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ABSTRACT 
Toxic megacolon and pulmonary nodules are not seen 
frequently on diagnosis in pediatric ulcerative colitis 
patients. This report emphasizes the importance of care-
fully evaluating and managing complications in pediat-
ric ulcerative colitis cases, especially in the presence of  
pulmonary nodules.
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INTRODUCTION

Toxic megacolon (TM) is an infrequent complication of 
ulcerative colitis (UC), especially in children, with a reported 
incidence of only 1–2%.1 TM is characterized by colonic 
dilation (≥5–6 cm), along with signs of system toxicity.TM 
is most often associated with infectious colitides, such as 
Clostridioides difficile (C. difficile) and cytomegalovirus.1,2 
It can lead to mortality if left untreated. Inflammatory 
bowel disease (IBD) can also lead to several extra intestinal 
manifestations including rare occurrence of cavitary pul-
monary nodules (CPN) which can be a diagnostic dilemma 
due to their resemblance to other infectious conditions.3,4 
We present a unique case of a pediatric patient who initially 
presented with two rare complications of ulcerative colitis 
(UC): TM and CPN.

CASE PRESENTATION

A 12-year-old girl came to the emergency department with 
a four-week history of abdominal pain, poor appetite, diar-
rhea, and weight loss. She had an unremarkable exam except 
for persistent tachycardia. Labs showed microcytic anemia, 
leukocytosis with bandemia, elevated erythrocyte sedimen-
tation rate, and hypoalbuminemia. Tachycardia initially 
responded to fluid resuscitation; however, next day she devel-
oped abdominal tenderness and bloody diarrhea. Abdominal 
X-ray showed dilated transverse colon. Chest X-ray revealed 
right-sided atelectasis vs pneumonia. Magnetic resonance 
enterography (MRE) showed diffuse colonic distention (~6–8 
cm in diameter) with circumferential thickening and hyper-
enhancement of the colon without terminal ileum involve-
ment (Figure 1). She received antibiotics and red blood cell 

transfusions. Stool infectious studies including Clostridium 
difficle were negative and high dose steroids were started for 
presumed inflammatory bowel disease (IBD). Further review 
of the MRE demonstrated basal lung nodules. Follow-up 
chest computed tomography (CT) revealed bilateral pulmo-
nary nodules with a basilar and peripheral predominance, 
and cavitation (Figure 2) suggestive of either septic emboli 
or inflammatory nodules seen in IBD. Tuberculosis infection 
was ruled out with QuantiFERON gold testing. Her colitis 
was unresponsive to high-dose steroids, and therapy with 
anti-tumor necrosis factor (anti-TNF) agent was initiated 
given patient’s hesitancy for any surgical intervention. How-
ever, she developed a bowel perforation resulting in subtotal 
colectomy and ileostomy. Distal sigmoid colon and rectum 
appeared healthy and were left in place at that time given 
unclear diagnosis while the remaining inflamed colon was 
removed. Histopathology was consistent with UC, further 
confirming diagnosis of UC. After four weeks she was dis-
charged home with plans for future completion proctocol-
ectomy, creation of J pouch and eventual ileostomy closure 
following nutritional rehabilitation in future. A repeat chest 
X-ray and CT scan at follow-up visit demonstrated almost 
complete resolution of the pulmonary nodules.

Figure 1. MRE of the abdomen showed diffuse distention of the colon 

along with air-fluid levels, marrow edema, circumferential wall thickening 

and hyperenhancement on postcontrast images.
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DISCUSSION
Our case highlights two rare complications of ulcerative 
colitis in an adolescent: acute severe ulcerative colitis pre-
senting as toxic megacolon and pulmonary nodules. Acute 
severe UC is managed initially with high-dose steroids, but 
this decision must be carefully weighed in a patient with 
lung nodules of uncertain etiology. Parenchymal lung dis-
ease and lung nodules seen in UC can mimic autoimmune 
processes such as granulomatosis with polyangiitis, sarcoid-
osis and vasculitis, and are commonly confused with sep-
tic pulmonary emboli.5,6 Both septic emboli and necrobiotic 
nodules may appear as cavitating lesions on imaging. Septic 
emboli are suggested by bilateral peripheral nodules with 
identifiable feeding vessels and may have accompanying 
lung abscesses with a predominant neutrophilic infiltrate 
on histopathology.7 Inflammatory pulmonary nodules are 
also bilateral but have a necrotic granulomatous infiltrate 
on histopathology.5,6 While septic emboli always respond to 
antimicrobial therapy, they usually get worse with immu-
nosuppressive therapy. Inflammatory nodules on the other 
hand do not respond to antibiotics but show a favorable 
response to steroids and anti-TNF therapy.6-8 Lung biopsy 
was not recommended in our patient given the acuity of her 
illness. She likely had inflammatory nodules as suggested by 
the lack of documented infection and near complete resolu-
tion of lung nodules on follow-up imaging after treatment of 
her ulcerative colitis.

Figure 2A,2B. CT scan of chest with IV contrast showed innumerable 

pulmonary nodules noted throughout the lungs with a basilar and 

peripheral predominance along with some cavitation.
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To the best of our knowledge, this is the first report of a 
pediatric patient presenting with both TM and CPN as ini-
tial presentation of UC. This case highlights the dilemma of 
treating acute severe colitis in the presence of CPN.
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