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Case Report
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Case summary
A 30 year old male patient (weight 60 kg) presented

with the complaints of fever off and on, cough with minimal
expectoration and haemoptysis for last one year. He was
taking antitubercular treatment for last 8 months without
any improvement. On physical examination, the patient
was afebrile with a pulse rate of 92/min, respiratory rate
of 20/min and a right arm supine blood pressure of 126/70
mmHg. There was no pallor, cyanosis or clubbing. Bilateral
ronchi were audible on chest auscultation. Examination of
other systems was unremarkable.

Routine investigation showed; hemoglobin: 11 gm%,
total leukocyte count: 8600/mm3, differential count:
neutophils 56%, lymphocyte 30%, eosinophil 14% (absolute
eosinophils count was 1204), platlets count: 2.8 lacs|mm3
and Erythrocyte sedimentation rate: 17 mm/hr. Sputum
samples for acid-fast bacilli were found to be negative on
three consecutive days. Mantoux test showed an induration
of 4mm at 72 hours.

On further evaluation, patient also gave history of
passing of brownish plugs and episodic breathlessness with
wheezing for last 20 years. Review of his serial chest
radiographs revealed homogenous shadows in different

areas of both lungs suggestive of walking pneumonia
(figure: 1-6). Thus a possibility of Allergic
bronchopulmonary aspergillosis (ABPA) was suspected.
Skin prick test with Aspergillus fumigatus (AF) antigen
showed a positive reaction for type I and also late type III
(Arthus) hypersensitivity in comparison to positive control
(Histamine Phosphate 1mg/ml). Total IgE was 2463 IU/
ml (reference range 0 to 100 IU/ml). Specific IgG and
IgE against A. fumigatus by ELISA were 7.24 kUA/l and
4.98 kUA/l respectively (<0.35 kUA/l normal range).
Spirometry showed features of airway obstruction with
significant bronchodilator reversibility. Bronchography was
done which revealed proximal bronchiectasis (figure 7).
Thus a diagnosis of ABPA was established.

The patient was given a course of oral prednisolone
30 mg/day along with inhaled budesonide 400mg with
formetrol in two divided doses and inhaled salbutamol as
and when required. Steroid was tapered after two weeks.
It produced a remarkable improvement after two weeks
of this treatment.
Discussion:

ABPA is often indolent and may be present for years
before diagnosis. When the diagnosis is made sufficiently
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early, irreversible lung damage can be prevented. Although
asthma is a common diagnosis, ABPA is diagnosed
infrequently, with the exact prevalence remaining
uncertain1. ABPA is still under recognized in India and
almost half of the ABPA patients are initially misdiagnosed
as having pulmonary tuberculosis2 (as happened in our
case also).

Specific tests to establish the diagnosis of ABPA
should be performed in patients with asthma who has
recurrent infiltrates on chest x-ray with peripheral
eosinophilia (10-20%). In such clinical setting, a skin test
with AF antigen must be done. If skin test found to be

positive, other test like sputum culture of AF, total serum
IgE and IgE or IgG specific to AF and high resolution
computed tomography (HRCT) of thorax for proximal
bronchiectasis must be done to confirm the diagnosis of
ABPA3.

Currently, oral corticosteroid is the treatment of
choice for ABPA, and therapy is generally long term. The
goal of therapy is to achieve symptom resolution, clearance
of radiographic infiltrates, and establishment of a stable
baseline serum level of total IgE. Usual starting dose of
prednisolone is 0.5 mg/kg daily and may be changed to
alternate-day dosing with clearance of infiltrates4. Along
with steroid therapy, baseline therapy including inhaled
corticosteroid and â2- agonists is essential to control asthma.
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Figures 1-6: Chest radiographs showing migratory homogenous shadows suggestive of walking pneumonia

Figure 4
Figure 3
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Figure 7: Bronchography showing proximal bronchiectasis.

Figure 6

Figure 5
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