
Bamboo spine and the lungs
Karan Madan, Randeep Guleria

Department of Pulmonary
Medicine and Sleep Disorders,
All India Institute of Medical
Sciences, New Delhi, India

Correspondence to
Dr Karan Madan,
drkaranmadan@gmail.com

To cite: Madan K,
Guleria R. BMJ Case Rep
Published online: [please
include Day Month Year]
doi:10.1136/bcr-2013-
201006

DESCRIPTION
A 52-year-old male patient presented with a history
of dry cough and shortness of breath of 3 year dur-
ation. There was a history of pain in the mid and
lower back of 15 year duration. There was no
history of wheezing, fever, chest pain, loss of
weight or appetite. The patient had received antitu-
berculous medications in the past, with no
improvement. Sputum smears for acid fast bacilli
were negative on multiple occasions.

The chest radiograph (figure 1) showed volume
loss and fibrocavitary/bullous changes in the bilat-
eral upper zones with pulled up hila. High-
resolution CTof the thorax (figure 2) demonstrated
fibrocavitary changes in both the upper lobes
(right>left), with bilateral intracavitary dependent
soft tissue suggestive of a fungal ball (aspergilloma).
Radiographs of the lumbosacral spine demonstrated
syndesmophytes and fused vertebrae leading to a
bamboo spine appearance (figure 3). Human leuko-
cyte antigen (HLA)-B27 was positive. Diagnosis of
ankylosing spondylitis (AS) with bilateral apical
pulmonary fibrocystic disease was established.
The reported respiratory system complications of

AS include chest wall restriction, apical fibrobullous
disease with or without secondary infection (myco-
bacterial or fungal commonly), spontaneous

Figure 1 Chest radiograph showing bilateral upper
zone fibrocavitary/bullous changes with volume loss. The
trachea is deviated to the right side and both the hila are
pulled up.

Figure 2 High-resolution CT of the thorax showing
bilateral upper lobe fibrosis and cavitary changes with
intracavitary-dependent soft tissue suggestive of
aspergilloma.

Figure 3 Radiograph of the lumbar spine
demonstrating a ‘bamboo spine’ appearance.
Syndesmophytes and vertebral fusion are seen at
multiple vertebral levels.
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pneumothorax and obstructive sleep apnoea.1 Nearly 4% of
patients with AS, especially men with chronic disease, develop
upper lobe pulmonary fibrosis and bullous disease, the exact
cause of which is not known.2 Fungal colonisation of these cav-
ities is common. Prognosis of patients with apical fibrobullous
disease is determined by the presence, extent and severity of
superinfection, and no treatment has been shown to alter the
clinical course of apical pulmonary disease in AS.1

Learning points

▸ Pulmonary complications of ankylosing spondylitis include
apical fibrobullous disease with or without secondary
infection, pneumothorax and chest wall restriction.

▸ Bilateral apical fibrobullous disease in patients with AS can
closely mimic tuberculosis.

▸ Bamboo spine is a characteristic finding seen in patients
with AS, which is a result of vertebral body fusion by
syndesmophytes.
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