[ZMIR .
KATIP CELEB]

TIP FAKULTEST

23-24 Eylil 2023

KI i n i k Radyo I OJ i k O I g u Iar MﬁvenpickHotel;ith/'*é-’:";",’I

\

Dr. Ceyda Anar

Kzmir Katip ¢elebi [ niversitesi At
Hastanesi,

G°k¢s Hastal Ekl arE Anabilim C




Olgu

Any @&l O0PYRI oleélty KIFaual

AM]] 3Ny IyC)S ol ofle&lry KIFftaalfta
aSNIDAAS 0 0JdzNI dzo

AAC[Idecpvjd PCR testi negatif gelen hastdgtromisinve parol
NEeSUS SRATALI FJI YRSNAT YAOOD

A dz2t yRIFI KIFf&aAl A RSOIY SRA@?Z2

1z

NJ



ml 3SeYAOSd

A1 KlFadltP] @&z2]
ASigara yok

Ay dzt t  YRPEP Afl @ &2]
AHobi yok

AaSatS]T Y SO KIFIYyPYP




{283S®EYAD

Ami St f A1 @&2]




[ F 02 NJ Gdz@8F NJ . dzf 3 dzf | NJ

AWBC: 8930 A Glukoz:90

T A«NBYy
A—Iemoglobln. 0.7 R Kromtn0.70
ALenfosit:1940 A Sodyum: 136
Abl GNRFAf YCHMDN QPOTASYUM%-Z
ATrombosit:510000 \ QETTllz?’
ACRP:135 ADc5Ta9wYcyn
AProkalsitonin 0.003




~

YIy 3JF1P

APh 7.45
APo02: 75mmhg
APco2: 45mmhg
ASat : %94




Klatromisini SRl A a2y NBEP t! 1 OAESNI
10/09/2022












wl Ré2f 22A1 . dzf I dzf | NI

ABilateralLdy' | Y 2 YV A
ACovidud &2y N} aP 3ASEtAOSY ST ez2yf |l NJ
AOrganizd,ly' | Y2 y A
ARomatolojikk I a0 f PEPY ! { OA €SNI ¢ dzi dzf dzy
Al 1 O JA&eBokdrsinom

ATt I ;e ! 1T OA ESNA




[ F 02 NF GdzdIl NJ . dzf 3 dzf | NP

UANAL/I00RA T Na(g 2 Yy RT Romatolojil 2y a Nf U &é 2y dzY
U Anti dsDNA: Negatif romatolojk K+ a i I t P1
S— RNONYN{ YSRA
U RF: Negatif
U CCP: Negatif




AWBC: 8930
AHemoglobin:10.2
ALenfosit:2900

Abl GNRFAE Ypmon
ATrombosit:510000
ACRP:26




Mp 3INY a2y N} 12y 0Nt



Radyolojik Bulgularla Organize/ | Y2 NA NY NNJ a



Figure 2. Chest Radiograph and High-Resolution CT Images Showing Various Cryptogenic Organizing Pneumonia (COP) Patterns.

The posteroanterior radiograph of the chest in Panel A shows bilateral, diffuse, consolidative opacities in the presence of normal lung
volumes. The high-resolution CT (HRCT) scan of the chest in Panel B shows peripheral and multifocal consolidation in the middle and
lower lobes. The HRCT scan in Panel C shows diffuse peripheral nodules. The HRCT scans in Panels D and E show migratory opacities:
a patchy, ground-glass opacity in the right upper lobe (Panel D) and new areas of patchy, ground-glass opacities in the same patient
1 month later (Panel E). The HRCT scan in Panel F shows the reversed halo, or atoll, sign, characterized by a rim of consolidation with
more central clearing or ground-glass opacities (arrow).

Cryptogenid®©rganizing®neumonia Talmadgee.King Jt, M.D.,andJoyce S. Lee, M.N.EnglJMed 386;11 nejm.orgMarch17, 2022



TABLE 2 | An Organizational Approach to OP Imaging Findings With Main Chest Radiography and CT Scanning

Differential Diagnoses™" ~°

Irmaging Finding

Differential Diagnosis

Predominant consolidation
Peripheral

Peribronchovascular

Ground-glass attenuation, crazy paving

Predominant nodular pattern
Solitary
Multiple

Predominant linear or reticular pattern
Subpleural, basilar reticulation with or
without traction bronchiectasis
Bands

