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Is definednistopathologicallyby intra-alveolarbudsof
granulatiortissue consistingof intermixedmyofibroblastsandconnectiveissue Although
nonspecificthis histopathologicapattern togethemith characteristiclinical andimaging
featuresdefinescryptogenicorganisingoneumoniavhenno causeor peculiarunderlying
contextis found Rapidclinical andimagingimprovemenis obtainedwith corticosteroid

treatmentput relapsesrecommonafterstoppingtreatment

Cordier JF, Eur Respir J 2006



OP- COP- BOOP

AOrganizing pneumonia of determined cause

AOrganizing pneumonia of undetermined cause but

occurring in a specific and relevant context

ACryptogenic (idiopathic) organizing pneumonia



Nomenclature change because.

A1. 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.

A2. restrictive pattern in OP In contrast to
an obstructive pattern in bronchiolitis.



Infectious causes of organising pneumania

Organism

Bacteria

CUS DRSUWmoniEs
Viruses
Adenovins
Cytomegalovirus
Hermpes vins
HI

Influenza virus

Parainfluerza vinus

Human herpes virus-7

Respiratory syncylial vinus
Parasites

Cordier JF, Eur Respir J 2006




Drugs identified as a cause of organising pneumaonia

S-Aminosalicylic acid
Acebutolol

Amicdarons

Bleomycin
Busulfan

Busulfan and cyclophosphamide

T S A DELURE
JANTTRSE AT
]

Cephalosponin (cefrading PrRS

Carbamazepine

rnitecil

aruticin
Fhuvastatin
Gold salts
Hexamethomum
Interferon-=
Interferon-a2b, pegylated interferon »2b
Interferon-= + sine arabinoside
Interferon + ribavirin
Interferon-fila
L-tryptophan
Mesalazine

Methotr

Mitrofurantoin
Phermytoin

Sinolimus

Tacrolimus

e, Cordier JF, Eur Respir J 2006

Vinbarbital-aprobarbital



_onnective tissue disorders

— Systemuic lupus eryvthematosus [38]
— Fheumatoid arthritis [39]

— S1ogren syndrome [40]

— Polymyositis [40]

— Dermatomvositis [41]

— Polymvalgia rheumatica [42]

Immunological disorders

— Common vanable immunodeficiency syndrome [43]

— Escential muxed crvoelobulinasmia [44




Organ transplantation
— Bone marrow [43]

— Lung [46]
— Renal [47]

Aliscellaneous

— Inflammatory bowel disease [48]
— Primary biliary cirrhosis [49]
— Polyarteritis nodosa [20]

— Haematological malignancies

— Myelodysplastic syndrome [31]

— T-cell leukaenua [32]

— Lyvmphoma [33]

— Seasonal syndrome with cholestasis [24]

— Radiotherapy [35. 26]

— Environmental exposure (textile printing dye) [37]
— Penicillium mould dust [28]




The Atypical o
AFlu-like illnessaccompanieavith:

fever,nonproductivecough,malaise anorexiaandweightloss

myspnoeas commonbut usuallymild andevident

only on exertion

ALesscommonsymptomsarebronchorrhoeajaemoptysis
(butseverehaemoptysiss exceedinglyrare),chestpain,

arthralgiaandnight sweats

COP
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LaboratoryFindings

A Routine laboratory studies are nonspecific

A Leukocytosis is present in about 50 percent of patients

A Elevated initial ESR (frequently reaching or exceeding 100 mm)
A Positive Greactive protein are observed in 70 to 80 percent

A Autoantibodies are usually negative or present in very low titer

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



Chest radiograph

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

A The consolidative and GGO are rarely unilateral

A Recurrent or migratory pulmonary opacities are
common (>50%)

A rregular linear or nodular opacities are rarely
oresent as the only manifestation

A Honeycombing Is rare

A Other: pleural effusion, pleural
thickening,hyperinflation and cavities




Organizing Pneumonia

FOTIS DRAKOPANAGIOTAKIS, MD; VLASIS POLYCHRONOPOULOS, MD;
MARC A. JUDSON, MD

Am J Med Sci 2008

3 radiological patterns/clinical presentation



A This pattern IS often confused with
/nfectious pneumonia.

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

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

A Air bronchograms and bronchial dilatation are
often observed.



Figure Z. Typical chest radiograph with OF showing a localized
alveolar opacity suggesting infectious pneumonia.




Figure 3. Organizing pneumonia presenting as right lower lobe
alveolar opacities.
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Figure 4. Ground-glasa radiclogical appearance of OF.




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

A These lesions may occasionally cavitate.

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

A The diagnosis usually requires surgical
excision of the lesion,  since, even If
transbronchial biopsy specimens show
organizing pneumonia, this Iis inadequate
o exclude an adjacent peripheral lung
cancer.



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

Aa) 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;

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

Ac) the presence of satellite lesions.



Third pattern

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

AThis pattern consists of reticular opacities
and superimposed alveolar opacities.

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

AThese patterns usually present with
progressive dyspnea



Pulmonary function tests

A A mild to moderate restrictive ventilatory defect is most

A The pressur@olume curve is shifted downward and to the right, consisten

with a stiff, noncompliant lung.

