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Cryptogenic organizing pneumonia (OP- COP- BOOP)
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Organisingpneumoniais definedhistopathologicallyby intra-alveolarbudsof

granulationtissue,consistingof intermixedmyofibroblastsandconnectivetissue. Although

nonspecific,thishistopathologicalpattern,togetherwith characteristicclinical andimaging

features,definescryptogenicorganisingpneumoniawhenno causeor peculiarunderlying

contextis found. Rapidclinical andimagingimprovementis obtainedwith corticosteroid

treatment,but relapsesarecommonafterstoppingtreatment.
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OP- COP- BOOP

ÅOrganizing pneumonia of determined cause 

ÅOrganizing pneumonia of undetermined cause but 

occurring in a specific and relevant context

ÅCryptogenic (idiopathic) organizing pneumonia 



Nomenclature change because:

Å1. From the histological point of view, 
although the bronchiolitis obliterans OP 
(which suggests obstructive histological 
changes of the small airways) may coexist 
with OP, is not always the case.

Å2. restrictive pattern in OP in contrast to 
an obstructive pattern in bronchiolitis. 
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The ñtypicalò COP syndromeThe ñtypicalò COP syndrome

ÅÅFFlulu--likelike illnessillnessaccompaniedaccompaniedwithwith::

fever,fever,nonnon--productiveproductivecough,cough,malaise,malaise,anorexiaanorexiaandandweightweightlossloss..

ÅÅDyspnoeaDyspnoeaisis commoncommonbutbutusuallyusuallymildmild andandevidentevident

onlyonly ononexertionexertion..

ÅÅLessLesscommoncommonsymptomssymptomsarearebronchorrhoea,bronchorrhoea,haemoptysishaemoptysis

(but(butsevereseverehaemoptysishaemoptysisisis exceedinglyexceedinglyrare),rare),chestchestpain,pain,

arthralgiaarthralgiaandandnightnightsweatssweats..



BOOP ǥȏȈȃȆȋȈȎȊȎȂȈȉǻ ȃȄȃȎȋǼȌȀ 

Å6-7 ȀȒȇȄȌȄǾȑ /100.000 ȄȈȒȀȂȘȂǼȑ ȒȄ ȋȄȂǻȊȀ ȌȎȒȎȉȎȋȄǾȀ

ÅǬȆ ȉȀȏȌȈȒȓǼȑ / ȉȀȏȌȈȒȓǼȑ: 2 / 1

ÅǯȋȎȈțȋȎȐȕȆ ȉȀȓȀȌȎȋǽ ȀȌǻȋȄȒȀ ȒȓȀ 2 ȕȜȊȀ

ÅǬǼȒȆ ȆȊȈȉǾȀ ȄȋȕǻȌȈȒȆȑ 55 ǼȓȆ 

Alasaly K, et al. Medicine 1995; 74: 201Alasaly K, et al. Medicine 1995; 74: 201--211211



Laboratory Findings

ÅRoutine laboratory studies are nonspecific 

ÅLeukocytosis is present in about 50 percent of patients 

ÅElevated initial ESR (frequently reaching or exceeding 100 mm) 

ÅPositive C-reactive protein are observed in 70 to 80 percent

ÅAutoantibodies are usually negative or present in very low titer

ÅAn increase of -glutamate transferase and alkaline
phosphatase may be associated with multiple relapses.



Chest radiograph

ÅPeripheral distribution of the opacities, similar to 
that seen in CEP.

ÅThe consolidative and GGO are rarely unilateral

ÅRecurrent or migratory pulmonary opacities are 
common (>50%)

ÅIrregular linear or nodular opacities are rarely 
present as the only manifestation

ÅHoneycombing is rare

ÅOther: pleural effusion, pleural 
thickening,hyperinflation and cavities
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3 radiological patterns/clinical presentation



ÅThis pattern is often confused with 
infectious pneumonia.

ÅThese opacities are usually located in the lower 
lung lobes, and they may be recurrent and 
migratory in up to 50% of the cases. 

ÅHRCT detects such abnormalities in more than 
90% of cases. Their density ranges from
consolidation to ground-glass opacities.

ÅAir bronchograms and bronchial dilatation are 
often observed.









ÅThe second radiological pattern is a solitary 
pulmonary nodule (10% to 15% of patients).

ÅThese lesions may occasionally cavitate.

ÅPatients with this radiologic pattern may have 
the clinical syndrome of OP or be asymptomatic.

ÅThe diagnosis usually requires surgical 
excision of the lesion, since, even if 
transbronchial biopsy specimens show
organizing pneumonia, this is inadequate 
to exclude an adjacent peripheral lung 
cancer.



CT features have been proposed to be helpful in 
suggesting the nodular pattern of OP
rather than lung cancer: 

Åa) location of the lesion in contact with the 
pleura (ie, relatively broad pleural based lesion) 
or along the bronchovascular bundle with some 
contraction and convergence of vessels; 

Åb) the presence of flat, oval, or trapezoidal -
shaped masses instead of a rounded lesion; 

Åc) the presence of satellite lesions.



Third pattern

Åinfiltrative lung disease (less than 10% of 
the patients)

ÅThis pattern consists of reticular opacities

and superimposed alveolar opacities. 

ÅIt probably represents an overlap of OP 
with other interstitial pneumonias.

ÅThese patterns usually present with 
progressive dyspnea



Pulmonary function tests

ÅA mild to moderate restrictive ventilatory defect is most common. 

ÅThe pressure-volume curve is shifted downward and to the right, consistent 

with a stiff, noncompliant lung. 

ÅThe diffusing capacity (DLCO) is reduced in the majority of patients. 

ÅResting and/or exercise arterial hypoxemia are present in more than 80 

percent of subjects
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Organizing pneumonia:Organizing pneumonia:
the many morphological facesthe many morphological faces
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