Perilobular thickening

Reverse halo

Chronic eosinophilic pneumonia, infection (eg, COVID-19), hemorrhage,
infarction, vasculitis, aspiration, postradiation pneumonitis, drug toxicity,
electronic cigarettes (EVALI), adenocarcinoma, primary pulmonary
l'ymphoma

Solitary vs multicentric adenocarcinoma, primary pulmonary lymphoma,
sarcoidosis, vasculitis, CVD (especially polymyositis or dermatomyositis),
Kaposi sarcoma, chronic eosinophilic pneumonia, granulomatosis with
polyangiitis

Acute: infection, hemorrhage, edema, drug toxicity

Chronic: Pulmonary alveolar proteinosis, infection, exogenous lipoid
pneumonia, drug toxicity (eg, nitrofurantoin), mucinous adenocarcinoma

Bronchogenic carcinoma, infection (granuloma), metastatic disease

Metastatic disease, multicentric adenocarcinoma, sarcoidosis, invasive
fungal disease

NSIP, UIP or IPF

Asbestosis, scars or sequelae of ARDS, infection (eg,
paracoccidicidomycosis), atelectasis

UIP or IPF, hemorrhage, atypical pneumonia, chronic eosinophilic
pneumaonia, lymphoproliferative disorders

Granulomatosis with polyangiitis, sarcoidosis, lipoid pneumonia,
adenocarcinoma in situ, infection (COVID-19, invasive fungal disease),
infarction, radiation pneumonitis, drug toxicity

QD = collagen vascular disease; EVALI = e-cigarette or vaping product use-associated lung injury; IPF = idiopathic pulmonary fibrosis; NSIP =

nonspecific interstitial pneumonia; OF = organizing preumonia; UIP = usual interstitial pneumonia.



A = B

Figure 3 - A, B, Peribronchovascular consolidation. Axial contrast-enhanced CT scan images through the middle (A) and lower (B) lung zones show
multifocal, bilateral foci of peribronchovascular consolidation in a patient with biopsy-proved organizing pneumonia.

Figure 2 - A, B, Peripheral consolidation. Axial unenhanced CT scan images obtained in two patients. A, This image shows peripheral consolidation in
the right upper lobe in a woman previously treated with radiation for breast cancer and biopsy-proved organizing pneumonia (OP). B, This image
shows peripheral consolidation in the left lower lobe and lingula and biopsy-proved OP secondary to chemotherapy for treatment of lymphoma.



Figure 4 - A-C, Migratory manifestation of organizing pneumonia (OP). A, Posteroanterior chest radiograph in a 71-year-old man presenting with
dyspnea on exertion in July 2011 shows peripheral right upper lobe (RUL) consolidation. B, Repeat study from June 2012 shows that the RUL ab-
normality had resolved and that there is now extensive consolidation in the left lung. C, In June 2013, the left lung is now clear, but there is now new
right lower lobe consolidation. These findings are typical of a migratory manifestation of OP.

h._"\_ . A..' Rt ).s "'_
Figure 5 - A-C, Migratory manifestation of organizing pneumonia (OP). Axial unenhanced CT scans were obtained in a 71-year-old man with
dyspnea on exertion, the same patient as in Figure 4. The CT scanning sections, which correspond with Figures 4A, 4B, and 4C, respectively, show that

foci of consolidation on the chest radiographs in this case are due to migratory foci of ground-glass opacification with interlobular septal thickening and
intralobular lines (crazy paving). Surgical lung biopsy results were consistent with OP.
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Figure 9 - A, B, Small micronodules. Axial high-resolution CT scanning section (A) and maximum intensity projection image (B) in the same patient.
CT scan images demonstrate multiple small, solid lung nodules bilaterally that are suggestive of possible malignancy or infection. CT scanning-guided
core biopsy results were consistent with a diagnosis of organizing pneumonia.

Figure 10 - A, B, Masses. Axial unenhanced CT scan images through the right upper lobe (A) and right lower lobe (B) in a 42-year-old patient who was
morbidly obese and had dyspnea show bilateral, subpleural or peripheral mass-like areas of consolidation. The findings are nonspecific; subsequent
biopsy results documented organizing pneumonia, and findings resolved after treatment with steroids.
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Figure 12 - A, B, Solitary nodules. Axial (A) and sagittal (B) unenhanced images from low-dose CT scanning lung cancer screening in a 73-year-old
male smoker show a solitary, irregular right upper lobe nodular opacity associated with subtle dilated airways (arrow in A). Endobronchial ultrasound-
guided fine-needle biopsy results were consistent with focal organizing pneumonia. The opacity resolved without treatment on a follow-up scan (not

shown).

