The patient was a teenager with CF who suffered for several years from right lower lobe consolidation, as a result of recurrent Pseudomonas aeruginosa pneumonia. The consolidation was unresponsive to intensive therapy including intravenous (IV) antibiotics, chest physiotherapy, systemic steroids, and rhDNase. The patient developed recurrent severe pulmonary exacerbations necessitating IV antibiotic therapy 4 times per year between the ages of 14 and 15 years. A computerized tomography scan of the chest when the patient was 15-years-old revealed complete collapse of his right lung. A ventilation/perfusion scan revealed only 8% of his ventilation and perfusion in his right chest, while the remaining 92% was in his left chest. In addition, the left lung had begun to herniate into his right chest. It was felt that the right lung was a recurrent source of infection, which was causing serious morbidity. Therefore, the patient underwent a total right pneumonectomy that he tolerated well. Approximately one year later, in preparation for initiating high-dose ibuprofen therapy, the patient's stool was checked for occult blood. He was found to have occasional guaiac positive stools. An upper gastrointestinal

endoscopy revealed chronic esophagitis, esophageal ulcerations, and Barrett's esophagus thought to be attributable to gastroesophageal reflux. A 24-hour pH probe revealed significant gastroesophageal reflux despite antireflux therapy. Therefore, a fundoplication was performed in order to prevent further esophageal damage. Subsequently, it was believed that his esophageal ulcerations resolved as multiple stools were documented to be guaiac negative. High-dose ibuprofen therapy was initiated when the patient was 17-years-old, based on published recommended dosage and pharmacokinetic protocols [8]. The patient's dose was determined by a pharmacokinetic analysis [8] that documented a peak ibuprofen plasma concentration of 69 mcg/ml, following a test dose of 1,000 mg (22 mg/kg). A week after initiation of ibuprofen at a dose of 1,000 mg b.i.d. the patient developed severe abdominal pain, hematemesis and bright red blood per rectum. He became hemodynamically compromised and an emergency endoscopy revealed bleeding esophageal ulcerations in the distal 12 cm of his esophagus. After stabilization and observation without further bleeding, a barium swallow demonstrated that his esophagus was deviated towards the right side and the lower segment of the esophagus was relatively horizontal proximal to the gastro-esophageal junction. In addition, a pancreatic enzyme capsule emptied of the enzymes and filled with barium was retained within that esophageal segment for several minutes. Following this episode the patient's ibuprofen was discontinued, and his oral medications (e.g., antibiotics and vitamins) were switched to liquid form, whenever possible. His pancreatic enzymes were administered after removing the enzyme microspheres from their capsule and mixing them in applesauce. 
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