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Introduction:-

ABPA is hypersensitivity reaction to inhaled aspergillus spores. Classically associated in patients with asthma or
cystic fibrosis>*. Associated majorly with asthma and its recurrent exacerbations. Symptoms-cough, dyspnoea,
wheeze, brownish mucus plugs and sometimes haemoptysis. Misdiagnosed as pulmonary tuberculosis in 1/3rd of
cases. Classified based on serological and radiographical findings into ABPA-CB, ABPA-S and ABPA-
HAM.PgevaIence of ABPA in asthma clinics may be as high as 13% with a global burden of almost 5 million
patients

CASE 1: A 37year old male patient who is A weaver, non-smoker, came with complaints of Breathlessness (MMRC
grade Il1) associated with wheeze for4 weeks, Cough with mucopurulent sputum for4 weeks. History of fever on
&off for 1month.Been hospitalized 3 times in the past with similar complaints. Using bronchodilators. No History of
ATT usage. On auscultation bilateral diffuse expiratory rhonchi are present. HRCT chest: B/L perihilar
bronchiectasis with cystic bronchiectasis and tree-in-bud pattern in lower lobe of left lung. Sputum for CBNAAT-
negative. Aspergillus IgE-3.58KUA/L, Total IgE ->30001U/ml, S. 1gG-3.30U/ml (>11u/ml is positive), AEC-1640
cells/cu mm. TREATMENT: patient was started on Tab. Prednisolone 0.5mg/kg/day for 2 weeks followed by
0.5mg/kg/day alternate day for 6 weeks®. Tab. Itraconazole 400mg/day for 16 weeks. Patient is following up
regularly & continued to do well without further requirement of Oral corticosteroids with improvement in daily
activity.
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Figure 1:- Cystic bronchiectasis, signet ring appearance and tree in bud opacities in left lower lobe.

Case 2:
A 59year old male patient, Non-smoker, farmer presented with complaints of Cough with mucoid expectoration
for10 days, Breathlessness (MMRC grade V) with wheeze for3 days, HRCT chest-bilateral perihilar bronchiectasis,
fibrotic opacities in bilateral upper lobes, emphysematous blebs in bilateral upper lobes. Sputum for CBNAAT —
negative. Bronchoscopy: oozing mucus secretions from right & left bronchial tree. Serum total IgE-1385 IU/ml, AF
specific 1gG-34.53 mg/L, AF specific IgE-17.30KUA/L, AEC-2010 cellsyfmm3.History of hospitalization for similar
complaints 3 years back. No history of ATT usage. patient is using bronchodilators from 10years. On auscultation
bilateral diffuse expiratory rhonchi present TREATMENT: patient was started on Tab. Prednisolone 0.5mg/kg/day
for 2 weeks followed by 0.5mg/kg/day alternate day for 6 weeks®. Tab. Itraconazole 400mg/day for 16 weeks.
Patient is following up regularly, patient reported complete symptom control with no further need of oral
corticosteroids with improvement in quality of life.

Figure 2:- B/L signet ring appearance.

Case 3:

A 48year old female, non-smoker, house wife Presented with complaints of fever for 5 days, Breathlessness
(MMRC Grade 1V) since3 days, Cough with mucoid sputum for 2 days, Loss of weight over 20 kgs in the past year.
Patient is using bronchodilators sincel0 years. No history of ATT usage. On Auscultation bilateral diffuse rhonchi
present. HRCT CHEST: tree-in-bud pattern, few fibrotic opacities in bilateral lower lobes, B/L perihilar
bronchiectasis noted. Bronchoscopy: showing diffuse mucus plugging in right and left bronchial tree. Total IgE
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Levels-25001U/ml, aspergillus specific IgE:1.9KUA/L, AF specific 19gG-1.24U/ml. AEC :40 cells/uL.
TREATMENT: patient was started on Tab. Prednisolone 0.5mg/kg/day for 2 weeks followed by
0.5mg/kg/day alternate day for 6 weeks®. Tab. Itraconazole 400mg/day for 16 weeks. Patient came to casualty 5
months later with similar complaints & similar radiographic presentation. Patient was started on high dose regimen
of TAB.PREDNISOLONE 0.75 MG/KG for 6 weeks tapered by 5 mg every 6weeks and continued for another 6
months®. Patient was advised for Tab.omalizumab but not initiated due to economic constraints.

Figure 3:- B/L tree-in-bud & perihilar bronchiectasis in lower lobes.

