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Presentation:
 S.A is 25 years old.

 Referred to a gastroentrologist because of abdominal 
pain and bloody diarrhea in the last few weeks.

 Also describes weight loss during the said time.

 Stool cultures for bacteria and parasites performed 
prior to the referral were all negative.

 Proctologist examination revealed internal 
hemorrhoids and a possible anal fissure.



 DM1. Uses s/c insulin pump

 2 months prior to his referral presented to his GP with 
a large DVT in his left calf. The patient started LMWH 
which was switched to warfarin. Actual INR levels 
were not therapeutic, 1.5-1.8.

 5 weeks later he presented with another large DVT in 
his right calf.

 Hospitalized for further investigation.

Past medical history:



 Investigation revealed that he fell off his bike 2 
months earlier with minor injuries.

 His mother had 2 abortions.

 Total body CT was performed without any 
pathological finding.



Lab (1):
 Hb- 11.9

 MCV- 80, MCH- 28.2

 RDW- 12.5

 WBC- 6.6K

 PLT- 450



Lab (2):
 Cr- 0.53

 Na- 136, K- 3.8

 BILIRUBIN- 0.36

 ALK.PHOS- 98

 GOT- 19

 GPT- 16

 Albumin- 3.6

 Globulin- 4.5



 ESR was 60

 APLA serology was negative

 LMWH was restarted

 Patient was referred for further hematological 
evaluation.

 Due to suspected IBD linkage the patient was referred 
for an investigational colonoscopy and gastroscopy… 



Gastrooscopy:



Colonoscopy:



What’s next?



 Patient was diagnosed as UC.

 Started on RAFASSAL 4gr + CONTROLOC.

 Diarrhea came to a halt.

 Normal stools.

 Biopsy: Compatible with IBD

 But…



 2 weeks later the patient presented to GP with cough, 
weakness and fever.

 Chest X-ray was performed:



 The patient was treated with Zinnat.

 No improvement at 2 weeks.

 Repeat X-Ray:

 Switched to

Levofloxacin.

 Partial response.



 Upon the end of Rx, repeat dyspnea, fever, elevated 
CRP 120 and more than 2.2K eosonophils in the CBC.

 Patient was rehospitalized.

 Repeat X-ray:



 Chest CT (1):



 Chest CT (2):



DD:
 Infectious

 ANCA associated Vasculitis

 Sarcoidosis

 Para-Neoplastic

 Pulmonary IBD

 Drug induced eosonophilic pneumonia

 Other?



 Infectious panel (1):



 Infectious panel (2):



 Infectious panel (3):



 PCR-TB Negative

 Rheumatic panel:

 ANA negative

 Normal complement levels.

 Normal RF

 Anti-MPO negative

 Anti-PR3 Positive.



The patient peroformd a diagnostic bronchoscopy with 
Trans-Bronchial biopsy and Broncho-Alveolar-Lavage 
(BAL)



Trans-Bronchial biopsy:

 Mild fibrosis with few fibroblastic foci.

 Fibrin and mild chronic inflammation.

 No evidence of granuloma.



BAL analysis:

CELLS: 0.170 X10^3

Segmented: 8%

Lymphocytes: 2%

Mononuclear: 4%

Eosonophils: 2%

Mesothelial: 84%





Mesalazine induced pneumonitis with
eosonophilia

 The first case of mesalazine-induced lung 
hypersensitivity was reported in 1991. Over the past 
two decades, several cases have been reported, 
particularly eosinophilic pneumonia.

 The incidence of lung disease from mesalazine is 
unknown. However, immune-mediated injury and 
direct cytotoxic effect are considered as causes of drug-
induced lung injury.



 Symptoms related to mesalazine-induced eosinophilic 
pneumonia can range from being asymptomatic to 
fever, cough, and shortness of breath.

 In most case reports there is a female predominance. 
Age at presentation ranges from 23 years to 56 years.

 Most cases occurred between 1 month and 7 months 
after the initiation of the drug, with rare cases 
occurring 2 years later.



56 y/o female UC patient from Beijing



BAL from a patient in Beijing 2015



 1st stop mesalazine!

 Mesalazine cessation usually leads to improvement in 
both clinical and radiographic pictures.

 The role of steroids for mesalazine-induced 
eosinophilic pneumonia is unclear. The prognosis of 
mesalazine-induced lung injury is good.



 Mesalazine was withdrawn and the patient was started 
on 1mg/kg prednison with a slow tapering.

 10 days later, reports complete resolution of dyspnea.

 Eosonophila was resolved.

 CRP is normal.

 Now on 20mg of prednison.

 What’s next for the patient?

Back to the patient…



Conclusion:
 Mesalazine-induced eosinophilic pneumonia is an 

extremely rare entity.

 Clinical and imaging manifestations are not specific. The 
diagnosis is relied on the history of mesalazine therapy, 
eosinophilia in blood, pulmonary histiocytic infiltration 
with eosinophils, and marked improvement of symptoms 
and radiologic abnormalities after the discontinuation of 
mesalazine.

 The possibility of drug-induced eosinophilic pneumonia 
should be fully considered in patients developing 
unexplained respiratory symptoms while on mesalazine
therapy.
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