Figure 16 - A, B, Reverse halo or atoll sign. CT scan images obtained in a 32-year-old man with chronic persistent cough and dyspnea on exertion for 1
year and 20-pound weight loss. Axial (A) and coronal (B) images show bilateral foci of central ground-glass opacification completely surrounded by
dense peripheral consolidation—the reverse halo or atoll sign (red arrows in A and B). Also present are foci of incomplete halo signs (white arrows in A
and B) and perilobular thickening (yellow arrow in B). Overlap of these findings is clearly present. Lung biopsy results documented organizing

pneumonia.
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Figure 7 - A-C, Ground-glass opacification (GGO). A, Axial unenhanced CT scan image in a 47-year-old man with a history of papillary thyroid
cancer, 4 months after treatment with iodine-131, shows right upper lobe peribronchovascular GGO. The GGO is hypermetabolic on a fluorine-18
fluorodeoxyglucose-PET/CT scan (B), with less intense activity also noted in a new smaller area of GGO in the left upper lobe in an axial unenhanced
CT scan image (C). Transbronchial biopsy results were consistent with organizing pneumonia.



Al

Figure 8 - A, B, Crazy-paving pattern. Axial (A) and coronal (B) unenhanced CT scan images in a 71-year-old man who had secondary organizing
pneumonia due to amiodarone use. There is extensive ground-glass opacification in the left lung with superimposed interlobular septal thickening and
intralobular lines (crazy paving).
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Table 1. Cases of COVID-19-associated organizing pneumonia identified in the literature.

Case Age
. Author/(Refs.) {years)/sex Diagnosis Management Outcome
1 Alsulami er al (13) T Radiological Corticosteroids Recovery
2 Alsulami er al (13) 34M Radiological Corticosteroids Recovery
3 Alsulami er al (13) 3TM Radiological Corticosteroids Recovery
4 Alsulami ef al (13) 49/M Radiological Corticosteroids Recovery
5 Alsulami ef al (13) S6/F Radiological Corticosteroids Recovery
& Alsulami er al (13) BIF Radiological Corticosteroids Recovery
7 Mg eral (14) S8/F Radiological Corticosteroids Recovery
8 de Oliveira Filho er af (15) 52iM Radiological Corticosteroids Recovery
o de Oliveira Filho ef af (15) 6'F Radiological Corticosteroids Recovery
1k de Oliveira Filho ef af (15) 63F Radiological Corticosteroids Recovery
11 Horii ef al (16) TWF Radiological Corticosteroids Recovery
12 Okamori ef al (17) 60/M Radiological Corticosteroids Recovery
13 Okamori ef al (17) 61/F Radiological Corticosteroids Recovery
14 Kim er al (18) T1I/M Radiological Corticosteroids Recovery
15 Simdes ef al (19) T1I/M Radiological Corticosteroids Recovery
16 Simdes ef al (19) 83M Radiological Corticosteroids Recovery
17 Mg et al (14) B1/M TBLB. histopathological Corticosteroids Recovery
e
18 Seo ef al (20) S0 TBLE, histopathological Spontaneous Recovery
exarmination remission
19 Funk er af (21) 49/M TBLE, histopathological Spontaneous Recovery
20 Golbets er al (22) oM TBLB. histopathological Corticosteroids Recovery
exarmination
21 Kanaoka er af (23) 56/M TELB. histopathological Corticosteroids Recovery
examination
22 Kanaoka er ai (23) LE TBLB. histopathological Corticosteroids Recovery
examination
23 Cortés Colorado er al (24) 62/M TBLE, histopathological Corticosteroids Recovery
examination
24 Vaddsz er al (25) 3TM TELB histopathological Corticosteroids Recovery
examination
25 Vaddsz er al (25) T/M TBLB histopathological Corticosteroids Recovery
exarmination
26 Vaddsz er al (25) T6/M TBLE, histopathological Corticosteroids Recovery

examination

F, female: M, male; TELE, transbronchial lung biopsy.

