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Broncho-pleural fistula complicating rheumatoid lung disease
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Summary
A 57-year-old man with severe rheumatoid arthritis
complicated by lung disease developed a broncho-
pleural fistula. Initially he had a symptomless pleural
effusion but later a cavitated rheumatoid lung nodule
ruptured giving rise to a broncho-pleural fistula which
took 19 days to heal.

Introduction
The pleuro-pulmonary changes associated with

rheumatoid arthritis are well known. A rare and
more specific lesion is the subpleural or intraparen-
chymal rheumatoid nodule. The pulmonary nodules
usually occur in patients with severe disease with

subcutaneous nodules and high titres of rheumatoid
factor. They may cavitate, and spontaneous pneu-
mothorax may occur (Hindle and Yates, 1965;
Portner and Gracie, 1966; Rubin, Gordon and
Thelmo, 1967). This report documents a further
interesting case.

Case report
A 57-year-old surface miner was diagnosed as

having rheumatoid arthritis at the age of 43 years
in 1966, with involvement of hands, wrists, knees and
ankles leading to considerable deformity of the
joints as well as subcutaneous nodules on the elbows
and dorsum of the right hand.

Right

FIG. 1. Tomogram showing cavitated thick-walled nodule in the mid zone of the right lung.
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FIG. 2. Chest X-ray (PA) showing right side hydropneumothorax.

Investigations in 1968 showed haemoglobin
10-5 g/dl with normal indices, ESR 88 in the first
hour. Rheumatoid factor positive with a titre of 1/80
but rising to 1/640 one month later. Chest X-ray
showed a left pleural effusion.
The patient was treated with various anti-in-

flammatory drugs without any significant improve-
ment. On prednisolone he continued to have acute
exacerbations and remissions of his disease. In
May 1978, although his arthritis was reasonably
quiescent, a chest X-ray showed a small right-
sided pleural effusion, and in December 1979 a
cavitating thick walled lesion in the right mid-zone
was seen, which was better visualized on tomo-
graphy (Fig. 1). Sputum cytology for malignant
cells and bacteriology, including culture for acid-
fast bacilli and fungi, were negative and broncho-
scopy showed no abnormality.

In March 1980, the patient presented with a 9-
day history of persistent dyspnoea which had come
on suddenly when he was climbing the stairs. There
was no history of pain in the chest. Chest X-ray
showed right-sided hydro-pneumothorax (Fig. 2).
An intercostal tube was inserted with underwater
seal but the lung failed to re-expand and so a second
tube was inserted. Ultimately it took 19 days for
his right lung to re-expand. The prednisolone was

slowly tailed off. Further chest X-rays show a
persistent cavitating nodule in the right mid zone
with no further increase in size, and residual pleural
reaction at the right base.

Discussion
Hurd (1979) and Walker and Wright (1968)

described cavitation of rheumatoid lung nodules,
which may be very difficult to differentiate from
tuberculosis, mycotic or neoplastic lesions. These
lesions were excluded in the present patient by
negative sputum results, bronchoscopy and also by
length of history which reduced the likelihood of
bronchial carcinoma. Thoracotomy was not per-
formed because of the patient's reluctance and the
strong clinical suspicion of a rheumatoid aetiology.
It was considered probable that his cavitating
rheumatoid nodule had ruptured giving a broncho-
pleural fistula with a hydro-pneumothorax. It has
been suggested that adrenocortical steroids (Bodley
Scott, 1978) may predispose to spontaneous pneumo-
thorax, and this could have been a further factor in
this case.

'References
BODLEY SCOTT, R. (1978) Pneumothorax, Price's Text Book

of Practice of Medicine, 12th edn, p. 925. University Press,
Oxford.

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.58.677.187 on 1 M

arch 1982. D
ow

nloaded from
 

http://pmj.bmj.com/


Clinical reports 189

HINDLE, W. & YATES, D.A.H. (1965) Pyopneumothorax
complicating rheumatoid lung disease. Annals of the
Rheumatic Diseases, 24, 57.

HURD, E.R. (1979) Extra-articular manifestations of rheuma-
toid arthritis. Seminars in Arthritis and Rheumatism, 8,
151.

PORTNER, M.M. & GRACIE, W.A. (1966) Rheumatoid Lung

Disease with cavitary nodules, pneumothorax and eosino-
philia. New England Journal of Medicine, 275, 697.

RUBIN, E.H., GORDON, M. & THELMO, W.L. (1967) Nodular
pleuropulmonary rheumatoid Disease. American Journal
of Medicine, 42, 567.

WALKER, W.C. & WRIGHT, V. (1968) Pulmonary lesions and
rheumatoid arthritis. Medicine (Baltimore), 47, 501.

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.58.677.187 on 1 M

arch 1982. D
ow

nloaded from
 

http://pmj.bmj.com/

