extubated). C: 

representative image from thoracic CT scan 

in lung windows after 5 days of 

corticosteroids. To view Figure 4 in a new, 

enlarged window click here. 

 

Which of the following are true regarding 

lung disease associated with ulcerative colitis? 

1. A rapid response to corticosteroid 

therapy suggests either organizing 

pneumonia or possibly eosinophilic 

pneumonia. 

2. Lung disease associated with ulcerative 

colitis is very rare seen in <0.05% of 

patients. 

3. Well-controlled ulcerative colitis nearly 

eliminates the risk of developing 

associated lung disease.  

4. 1 and 3 

5. Any of the above 

 

Correct! 

1. A rapid response to corticosteroid therapy 

suggests either organizing pneumonia or 

possibly eosinophilic pneumonia. 

Patients with ulcerative colitis are at increased 

risk of developing organizing pneumonia, 

even if their ulcerative colitis is well-

controlled (1). Ulcerative colitis (UC)-related 

lung disease is not rare. 

In a prior study of 563 patients with UC 

followed for a mean period of 77 months, 5% 

of patients demonstrated UC-related lung 

disease including:  

1. Airway disease (2.3%) including 

bronchitis, bronchiolitis and 

bronchiectasis 

2. Organizing pneumonia (1.8%) 

3. Interstitial pneumonitis (1.1%) 

In patients with UC who develop evidence of 

parenchymal lung disease it is often 

attributed to medication-induced lung toxicity 

and this always needs to be considered. 

Stelara (ustekinumab) which the patient had 

previously received has been associated with 

lung toxicity (2). Although the patient 

described had previously been on Stelara for 

her UC, this had been discontinued and she 

was not being treated with any medication 

https://static1.1.sqspcdn.com/static/f/654826/28651109/1716904557420/023-24+Figure+4.jpg?token=eqsbJJqkSCToWthFFcDyFgXijJk%3D
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thought to be associated with organizing 

pneumonia. UC-associated organizing 

pneumonia typically responds well to 

corticosteroid treatment as was the case in 

our patient although recurrences are reported 

(1). 
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