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Pneumatosis intestinalis (PI) is the presence of gas within the 
bowel wall and may result from several autoimmune diseases, 
including dermatomyositis (DM).1

	 A 55-year-old man with antimelanoma differentiation
associated gene 5 antibody (MDA5)-associated DM and inter-
stitial lung disease (ILD) presented with a 1-week history of 
swallowing difficulty. After having undergone surgical resection 
for renal cell carcinoma, the patient had received immunosup-
pressive therapies (high-dose glucocorticoids, tacrolimus, and 
cyclophosphamide) for 2 months.
	 Three weeks prior to the current presentation, computed 
tomography (CT) revealed significant gas within the walls of the 
ascending colon; however, the diagnosis was not determined at 
this time (Figure 1A).
	 On examination, the patient had intermittent inspiratory 
crackles but no abdominal tenderness. Chest radiographs 
showed new infiltrations in the bilateral lower lobes, and swal-
lowing angiography revealed dysphagia and aspiration. CT 
revealed gas spreading within the colon wall, which was diag-
nosed as PI (Figure  1B), a rare complication of DM. Oxygen,  
ampicillin-sulbactam, and, for dysphagia due to DM, high-dose 
intravenous Ig therapy were administered. After 2 weeks, the 
patient’s dysphagia and radiological findings of PI had improved 
(Figure 1C).

	 This is the first report, to our knowledge, of a patient with 
anti-MDA5–associated DM presenting with PI. In this patient, 
ILD or immunosuppressive therapies may have provoked PI.2 PI 
typically improves with conservative treatment, although surgery 
is necessary in patients with colorectal perforation or intestinal 
obstruction.3 The detection of PI is challenging as patients may 
be asymptomatic or occasionally show symptoms derived from 
underlying diseases.4 Clinicians should be aware of PI progressing 
undetected in patients with DM who are receiving immunosup-
pressive therapy.
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Figure 1. An axial computed tomography image (lung window) showing (A) bowel distension and gas accumulation within the walls of the ascending colon 
(arrow) 3 weeks prior to the current presentation. (B) The gas had markedly spread on diagnosis (arrows) but (C) improved 2 weeks after treatment.
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