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Remitting seronegative symmetrical synovitis with pitting edema syndrome,
Interstitial pneumonia, Nonspecific interstitial pneumonia ; NSIP

*

RS;PE (Remitting seronegative symmetrical synovitis
with pitting edema) JEMEHE & 1Z 1985 4E 12 McCarty 5
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Fig. 1
consolidations and reticular shadows in bilateral lung

a: Chest roentgenogram on admission shows

fields. b, ¢: Chest CT on admission shows consolida-
tion involving subpleural or peribronchial areas, and
ground-glass opacities in the bilateral lung fields.
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Table 1 Laboratory findings on admission
Peripheral blood Virus antibody
WBC 70x102/mm? |HCV (—)
RBC 369x10"/mm? |HBV (—)
Hb 118 g/dl  |Influenza Ag AB (—)
HCT 34.7% HIV (-)
PLT 29.8x10*/mm3 |Serology
CRP 18.96 mg/dl
Blood chemistry CEA 1.5 ng/dl
T.P. 6.2 g/dl |RF (-)
Albumin 35 g/dl |RA (—)
GOT 63 IU/I |anti-CCPADb (—)
GPT 49 1U/1 |RAPA (—)
y-GTP 89 1U/I  |anti-Jo-1Ab (-)
LDH 426 TU/I  |ANA (—)
ALP 386 1U/1  |sIL-2R 3,270 U/ml
BUN 19 mg/dl |KI-6 607 U/ml
Cre 1.3 mg/dl | Mycoplasma-IgM (—)
UA 5.0 mg/dl |(1-3)-B-D-glucan (—)
Na 133 mEq/I |C7 HRP (-)
K 4.5 mEq/1 | C.psittaci Ab < 4x
Cl 99 mEq/1 | C.pneumoniae Ab
Ca 84 mg/dl | IgG 0.989
IgG 1,154 mg/dl | IgA 0.358
IgA 162 mg/dl |Urinary Ag
IgM 88 mg/dl | Legionella (—)
ABG (O27L)
pH 749
PaOq 854 mmHg
PaCOq 272 mmHg
HCOs~ 20.5 mmol/L

9 consolidation % & 7=,

LT T —KgE © ASER TR & U CILRBLL
FER LS TWB 720, LA X 2 ik IE 2 8505
B 72D I — AR AT L7z, BRI 334%,
AR PR RPILE 56mm & ORRE DAL T % 726 72 A ARE
Bl EE & ZREED SN h o 7.

Wegetn A - —MoMA, PURRIN, FEUEAIERRO T
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Za—E VAT AR EORREGSE, A4 b Aho
TANREG, VIR IRITINT4 T, 43T
T AN f%e EORMNGSK, DUEIFERERIEM g, FRIRR
I 18 2 P it 4¢ (nonspecific  interstitial pneumonia ;
NSIP) OEMERE LR &EhE 2 Shiz, HIIRED HE
%72, [REZFMEIRITTETICHEIWH LY AT
A RV A (1,000me/H X3 H) & FiLEESRRE D
B 2 % 2 T CAM 400mg/H, CPFX 600mg/H,
ST &#) 1,600mg/ H % RS- L7z, %2 H H F8#k -

MPFICIRTE - BB L >~ M7 vt e b ictEE 3, 38T
DL ogssh, WP0css 20 [/ 20 BLk, IR BRI B RS
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Fig. 2 a: Chest roentgenogram after 3 month shows a
slightly reticular shadow in the right lower lung field.
b, ¢: Chest CT and HRCT after 3 month shows a
slightly reticular shadow in the right lower lung field.
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Fig. 3 Histological findings of the lung specimen ob-
tained by transbronchial lung biopsy shows polypoid
granulation involving alveoli with foamy macrophages.
(HE, x40)

L7272 THIRBOEHEALZIMZ S EHTY 70X
KU ¥ A (CsA) 150mg/H DB 5 %47 -7z, %15
WHEY 7L F=var50mg/HNEREEDWHIROF
PR SIFWIRFE D e L7272, E20WH A HF A
B OFRAE L2/ Bla & ) RS S A & AT L 7z,
FRRA I I R OGRS X X < PRz, SHEWNIC poly-
poid granulation & ik L 72 macrophages # #8%, #E
LI % & DFBWITH Y LEIHFEHREZ O Z ORI TIX
FEFEVE M RRAEE 2 hF BRER T 2 13 B Td - 7= (Fig.
3). TOBDBFMRFMT A L %L, HFIIATOA R
OMWWHE L 2 ) 3 4 A I3 T ICHRE ORIk
ZRDLDOHRE R -7z (Fig.2). BEL Y 8 W HEDOH
7V F=vnr25mg/HHNROATE BRI E 7o
TWwW5b.
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LNTWA, REBIIEY v~ FHEBEEBICAE DT
LNTEY, FHTREEBLE LTI v~ T HL R
WIESSEECTHENVSHWE LG END 5. FBREEFIZOWV
T, HLA BT L oBEERLY 14 A A4 VOGN
HEREINTWDD, REMPI STV, AREILE
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Table 2 Clinical course

i x
PSL(mg) _J_

Sivelesta sodiu
hydrate I 300mg

CsA

150mg

sIL-2RL/mI)
KL-6

LOH

3000

2000

1000

600 “V
4 500
1 400
4 300
H 200
4 100

1 1 0

2 3

6 8 Month)

