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Carbamazepine-induced Lymphocytic
Interstitial Pneumonitis

Karbamazepine Bagh Lenfositik interstisyel Pnémoni

Ebru Damadoglu,* Ciineyt Saltiirk," Ebru Sulu, Sevda Gokceer,? Huriye Berk Takr,*

Leyla Yagci Tuncer,! Adnan Yilmaz,*

Abstract

Ozet

A twenty-seven-year-old male was admitted with
cough, sputum production, dyspnea and weight
loss. Postero-anterior chest x-ray showed bilateral,
diffuse reticulonoduler infiltration. He had re-
ceived tuberculosis treatment in the past and he
had been on carbamazepine for 8 years for a sei-
zure disorder. Three sputum smear examinations
for acid-fast bacilli were negative. Pulmonary func-
tion tests revealed FVC of 2.35L (51 %), FEV1 of
212 L (54 %), FEV1/FVC of 90 %, DLCO of 39 %
and DLCO/VA of 75 %. Fiberoptic bronchoscopy
was normal. Transbronchial lung biopsy and bron-
chial washing were nondiagnostic. Right mini-
thoracotomy and open lung biopsy were per-
formed. Pathologic examination revealed diagno-
sis of lymphocytic interstitial pneumonitis. Car-
bamazepine was withdrawn after neurological
consultation. The patient was clinically and func-
tionally well two months later. Computed tomog-
raphy of the thorax was completely normal. The
patient was consideredto be compatible with car-
bamazepine-induced  lymphocytic interstitial
pneumonitis.

Key words: carbamazepine, drug-induced,
lymphocytic interstitial pneumonitis.

Yirmi yedi yasinda erkek hasta oksurik, balgam
¢tkarma, nefes darligi ve kilo kaybi yakinmalari ile
basvurdu. Arka-on akciger grafisi bilatera, yaygin
retikilonodiler infiltrasyon gosteriyordu. Hasta
ge¢miste tlberkiloz tanisi ile tedavi almisti ve
epilepsi nedeniyle 8 yildir karbamazepin kullani-
yordu. U¢ balgam &rnegi aside direncli basil aci-
sindan negatif idi. Solunum fonksiyon testinde FVC
2.35L (% 51), FEV1 2.12 L (% 54), FEV1/FVC % 90,
DLCO % 39 ve DLCO/VA % 75 bulundu. Fiberoptik
bronkoskopi normal idi. Transbronsiyal akciger
biyopsisi ve bronsiyal lavaj tanisal degildi. Sag mini
torakotomi ile acik akciger biyopsisi yapildi. Pato-
lojik inceleme lenfositik interstisyel pndmoni ola-
rak bildirildi. Noroloji  konsiltasyonu sonrasi
karbamazepin kesildi. Iki ay sonra hasta klinik ve
fonksiyonel olarak iyi idi. Toraks bilgisayarli to-
mografi normal olarak degerlendirildi. Hasta
karbamazepine  bagh lenfositik  interstisyel
pnémoni olarak kabul edildi.

Anahtar Sozciikler: karbamazepin, ilaca bagl,
lenfositik interstisyel pnémoni.
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Drug-induced disease is a fairly common problem in
routine medical practice. Interstitial pneumonitis is the
most common form of drug-induced pulmonary inter-
stitial disease (1). Carbamazepine is widely used in the
treatment of epilepsy, neuropathic pain and bipolar
affective disorders (2). A large number of side effects
have been reported, including hematological, hepatic,
neurological, cardiac, dermatological and renal disor-
ders (2,3). Pulmonary complications have rarely been
recognized with carbamazepine (3). We present a case
of lymphocytic interstitial pneumonitis induced by

carbamazepine.

CASE

A twenty-seven-year-old male was admitted with
cough, sputum production, dyspnea and weight loss.
Postero-anterior chest x-ray showed bilateral, diffuse
reticulonodular infiltration (Figure 1).

Figure 1. Chest x-ray shows bilateral, diffuse reticulonoduler infiltra-

tion.

He had received tuberculosis treatment in the past
and he had been taking carbamazepine for 8 years for
a seizure disorder. The physical examination was nor-
mal except for coarse crackles heard in both
hemithoraces. Routine laboratory tests were within
normal limits. Erythrocyte sedimentation ratio was 30
mm/hour. Three sputum smear and culture examina-
tions for acid-fast bacilli were negative. Computed
diffuse

tomography of the thorax showed
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reticulonodular infiltration and ground glass appear-
ance in both lungs (Figure 2).

Figure 2. Computed tomography of the thorax shows diffuse

reticulonoduler infiltration and ground glass appearance in both
lungs

Mediastinal or hilar lymphadenopathy was not ob-
served. Anti-nuclear antibody, anti-DNA antibody,
rheumatoid factor and serologic tests for HIV infection
were all negative. Fiberoptic bronchoscopy was nor-
mal. Transbronchial lung biopsy and bronchial wash-
ing were nondiagnostic. Direct examination of bron-
chial lavage and culture for acid-fast bacilli were nega-
tive. Right mini-thoracotomy and open lung biopsy
were performed. Pathologic examination revealed
diagnosis of lymphocytic interstitial pneumonitis.
There was no granuloma in biopsy material. Carbam-
azepine was withdrawn after neurological consultation.
The patient was clinically and functionally well two
months later. Computed tomography of the thorax
was completely normal (Figure 3).

The patient was considered to be compatible with
interstitial

carbamazepine-induced lymphocytic

pneumonitis.

DISCUSSION

Lymphocytic interstitial pneumonia (LIP) is a benign
lymphoproliferative disorder characterized by a diffuse
and exquisitely interstitial proliferation of small lym-
phocytes and plasma cells (4). LIP occurs most com-
monly in patients who have Sjogren syndrome, auto-
immune thyroid disease, acquired immuno-deficiency
syndrome, or Castleman disease (5,6).
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mal two months later.

Several drugs such as carbamazepine and diphenyl-
hydantoin can induce interstitial pneumonia (1-3,7-9).
Carbamazepine is a commonly used anticonvulsant
drug. While carbamazepine-induced pulmonary side-
effects are very uncommon, interstitial pneumonitis,
bronchiolitis obliterans organizing pneumonia, bron-
chospasm, pulmonary oedema and pulmonary nod-
ules have all been reported (2,3). The mechanism of
lung injury by carbamazepine was recognized as an
immune-mediated hypersensitivity (3). To our
knowledge, there have been few cases of carbamaze-
pine-induced interstitial pneumonia in medical litera-
ture in English. We present a case of lymphocytic in-
terstitial pneumonitis induced by carbamazepine. Our
patient presented all clinical, radiological and func-
tional features of interstitial disease. The diagnosis of
LIP was established by open lung biopsy. The with-
drawal of carbamazepine was followed by rapid clini-
cal, radiological and functional improvement.

In conclusion, carbamazepine can produce lymph-
ocytic interstitial pneumonitis. Our case points to the
importance of the past medical history of patients.
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