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Respiratory symptoms in a patient with inflammatory

bowel disease
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Fig 1. Baseline imaging (at
presentation). (a) Chest X-ray. (b)
CT thorax.

Fig 2. Images following
completion of steroids.
(a) Chest X-ray. (b) CT thorax.

A 47-year-old male presented with a 4-month history of
breathlessness, chest discomfort and dry cough. He denied fevers,
night sweats or weight loss. His medical history was of ulcerative
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colitis and hay fever. His current medications were azathioprine,
mesalazine and infliximab (he had just received his third infusion).
He had been screened and treated for latent tuberculosis (TB) prior
to starting infliximab. He was a never smoker, an office worker,

and kept no pets. He had no known family history, and was born in
Pakistan. His most recent travel was 5 years ago.

The only abnormal findings on thoracic examination were bi-basal
crackles. Routine blood tests were unremarkable. Three sputum
samples were smear and culture negative for TB. A chest X-ray 1 year
earlier was normal. A repeat chest X-ray was performed (Fig 1a).

© Royal College of Physicians 2018. All rights reserved.



Image of the month

Possible diagnoses considered at this stage were infection
(including TB), lung disease related to ulcerative colitis, and drug-
induced interstitial lung disease.

A CT scan (Fig 1b) showed multilobar ground-glass
consolidation with focal traction bronchiectasis, predominantly
in upper and mid-zones, sparing the lung peripheries. There
were also ground-glass foci within the bronchovascular bundles.
There were small calcified lymph nodes in the mediastinum, but
no lymphadenopathy elsewhere. A bronchoscopy with lavage
was performed. Bronchoscopic appearances were normal and
transbronchial biopsy from the lingula was normal. The lavage
fluid was culture negative, and predominantly lymphocytic
(61%).

A diagnosis of infliximab-related lung disease was made.
Features supporting this include the lack of infective symptoms,
the sterile sputum and the time course of the disease. In a
large cohort of patients with rheumatoid arthritis, infliximab-
related pneumonitis occurred after a mean of 2.8 infusions.!
The radiological appearances and lymphocytic bronchial lavage
were in keeping with other reports of anti-TNF-related lung
disease.?

The infliximab had been stopped shortly before respiratory
review. Reports suggest the disease may resolve with cessation
of the offending drug, but steroids are often given.? In this case
prednisolone 40 mg was initiated, and the patient’s symptoms
resolved rapidly. Steroids were weaned over 5 months, and
imaging following this (Fig 2a and 2b) showed resolution of
most abnormalities, leaving scattered ground-glass foci and mild
traction bronchiectasis.
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Consent

Patient consent was obtained to write and publish this article. m
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