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Case Report:

A 45 year old male patient, farmer from Dang district,

who was a known case of sero-positive rheumatoid

arthritis presented in our hospital with history of

breathlessness of 5 days duration which was

progressive and mild chest pain of same duration. He

was non hypertensive, non diabetic and there was no

history of any pulmonary diseases. He was a non

smoker and did not consume alcohol and was on

methotrexate and steroid therapy since 15 years. On

clinical examination, patient was dyspnoic and lying

on right lateral position. BP was 110/70 mm Hg on

right arm with pulse rate of 110/min, regular with normal

volume and character. Patient was afebrile with

respiratory rate of 48/min regular and normal JVP.

Chest examination revealed less expansion of right side
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Abstract

Several pulmonary diseases are associated with spontaneous pneumothorax, including bronchial asthma, chronic

obstructive airway disease, bronchiectasis, pneumonia, abscess, primary or metastatic cancer, and chronic interstitial

lung disease.1 Spontaneous pneumothorax secondary to rheumatoid nodules which is one of the extra-articular

manifestations of rheumatoid arthritis is rare but occasionally described.2 There are some reports resulting in

spontaneous pneumothorax especially on patients on methotrexate or leflunomide treatment.3 We describe a

case of rheumatoid arthritis who was on methotrexate therapy from a long time complicating in right sided

spontaneous pneumothorax.
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of the chest, hyper-resonant on percussion and absent

breath sound on auscultation on the same side. Other

systems were normal. There were signs of steroid

toxicity like moon face, buffalo hump, wasting of thigh

muscles, purple straie over abdomen, bruises on upper

and lower extremities and joint deformities typical of

rheumatoid arthritis.

Blood hemogram showed WBC-12.6 x 106 cumm

with N-78%, L-19%, E-03%. ESR was 73 mm/hr.

Blood sugar, renal, liver and thyroid function test were

all within normal range. Serum RA factor and C reactive

protein was positive. ECG showed sinus tachycardia.

Chest xray revealed right sided massive pneumothorax

with mediastinal shift towards left side and pulmonary

nodule on left upper zone. CT scan was planned but

was not done due to financial problem of the patient.
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Chest tube was inserted and was removed after 10

day. Patient was discharged with modification of

treatment.

a

Figure 1: (b) Showing rheumatoid nodule in left upper

zone.

Discussion

Rheumatoid arthritis (RA) is an autoimmune chronic

inflammatory disease that affects the synovial

membrane, leading to bone damage and joint

destruction. Pulmonary manifestations varying from

pleural effusions, pleural thickening, mottling,

reticulation, and chronic fibrosis have been observed

in patients with rheumatoid arthritis. One of the most

common extra-articular pulmonary manifestations of

RA is the rheumatoid nodule, which is found in

approximately less than 0.5% of patients with this

disease.4 Rheumatoid nodules in the lung are most

common in patients who have a positive test for

rheumatoid factor and also have subcutaneous

rheumatoid nodules. In 1953, Caplan first described a

syndrome of nodular lung fibrosis which was associated

with rheumatoid arthritis in coal-miners and the

prevalence of rheumatoid arthritis was increased

amongst men with complicated pneumoconiosis.5 He

also discovered the characteristic multiple bilateral

nodules on chest radiographs of coal miners with RA.6

The rheumatoid nodule is the most distinctive but least

common lesion in the pulmonary parenchyma in patients

with rheumatoid lung disease.7 These nodules may

develop in the pleura and pericardium and occasionally

form an exophytic mass that may obstruct a bronchus

and mimics a bronchogenic carcinoma at

bronchoscopy.8  These nodules usually occur at the

periphery of the lung, just beneath the pleura, and

sometimes can cause bronchopleural fistula, abscess

formation, cavitation and pneumothorax.9

In our case, most probably necrobiotic process

occurred in the nodules on the pleura leading to

spontaneous pneumothorax. The event was insidious
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Figure 1: (a) Showing localized pneumothorax in

right lung field with mediasternal shift to the

58



on onset and almost painless which was similar in other

case reports10 also suggesting the gradual erosion of

visceral pleura overlying the nodule rather than the

usually sudden and painful acute pneumothorax in other

condition like emphysema.

Some authors have reported similar cases associated

with eosinophilia indicating a more aggressive course

of RA with extra-articular complications.8,11 But in our

case the eosinophil count was within normal range

(03%). One possibility of having normal eosinophil

count may be due to prolonged use of steroid as our

patient had signs of steroid toxicity.

There are some anecdotal reports suggesting that

methotrexate and leflunomide exacerbating

subcutaneous nodulosis in RA but the mechanism is

still unknown. 12,13 Methotrexate is a first line disease

modifying drug in rheumatoid arthritis but its role in

extra-articular complications is less clear and moreover

it carries a significant risk of pulmonary toxicity.14

Leflunomide is a new generation immunosuppressive

drug and its side effects like nausea, vomiting, diarrhea,

upper respiratory tract infection, hypertension and

hepatotoxicity have been widely known. One case was

reported in patient with RA who developed a

pulmonary abscess due to leflunomide.15 Our patient

was under methotrexate therapy from a long time. So

we assumed that the other factor which leaded to this

pulmonary complication might be methotrexate

aggravating the pulmonary disease causing enlargement

of the pulmonary cavitation leading to spontaneous

pneumothorax. In view of these reports, we gave

disease-modifying treatment with hydroxychloroquine

instead of methotrexate to our patient because of

concern that this might aggravate pulmonary nodulosis.

Conclusion

Pulmonary nodules are a rare manifestation of RA and

sometimes may cause spontaneous pneumothorax

depending on their location. The role of methotrexate

in exacerbating the pulmonary nodules in RA and

causing spontaneous pneumothorax is still not clear.
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