Case 4:

A 65year old male patient, ex-smoker, shop keeper, Presented with complaints of breathlessness grade IV MMRC
for 3 days, cough with mucoid sputum for 3days.History of hospitalization for similar complaints 14 years back.
Diabetic. No history of ATT usage. Using bronchodilators for 12 years. With spo2-88% at room air. On auscultation
bilateral diffuse expiratory rhonchi present. HRCT chest —B/L perihilar cystic bronchiectasis with mucus plugs in
lower lobes. Spirometry —obstructive pattern with bronchodilator reversibility. Sputum for CBNAAT: negative total
IgE-1955 1U/ml, aspergillus specific IgE-0.59KUA/mI, Aspergillus specific 1gG-2.87U/ml’, AEC- 420 cells/cu.mm.
TREATMENT: patient was started on Tab.Prednisolone 0.5mg/kg/day for 2 weeks followed by 0.5mg/kg/day
alternate day for 6 weeks®. Tab. Itraconazole 400mg/day for 16 weeks. Patient came to casualty 1 month later with
similar complaints & similar radiographic presentation. Patient was started on high dose regimen of
TAB.PREDNISOLONE 0.75 MG/KG for 6 weeks tapered by 5 mg every 6weeks and continued for another 6
months®. Patient is following up regularly & was advised Tab.omalizumab but did not initiate due to economic
constraints.

i &

Figure 4:- Bilateral cystic bronchiectasis in lower lobes.
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Case 5:

A 55year old male who is a farmer, non-smoker, presented with complaints of Cough with mucoid expectoration for
1 month. History of bronchodilator usage present. No history of ATT usage. Vitals are within normal limits. On
auscultation bilateral inter and infra scapular Rhonchi. HRCT CHEST-cystic bronchiectasis with few air space
opacities and tree in bud opacities noted in right middle lobe and bilateral lower lobes.AEC-380 cells/ul. Total IgE-
4471U/ml (biological ref. range 140) AF specific 1gG-36.99 mg/L, specific IgE-54.90KUA/mIl. TREATMENT:
patient was started on Tab. Prednisolone 0.5mg/kg/day for2 weeks followed by 0.5mg/kg/day alternate day for 6
weeks®. Tab. Itraconazole 400mg/day for 16 weeks. Patient is following up regularly with improvement in
symptoms, quality of life and reduction in daily inhalational steroid dosage.

Figure 5:- Air space opacites & signet ring appearance.

Table 1:-

REVISED CRITERIA FOR ABPA(ISHAM)

Predisposing conditions (one must be present )

Bronchial asthma COPD

Cystic fibrosis Post TB fibrocavitary disease

Obligatory Criteria (both should be present)

Ig G antibodies in serum (> 27 mgA/L )

Elevated A.fumigatus specific Ig E (> 0.35kUA/L) Radiographic pulmonary opacities consistent with ABPA
Elevated total Ig E levels ( > 1000 IU/ml ) Eosinophil count > 500 cells /ul { may be historical )
Results:-

A total of 5 patients were identified. Mean age -52.8 years. There are 4 males and 1 female in the study.4 patients
have previous history of asthma. Mean total IgE at presentation was 1857.41U/ml. Mean aspergillus specific 1gG
18.756mgA/ml and IgE were 15.654KUA/L. AEC was 898cells/cu.mm. CT chest findings-Perihilar bronchiectasis,
tree-in-bud opacities and fibrotic opacities. Out of 5 patients 2 presented with exacerbation.
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Conclusion:-

Early diagnosis is effective in management of ABPA. Chronic ABPA patients can present with respiratory failure
with carbon dioxide narcosis®. Corticosteroids & anti-fungals are the primary therapy for ABPA and patient
symptoms improved with the therapy. patients with exacerbations were advised for biologics like omalizumab but
could not be initiated due to patients’ economic constraints.

Table 2:-
Diagnostic criteria for ABPA propozed by the ISHAM working group
Obligatory eriteria Minor criteria
Elevated AspergiElevated serum total ~ Precipitating antibodies or IsG  Radiographic  Peripheral
Hus-specific IZE IgE level antibodies findings blood
level (= 1000 IU/mL or simply against Aspergillus(27mgA1) consistent with  eosinophili
(=035 kUA/L’ elevated if all other ABPA a (=500
criteria are met) cells/mm?
Caze 1 3. 58KuA/L(yes) 3000(yes) 3.309(No) Bronchiectasis  1640(yes)
37 year old male with tree in bud
pattern
Casze 2 17 30KuAL (yes 1385(yes) 34 53(yes) Bronchiectasisfib 2010(yes)
59 year old male ) rotic
opacites blebs
Caze 3 1 9KuA/L(yes) 2500(yes) 124{No) Bronchiectazizf 40(Mo)*
48 year old fibrosis
female
Caze 4 0.39KuALiyes) 1955(yes) 2.87(No) bronchiectasizs  420(No)®
63 year old male
Casze 5 54 90KuA L (yes 447 (refrange 140)yez  36.99%(yes) Bronchiectazsiz  380(No)*
55 year old male ) &tree in bud
onacities.

*The only eosinophil count available was obtained while the patient was already treated with corticosteroids®
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