EXPERIMENTAL AND THERAPEUTIC MEDICINE 24: 453, 2022

Radiologically suspected COVID-19-associated organizing
pneumonia responding well to corticosteroids: A
report of two cases and a review of the literature
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TABLE 1. Infectious causes of organizing

DHEUmﬂnialeS.15,1‘5}__21I_;_'-15

TABLE 2. Noninfectious causes of organizing

Bacterial

Burkholderia cepacia, Chlamydia pneumoniae, Coxiella burnetii,
Legionella pneumonia, Mycobacterium abscessus, Mycoplasma
pneumoniae, Nocardia asteroides, Pseudomonas aeruginosa,
Serratia marcescens, Staphylococcus aureus, Streptococcus
group B, Streptococcus pneumoniae

Viral

Adenovirus, COVID-19, cytomegalovirus, human herpesvirus 7,
HIV, influenza (A and B), parainfluenza, respiratory syncytial
Virus

Fungal
Cryptococcus neoformans, Penicillium janthinellum,
Pneumocystis jirovecii

Parasitical
Plasmodium vivax, Dirofilaria immitis

pneu['nnniazfj,zz,ze-gg

Drug toxicities

5-aminosalicylic acid, amiodarone, amphotericin B, bleomycin,
bisulfan and cyclophosphamide, carbamazepine, cephalosporin,
cocaine (inhaled), dasatinib, doxorubicin, gold salts, interferon
alpha and alpha 2b, interferon plus ribavirin, interferon
betalalpha, L-tryptophan, meslazine, methotrexate, minocycline,
nitrofurantoin, phenytoin, sirolimus, sotalol, sulfasalazine,
tacrolimus, ticlopidine, trastuzumab, vancomycin, vinbarbital-
aprobarbital

Inflammatory/autoimmune

Allogenic hematopoietic stem cell transplant, anti-JO-1 auto
antibodies, CREST syndrome (calcinosis, Raynaud phenomenon,
esophageal dysmotility, sclerodactyly, telangiectasia),
dermatomyositis-polymyositis, lung transplant, primary biliary
cirrhosis, rheumatoid arthritis, scleroderma, Sjogren syndrome,
systemic lupus erythematosus

KimberleeKetchersig MMSg PAC Areview of organizingpneumonia
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Initial outpatient management of confirmed or presumed COP in adults

Does the patient have ANY of the following:
1. Bothersome symptoms
2. Moderate or severe ventilatory impairment on PFTs
3. Extensive radiographic involvement (>15% of lung fields)
4, Prior respiratory failure or rapidly progressive disease

|
T 1

No Yes
¥ ¥
Mild disease Moderate disease
= Expectant management Clinical = Initiate treatment with
= Reevaluate clinically and (——— " 0T0 . ——» pm:il;isnne 05 h:l\: 1 ma/ieg IBW
with PFTs at 8 to 12 week oraily once dailly {maximum
intervals for 1 year iﬂ ""Ekfd;ﬂ and continue for
weeks
| |
[ 1
Stable or Clinical Unresponsive or
improving disease improvement worsening diseasa

= Taper prednisone to 0.25 mag/kg IBW
per day over B weeks, then continue

Follow at longer intervals for 4 to & months 1
until resolution ® Reassess with CXR and PFTs every
8 to 12 weeks
|
[ |
Stable or Clinical
improving disease worsening *

= Reassess empiric diagnosis of COP

= Review histopathology for patients
with biopsy

= Exclude super-imposed infection

Continued high
suspicion for COP

v

= Taper off prednisone over
6 to 12 months

= Reassess with CXR and
PFTs every B to 12 weeks
during taper and then every Clinical
3 months for at least 1 year [ worsening* —>

Resume last
well-tolerated
prednisone dosed

= Add oral azathioprine
(target dose 1 to 2 mg/kg/day) ©

= Begin slow prednisone taper after
clinical improvement

= Continue azathioprine for at least
3 to 6 months§

® Taper azathioprine or transition
to oral myophenclate mofetil
1 to 1.5 g twice daily if needed
for persistent disease
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Cryptogenic organizing pneumonia—Results
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Zhou Y,Wang L, Huang M, et al. A long -term retrospective study of patients with biopsy -proven
cryptogenic organizing pneumonia . Chron Respir Dis 2019; 16:1479973119853829.
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Management of respiratory failure or rapidly progressive disease in adults with confirmed or presumed COP

Does the patient require mechanical ventilation?