-+ sIL—2R(124-466) -8 KL—6(—500} - LDH(142-246) |

BRI N T2 HY, RSPEEBEHZO D OO FHIT
B antwna, iWEs: LT ENEEOEHIEZ
Bl S T % DS E 2 BRGS0 & BEB o s 1
A7, BAEF TIN5 %% Bronochiolitis  Obliterans
Organizing Pneumonia (BOOP) &6l % 1 Bl
LTWB'"ORTH L0, B EOENIERELZ
Z N7z AREFTIIIFREHER Z RO TH 5 CT
TIX IO &M PUNEE A Y 7S 2 BEE R
T5ETIChTNS, 4 HEAELERERTH - 7.
Doz b X hERmBa s U Catkm s, MikiE,
2704 FEFHPE 5% O immunocompromised host &
RETH-7ZL2EE L2 —Ev AF Ak L
DERBEYIE, 4 P AT T IA VARG, LI RT
X7 IIVT, ¥4 a7 ANk EORMi%, &
PEIFERERVENG 28,  FEAEFEMY B YEMT 28 (nonspecific inter-
stitial pneumonia : NSIP) ® &PEBE T 4 B3 2 S 7z,
AN, x T =2 TORRREDARER D% e i & 231b
DR EPMERHR-OBENEEZ Shiz. ki
IEGYE % 003 % 72 DI KM IME 71 F 72 (3R HUR -
PRz G LB R AR D ST, T 7205
WA T d — BB I ST RAUEIX B & & 2
bz, CT b C— & SR PRI - TR % 72
O, EFIMERELIR S ko T2 OliRERTH O
BEEMITH 2 TR TEL R o7, PTHEH
HEATYE O [ LG % % 2 9 % amyopathic  dermato-
myositis (amyopathic DM) & O#ERASLEE L 7 o 7275,
YW % - R R Z 0T, ¥iJol Ptk d Bk
T& 1) amyopathic DM & BRI &IZEEN & % 2

b7z,

#elrp o sIL-2R, KL-6, LDH % #&E:rg 12 lsE L 7-.
(Table 2) sIL-2 1 A Bi B 12 3270U/ml (124~466) &
FHEMEEZRL, HRBBGRSEICEKT L KL6,
LDH iZ# @i A2 5 IEF#HENEREB L TR,
WIRE DB E RO Lol T, 3HHEO~Y—F —
FRNERICHHBIEED S d o 7 g LDH %
KL6 35tk & b MEEM ko~ —h—L S Tnb?
25, AREFITIEENS XD b sIL-2R 259K D FFAf 2 JE
WIZHAMTH o7, sIL2R G EE L TifM L T Ml b
WCRHSNTBY, TV U EROERALE L Bee 2o
BCEMEEZRL, REOHEINEEZ KT 5 &) s
ALNTWDY. JEER B DA SRR IENR < ) 2%
FERTIHHEEY, rvaf F—v 2, BERY, A
MR EDO—H TS ATV EHESIN TV S,

2 S8V 9%/ B2 T8 195 S\ A B3 % TRV A 9 B C L
BHEATO SIL2R BEETH > 2HETIEH A 70 AR
VA (CsA) AR TH o HEZINTWE?, CsA
13 NF-AT (nuclear factor of activated T cells) D%
~NORAT, L2 @IETFOWBGOHEL ML T THMED
B, AL HH 5. RER T D RBIER O SIL2R
MEWICEETH 72720 CsA # A7 a4 FH LB
L7z, #@B ol CT i Cld &y MRS Ik % 1
IRHAL B Y, MITHMEILD RS Z & 2R & SN TR
FEBITIZITE A ERMEILEZ R T LR RRFTH 5.
INHHEFEDASS CSAZHHT 22 LICE-TC, T
MO 2 L7z 2 & AR L2 Witk AVRIE S /.
F 72, AREBITIE LDH, KL-6 139Kk & BRR S A8 L
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A case of interstitial pneumonia complicating RS;PE syndrome in which soluble interleukin-2
receptor (sIL-2R) proved useful for assessing symptoms

Miyuki Okuda, Makoto Kashio, Masakazu Aitani, Daisuke Nakanishi,
Nobuya Tanaka and Kentaro Kimura
Osaka Hospital, Anti-Tuberculosis Association, Osaka Branch

The patient was a 70-year-old man who had been given a diagnosis of remitting seronegative symmetrical

synovitis with pitting edema (RS;PE) syndrome and had been placed on low-dose steroid therapy in the Depart-

ment of Orthopedics. During treatment, sudden fever, hypoxemia and chest radiography-confirmed interstitial

shadows throughout the lung fields were noted, and the patient was referred to the Department of Internal Medi-

cine. RS;PE complicated by interstitial pneumonia was diagnosed, and steroid pulse therapy and immunosuppres-

sant therapy were initiated. In the present case, soluble interleukin-2 receptor (sIL-2R) proved useful for assessing

symptoms. To the best of our knowledge, RS;:PE syndrome complicated by pulmonary lesions and accompanied

by severe acute respiratory failure requiring noninvasive positive-pressure ventilation has not previously been re-

ported, and this rare case is discussed with reference to the literature.



