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Case Presentation

Figure 1.  CT scan of the throax demonstrating nodules 
in the right lung

a 16-year-old male patient presented with a two-
month history of abdominal pain, diarrhea, 
weight loss, low-grade fevers and shortness of 

breath. Physical examination showed a pale-appearing 
male visibly tachypneic. Laboratory studies revealed 
an elevated ESR. Colonosocpy was consistent with 
histological findings of Crohn’s disease. Chest X-ray 
performed due to the persistent tachypnea revealed 
multiple bilateral pulmonary nodules, which was 
followed by Computed tomography (CT) scan of the 
chest. Multiple, bilateral, basilar pulmonary nodules 
were identified. Biopsy of the nodule performed 
with video- assisted thoracoscopic surgery revealed 
non-caseating epithelioid granulommas containing 
multinucleated giant cells. Parenchymal inflammation 
of the lung was evident with areas of bronchiolitis 
obliterans and alveolar injury with fibrinous exudate. 
Staining for microorganisms including acid-fast bacilli 
was negative. Cultures for blood, sputum and lung tissue 
for bacteria, atypical mycobacteria, virus and fungal 
organisms, PPD including evaluation for sarcoidosis 
was negative.

Questions

What is the diagnosis?

Are pulmonary function tests in patients with IBD 
required?

The patient was diagnosed with granulatomatous lung 
disease, an extra-intestinal manifestation of Crohn’s 
disease. He was treated with high dose intravenous 
methylprednisolone with significant clinical 
improvement of both chest and gastrointestinal findings. 
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Discussion
There has been an increase in the number of case 
reports suggesting that pulmonary involvement, 
whether clinically symptomatic or latent, may be 
more common than previously considered in patients 
with IBD. However the true prevalence of pulmonary 
manifestations in pediatric patients with IBD remains 
unknown1. The pediatric literature mainly consists 
of case reports and series. However one of the few 
studies conducted by Peradzynska et al reported a low 
prevalence of respiratory involvement in children with 
IBD as compared to healthy controls. Limitations were a 
small sample size and evaluation of only Polish children 
with IBD.

Most cases in children involve Crohn’s disease 
as opposed to adults who show a significantly higher 
association with ulcerative colitis.1, 3 Inflammatory 
changes involving the lungs include lymphocytic, 
mononuclear or poly-morphonuclear clear infiltration 
and granuloma formation. Bronchiolitis obliterans with 
organizing pneumonia, tracheal stenosis, bronchitis 
and bronchiectasis are some of the respiratory 
manifestations.2,3 Necrobiotic lung nodules are less 
common and represent an important pulmonary 
manifestation of interstitial lung disease in patients 
with IBD.

Pulmonary  manifestations can develop at any 
time in the course of IBD. Often times the course and 
severity of pulmonary involvement does not correlate 
with disease activity and may present before, after or 
at the onset of the disease. 4 Cough, pleuritc chest pain, 
sputum production and shortness of breath may be some 
of the presenting symptoms.

Some studies suggest that clinically asymptomatic 
patients may present with abnormal lung function, chest 
radiographs and bronchioalvolar lavage findings.4 In 
a study conducted by Songur et al, sixty-six percent 
of patients with respiratory symptoms had abnormal 
pulmonary function tests (PFTs).5 Abnormal PFT’s 
(> 80%), including a reduction in expiratory flow, 
were noted during periods of increased bowel disease 
activity.5 Munck et al described the impairment of the 
lung transfer factor for carbon monoxide (TLCO) in 26 
patients in the absence of clinical pulmonary symptoms 
with normal chest X rays, further suggesting that 
pulmonary involvement in IBD is often latent or sub-
clinical and may require diagnosis by further laboratory 
evaluation and imaging techniques.6

The response of pulmonary manifestations to oral 

and systemic corticosteroids with resolution of findings 
on subsequent imaging studies has been described with 
favorable outcomes. In cases resistant to steroid therapy, 
the use of anti-TNF monoclonal antibodies has been 
described in the pediatric literature with promising 
results.7 

Reports of pulmonary manifestations in the setting 
of inflammatory bowel disease are increasing in the 
pediatric literature. Nevertheless, the true incidence and 
prevalence remains unknown. Long-term longitudinal 
studies with follow up are required with identification 
of risk factors to understand the true prevalence and 
pathogenesis of the disease. n
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Figure 2. CT scan of the thorax revealing a nodule in the left lung
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