[

I
Yes

\
= Begin IV glucocorticoid pulse with
methylprednisolone 1 g/day
= Reassess after 3 days

1
No

v

= Begin IV glucocorticoid pulse with
methylprednisolone 500 to 1000 mg/day
= Reassess after 3 days

|

I
No improvement

|

1 1
Improvement in Improvement in
hypoxemia, hypoxemia,
gas exchange, or gas exchange, or
pulmonary opacities  pulmonary opacities

¥ ¥

1
No improvement

= Re-assess empiric diagnosis of COP

= Review histopathology for patients
with biopsy

= Exclude super-imposed infection

Transition to prednisone 0.5 to 1 ma/kg
IBW orally once daily (maximum of
60 mg/day)* over the next 48 hrs

= Re-assess empiric diagnosis of COP

= Review histopathology for patients
with biopsy

= Exclude super-imposed infection

T
Continued high suspicion for COP

v

T
Continued high suspicion for COP

v

= Give one dose of IV cyclophosphamide
500 to 750 mg/m2 BSA Y AND transition
to 1 mg/kg IBW/day of prednisone (orally) or
methylprednisolone (IV) over next 48 hrs*
= After clinical stabilization, begin prednisone
taper over 8 weeks to 0.25 mg/kg IBW/day*
= After 4 weeks, begin oral azathioprine 50 mg
with target dose 1 to 2 mg/kg/dayd

Continue prednisone therapy* and
monitoring using typical outpatient
protocol (refer to algorithm on
standard treatment of COP)

= Add oral azathioprine 1 to 2 mg/kg/day ¢

= Transition to 1 mg/kg IBW/day of
prednisone (orally) or methylprednisolone (IV)
over next 48 hrs*

= After clinical stabilization, begin prednisone
taper over 8 weeks to 0.25 mg/kg IBW/day*

v

® Reassess symptoms, CXR, and PFTs every
8 to 12 weeks

= Attempt azathioprine taper after clinical
improvement

= Transition azathioprine to oral myophenolate
mofetil 1 to 1.5 g twice daily after 6 months
if glucocorticoid-sparing agent remains
necessary for persistent disease

v

= Reassess symptoms, CXR, and PFTs every
8 to 12 weeks

= Attempt azathioprine taper after clinical
improvement

® Transition azathioprine to oral myophenolate
mofetil 1 to 1.5 g twice daily after 6 months
if glucocorticoid-sparing agent remains
necessary for persistent disease
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43 yakeéenda, kadén hasta, ev

YakénhMeafes darl éj] é, O kse¢r ¢k

Hikaye: Bi r aydeér yakénmal ar é

Dé K me rvkakpznd°em®& mi t anéseéeyl
edi | mik, ancak yakeénmal ar é
edi | mi K
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¥ z g e - rDiaketes mellitus
Soyge-¥zel |l 1 k yok
Kul | and éjOeamicrbnametfoanin:

Al é k kan bigakal(-a r :
Alkol (-)

Fizik muayene:
Solunum muayenesinde whezing, bilateral ral
DiJjer sistem muayeneleri nor mal
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Laboratuvar
U Htc:48,6
U Biyokimya: N
U HbAlc: 7,1
U CRP:6,99
U Sedimantasyon:31
uRF: (-)
U Komleman3: N
U Kompleman 4: N
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Radyoloji k °n tanel
A) Eozinofilk P n © mo n |

B) Di f Alvedar Hemoraji

C) Deskuamatif Knt er n P sip a i

D) Akut Hipersensitiviie Pn ° moni s i
E)AkutKnt er 0P smp al

F) Sarkoidoz
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Laboratuvar
U ANA: Negatif

U Anti-ds-DNA: Negatif
U Kollojen doku markerleri

UPh:7,38 pCO2: 57,6 p02:. 52, 9 s02:85,4 (oda



Endoskopik Bulgulan -Nazal yolla girildi. Vokal kordlar ve trakea dogaldi. Her iki
nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

\\\\\\\\\\\\\\\\\\\\\\\

Bronkoskopi:

Vokal kordlarvet r akeado] ¢ =4

Herikibr o nstsielmdee ndobr ohuykama

rast | anmad éanterbraseggmentten BALylm p é | d
Sitoloji, mikrobiyoloji ve flow sitometrik incelemeye
g°nderi I di . TBBAyapéltdéobdan
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BAL.:

Berrak g°r ¢n¢ mde

UH¢ cr e an allenfosit haldne (%60)
CD4: %40 CD8:%20

U Sitolojik inceleme: malignite negatif

U Mikrobiyolojik inceleme: k ¢ | t ¢ r

negati f



J
a BAL: O | %25

Eozinofi

BAL: Hemorajik

A) Eozinofilik p n © mo g BAI&: Alveolar
. .. Uldl] ¢ t C
B)Di f flyemlar hemora = = ©

D) Akut hipersensitivite p#® mo n |

E) Akut interstisyelp n © mo n i

C) Deskuamatif Kn t e r spilEasshiiiaiiic LN



Olgu Sunumu-2

TBB: Parankimde alveoler septalardah a f i f k a | kenjesyank ma

Hast améezeéen

besliyor
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