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History of Present Illness *  Chest: crackles noted at left base.
The patient 1s a 57-year-old woman with a *  CV regular rhythm, no murmur.
history of ulcerative colitis (UC) complicated »  Ext: scarring and erythema on both
by toxic megacolon with subsequent ankles consistent with resolving
colectomy. She presented to the emergency pyoderma gangrenosum.
department with cough, shortness of breath
and hypoxemia (87% on RA). Current Medications
*  Clonazepam 1.0 mg daily at bedtime

PMH, SH ¢ Gabapentin 300 mg TID
*  UC with history of toxic megacolon (4 «  Pantoprazole 40 mg BID

years prior) with a total colectomy. «  Prednisone 5 mg daily
* History of a prior episode of respiratory

failure a year earlier thought possibly Laboratory

medication-induced (ustekinumab, « Hgb 9.7, WBC 16.9

Stelara®) which she was taking for her «  Swabs for Influenza A/B and Covid

UC. She was treated with steroids with a

ood response. . ~
5 p *  Cocal serology negative

* Pyodemm gangrenosum of both ankles A chest radiograph was performed (Figure
(attributed to UC). 1.

*  Anemia of chronic disease.

were negative

* She 1s a lifelong non-smoker.

* No exposures to toxic dusts, birds, down,
humidifiers, mold or other antigens
associated with hypersensitivity
pneumonitis.

Physical Exam
*  Afebrile, Oxygen saturation 94% on
2 Ipm supplemental oxygen.
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Figure 1. Portable chest X-ray performed in
the emergency department. (To view Figure
1 1n a separate, enlarged window click here).

‘Which of the following is/are frue regarding
the chest X-ray?
1. There 1s a left lower lobe consolidation.

2. The portable chest X-ray may be normal.

3. A chest CT scan 1s required to definitely
view any consolidation.

4. There 1s a right upper lobe
consolidation.

5. All of the above.

Correct!
1. There is a left lower lobe consolidation.
or
3. A chest CT scan is required to definitely
view any consolidation.

An area of consolidation 1s difficult to view
on the portable chest X-ray. However, there

1s a left lower consolidation on the thoracic
CT scan (Figure 2).

Figure 2. Representative image from

admission thoracic CT scan in lung windows.
(To view Figure 2 n a separate, enlarged
window click here).

‘What should be done next?

1. Begin empiric antibiotics for community-
acquired pneumonia.

2. Perform bronchoscopy with
bronchoalveolar lavage.

3. Empirically increase the dose of

corticosteroids.
4. 1 and 3.
5. All of the above.
Correct!

1. Begin empiric antibiotics for community-
acquired pneumonia.

The patient 1s on no immunosuppressives
other than 5 mg of prednisone.
Bronchoscopy with bronchoalveolar lavage
seems overly aggressive. There 1s no
justification to increase the dose of
corticosteroids.

Over the next 3 days the patient’s condition
deteriorated. She was transferred to the
mtensive care unit and oxygen was gradually
mcreased. A repeat chest X-ray revealed
diffuse consolidation (Figure 3).
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Figure 3. Repeat portable chest X-ray. (To
view Figure 3 in a separate, enlarged window
click here).

When the patient required high-flow oxygen
she was electively intubated. A repeat
thoracic CT scan confirmed the diffuse
consolidation (Figure 4).

. k . . A
Figure 4. Representative images from the

repeat thoracic CT scan in lung windows.
(To view Figure 4 1n a separate, enlarged

window click here).
‘What should be done next?
1. Bronchoscopy with bronchoalveolar
lavage.
2. Broaden the antibiotic coverage
mcluding antifungals.
3. Increase the dose of corticosteroids.
4. 1 and 3.

5. All of the above.

Correct!
5. All of the above.

The cause of the increase i consolidation
and respiratory failure 1s not apparent.
Bronchoscopy with bronchoalveolar lavage
revealed a neutrophil predominant
differential (neutrophils 85%, alveolar
macrophages 14%, lymphocytes 1%). Gram
stain and smears for pathogens were all
negative.

‘What is the most likely cause of the increase
i consolidation and respiratory failure?
Congestive heart failure

Legionella pneumophilia

Organizing pneumonia secondary to UC
Pneumocystis pneumonia

Tuberculosis

DAl

Correct!
3. Organizing pneumonia secondary to UC

The patient rapidly improved both clinically
and radiologically over the next 5 days
(Figure ).

Figure 5. Chest X-ray after 3 days (A) and 5
days (B) and improvement in the thoracic
CT scan (C) after the increase in
corticosteroids. (To view Figure 5 in a
separate, enlarged window click here).
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The absence of any pathogens on
bronchoscopy and the rapid response to
corticosteroid therapy suggested either
organizing pneumonia or possibly
eosinophilic pneumonia, although the BAL
did not demonstrate the presence of
eosinophils excluding that diagnosis.

‘Which of the following statement(s)
regarding UC associated lung disease 1s/are
true?

1. UC can be associated with airway disease

including bronchitis, bronchiolitis and

bronchiectasis.

UC lung disease 1s rare.

3. Parenchymal lung disease due to
medication-induced lung toxicity in UC is
very rare.

4. Lung disease 1s virtually excluded in

patients with well-controlled UC.

UC lung disease usually does not

respond well to corticosteroids often

necessitating other anti-inflammatories.

> N

G

Correct!
1. UC can be associated with airway disease
including bronchitis, bronchiolitis and

bronchiectasis

UC-related lung disease 1s 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
mcluding:
1) Airway disease (2.3%) including

bronchitis, bronchiolitis and

bronchiectasis;

2) Organizing pneumonia (1.8%);

3) Interstitial pneumonitis (1.19) (1).

Ustekinumab (Stelara) which the patient had

previously received has been associated with
lung toxicity (2). Therefore, in patients with
UC who develop evidence of parenchymal
lung disease medication-induced lung toxicity
needs to be considered. Although this patient
had previously been on ustekinumab and her
prior episode of respiratory failure was
attributed to this medication, this treatment
had been discontinued and she was not being
treated with any medication associated with
lung toxicity.

UC-associated organizing pneumonia may
occur 1n patients who have had a prior
colectomy and may occur despite seemingly
well-controlled UC (3). UC-associated
organizing pneumonia typically responds
well to corticosteroid treatment as was the
case n our patient although recurrences are
reported.
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