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PRESENTATION OF CASE 

Aspergillus, a ubiquitous fungus, causes a wide spectrum of 

illnesses, ranging from asthma to more lethal invasive 

aspergillosis. Usual route of entry is via inhalation. More than 

hundred and fifty species are identified. And of these 

Aspergillus fumigatus is responsible for more than ninety-

five percent of aspergillus related illnesses. Allergic 

bronchopulmonary aspergillosis (ABPA) is the1 best 

recognized clinical entity and was first reported in 1982. 

ABPA is commonly seen in patients with asthma and cystic 

fibrosis. ABPA frequently masquerades as pulmonary 

tuberculosis. Patients usually come with fever, haemoptysis, 

expectoration of brownish mucus plugs, and wheezing. 

Thirty percent of patients present with heamoptysis.2 

A 21-year-old female brought to the emergency room 

with complaints of cough, haemoptysis, breathlessness, on 

and off fever for fourteen days. She gave the history of 

episodic wheezing, breathlessness, for the last eleven years; 

and she had required hospital admissions with these 

symptoms on several occasions. She had been taking regular 

inhaler medications. 

 

On Examination 

The patient was febrile with temperature of 38.5 degree 

Celsius (Oral). Pulse rate- 90 per minute, regular. Blood 

pressure- 110/70 mmHg. Height 160 cm. Weight 34 Kg. 

There was no pallor, cyanosis, clubbing of fingers or palpable 

lymph nodes. Diffuse wheeze and crackles were audible over 

both sides of the chest. Heart, abdomen and CNS 

examinations were normal. 

 

CLINICAL DIAGNOSIS 

Acute Exacerbation of Asthma with Lower Respiratory Tract 

Infection. 

 

DIFFERENTIAL DIAGNOSIS 

1. Pulmonary Tuberculosis  

2. Bilateral Bronchiectasis 

 

 

INVESTIGATIONS AND PATHOLOGICAL 

DISCUSSION 

Haemoglobin – 11.2 Gm%. White blood cells – 7000 / cmm 

with Normal Differential count Platelets – 250, 000 / cmm. 

Erythrocyte sedimentation Rate – 30 mm in hour. 

Oxygen saturation 97% in room air. 

ABG was done values were normal. 

Sputum Gram staining – Negative. 

Sputum fungal culture showed growth of Aspergillus 

fumigatus. 

Sputum samples for acid fast bacilli were negative in 

smears on 2 occasions. 

Total serum IgE level – 5058 IU/ml. 

Specific IgG and IgE antibodies to Aspergillus fumigatus 

were positive. 

Tuberculin skin test was negative. 

Chest x-ray showed homogeneous opacities in midzone 

with cavitation on the right side (Figure 1). 

High resolution computed tomography of the chest 

revealed bronchiectasis in the proximal location involving 

both lungs, predominantly in upper lobes (Figures 2, 3, 4) 

Previous spirometry showed obstructive pattern with 

reversibility. 

 

DISCUSSION  

ABPA is due to hypersensitivity reaction to Aspergillus 

fumigatus. There will be eosinophilic infiltration of bronchial 

wall resulting in granulomatous inflammation. 

Patient with ABPA usually have long standing asthma 

and clinical features include recurrent episodes of fever, 

haemoptysis, expectoration of brownish mucus plugs.3 

There are five stages of the disease. Stage I (acute), 

stage II (remission), stage III (exacerbation), stage IV 

(steroid dependent), stage V (Fibrosis).4 

ABPA is characterized by the presence of asthma, 

pulmonary infiltrate, blood eosinophilia, serum precipitating 

antibody to Aspergillus fumigatus, raised serum IgE and IgG 

antibodies against Aspergillus fumigatus, elevated serum 

IgE level, positive skin prick test for aspergillus antigen, 

central bronchiectasis, expectoration of golden brownish 

sputum plugs, positive sputum culture for Aspergillus 

fumigatus and a type III skin reactivity to Aspergillus 

fumigatus. 

International society for human and animal mycology 

(ISHAM) working group has proposed newer diagnostic 

criteria for ABPA.5 There should be a predisposing condition 

like asthma or cystic fibrosis. obligatory criteria (both should 

be present). 

Financial or Other, Competing Interest: None. 
Submission 24-10-2018, Peer Review 26-12-2018,  
Acceptance 08-01-2019, Published 11-03-2019. 
Corresponding Author:  
Dr. Remya Reveendran, 
Medical Officer, 
Government General Hospital,  
Kasaragod- 671121, Kerala, India. 
E-mail: sathualansar@yahoo.com 
DOI: 10.18410/jebmh/2019/169 

 



Jebmh.com Case Report 

 

J. Evid. Based Med. Healthc., pISSN- 2349-2562, eISSN- 2349-2570/ Vol. 6/Issue 10/March 11, 2019                                             Page 814 
 
 
 

1. Type I aspergillus skin test or increased IgE against A. 

fumigatus. 

2. Elevated total IgE level more than 1000 IU/ml. 

 

Other Criteria- 

At least two of these- 

1. Positive IgG against A. fumigatus. 

2. Radiological, pulmonary opacities consistent with ABPA. 

3. Peripheral blood eosinophil count more than 500 cell/uL 

in steroid naive patients. 

 

 
 

 
 

 

Treatment and Progress 

The patient was treated with prednisolone oral tablet, 0.5 

mg per kilogram body weight. The bronchodilators, 

salbutamol and ipratropium inhalers, were continued. 

Patient responded well, and the lung opacities in the chest 

x-ray gradually resolved over a period of two months 

(Figures 5, 6). Steroid was tapered off within four months. 

 

FINAL DIAGNOSIS 

Various radiological features have been described for allergic 

broncho pulmonary aspergillosis (ABPA), but none is 

pathognomonic for the condition. The radiological 

abnormalities include tram-line shadows, toothpaste-like 

shadows, signet and string of pearls appearance, upper lobe 

fibrosis, transient and fleeting shadows. 

Segmental atelectasis6 due to blockage of the airways 

by fungal growth, cavitations and localized bullae7 etc. 

Haemoptysis and pulmonary infiltrates with cavitary changes 

were present in our case. Cases of asthma, with transient 

and fleeting shadows in chest x-ray should raise the 

suspicion of ABPA. Even though a differential diagnosis of 

pulmonary tuberculosis was considered, after getting all 

investigations done, and treatment response to steroids, 

confirmed that, it was a case of allergic broncho pulmonary 

aspergillosis mimicking pulmonary tuberculosis. 
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