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

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

percent of subjects



TABLE 25-21 CT Patterns in Organizing Pneumonia

CT Patwern

T Features

Classic COP partern
Focal pattern

Modular pattern

Bronchocentric pattern

Linear and band-like parrern

Perilobular pattern

Progressive fibrotic partern

Bilateral parchy air-space consolidation
Volume loss may be present

Focal solitary organizing pneumonia
Commonly found in upper lobes

Acinar partern with nodules -8 mm in diamerer

Subtle poorly defined (microjnodular pattern
Multiple large nodules or masses

Areas of consolidation surrounding bronchovascular bundles
Appears commonly in patients with polymyositis and dermatomyositis

Lines or bands = 2 cm, smooth or irregular sometimes forming arcades
and/or containing air bronchograms. Usually at least 8 mm in widch. They
are rarely the only finding,

Some extend in a radial manner along the line of the bronchi towards the pleura,
usually intimately related to bronchi

Some occur in a peripheral location bearing no relationship to the bronchi

Localization of parenchymal disease at the level of the secondary pulmonary lobule
Usually associated with areas of consolidation or near nodules and masses

Bibasal reticular pattern may be superimposed on a backeround of areas of frank
consolidation or acinar nodules
Most frequently seen with connective tissue diseases; carries a poorer prognosis




Cryptogenic Organizing Pneumonia:
Serial High-Resolution CT Findings
in 22 Patients

TABLE 1: Initial and Follow-Up CT Patterns, Distribution, and Extent of Lung
Involvementin 221 Patients With Cryptogenic Organizing Pneumonia

Parametar

Initial CT

Follow-Up CT

Mo, (%) of
Patiants

Average
Extant %)

Mo, (%) of
Patiants

Avarage
Extant (%)

Pattarn
Consalidation
Ground-glass opacification
MNodula
Reticulation
Honeycombing
Distribution
Lowerlung pradominance
subpleural
Peribronchovascular

17 17)
19 (36)
71133
4 {18)
0

12 (55]
9(41)
5123

27
a3
10
10

0

N&

A
A

1{8] 20
16(72) 21
1{5] 10
11 {50) 12
2(9 o

10145 P&
B (36) P&
418 MA

Mote— MNA =notapplicable.

Lee, J. W. et al. Am. J. Roentgenol. 2010;195:9822



Fig. 1—43-year-old woman with cryptogenic arganizing pneumania showing complete resolution on follow-up CT scans.

A, Transversathin-saction(1.0-mm zection thickness) CT scan obtained atleval of basal segmantal bronchi shows bilataral patchy ground-glass opacification (GG 0)
|esions distributed along bronchovascular bundlas in lower lung 2ones. Linear consalidation surroundzintemal GG0, so-called "revarsad halo sign” (amows), in rght
|lowarlobe. Thara was na parenchymal opacity inupper and middle lung 2ones (not shawn hera). Total extent of parenchymal abnormalitias on CT scans was 20%
(consolidation, 10%; GGO, 10%).

B, Nina-maonth fallow-up CT scan obtained at similar lavelto panal A shows completa resolution oflung lesions without reamaining diseasa.

Lee, J. W. et al. Am. J. Roentgenol. 2010;195:9822



A

Fig. 2—56-ye ar-old woman with cryptogenic organizing pneumania shawing improvement but remaining disease.

A, Transverse thin-section{1.0-mm section thickneasi CT scan obtained atlevel of liver dome shows bilataral patchy areas of consolidation and nodules distributed along
bronchovazscular bundles in lower lung 2ones. Total extant of parenchymal abnormalities on CT scans was 50% (consalidation, 40%; nodule, 10%).

B. Nina-month fallow-up CTscan obtained at similarlevel to panel A shows decreased extent of parenchymal lesions. Total extent of remaining lung lesions was 30%
(ground-glass opacification, 20%; reticulation, 10%). Mote associated traction bronchiectasiz (arows!in both lower lobes. Ramaining abnormalities ara suggestiva of

fibrotic nonspacific interstitial pneumania.

Lee, J. W. et al. Am. J. Roentgenol. 2010;195:9822




Fig. 3—
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Lee, J. W. et al. Am. J. Roentgenol. 2010;195:9822



Organizing pneumonia:
the many morphological faces





http://erj.ersjournals.com/content/vol28/issue2/images/large/422fig3.jpeg

Flg 2 A 38-year-old woman from Kuwait with a 6-month history

f lethargy, night sweats and increasing breathlessness on exer-
m n. A standard CT shows the typical CT features of cryptogenic
OTZamzing pneumonia. There are several basal and peripheral ar-
=as of air-space consolidation. A lung biopsv confirmed the diag-
nosis of organizing pnetmeonia
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3 111--= lesion in the lingula
. to represent a lun
tralateral right er lobe.
and focal cavitating lesion i the r ht upp T lmbv: shown to be a
focus of organizing pneumonia on surgical resection










Fig. 5 A CT of the nght upper lobe of a patient with a 10-day his-
tory of dyspnoea and suspected community acquired pneumonia.
Combined pattern of peripheral “acinar  nodules and smaller nod-
ules, some of which resemble a tree-in-bud pattern. Biopsy-proven
organizing pneumonia. (Courtesy of S. Diedenich, Muenster)




g.6 a A 23-year-old bodybuilder gradually became severely
noeic and ultimately required mechanical ventilation
diagnosis of organizing pneumeonia was confirmed on lung 1
and he responded slowly to prolonged treatment with steroids (no
spectific cause was found). On CT there i1s a micronodular pattern
characterized by small ill-defined centrilobular nodules of less
than 5 mm. b Lung biopsy specimen showing discrete small foci
of organizing pneumonia, surrounded by normal aerated lung




Fig. 7 Bronchocentric pattern of organizing pneumoma: areas of
consolidation surround the bronchovascular bundles 1n a patient
admutted to intensive care
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Fig. 8 Bronchocentric pattern of orgamizing pneumoma: a strik-
mgly peribronchovascular distribution in a diabetic patient with bi-
proven organizing pneumomnia. (Courtesy of A. Vathi, Bolatti,
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