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Abstract

This case report describes a case of
Allergic bronchopulmonary
aspergillosis (ABPA) presenting as a
hilar mass, and briefly discusses the
differential diagnosis of thoracic masses.
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Introduction

Allergic  bronchopulmonary aspergillosis
(ABPA) is a hypersensitivity reaction to the
fungus Aspergillus (commonly Aspergillus
fumigatus), the spores of which are
ubiquitous in soil and are commonly found in
the sputum of healthy individuals. ABPA
causes chronic airway inflammation
complicated by  bronchospasm and
bronchiectasis ; the condition can closely

resemble asthma. The exact prevalence of
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ABPA is not known. The Radiological
features in patients of ABPA may be
transient or permanent, but presentation as
a hilar opacity is very unusual, as noted in

the reported case.

Case Summary

A 45 year old female presented with
a seven year history of recurrent
haemoptysis. She had a long history
of intermittent breathlessness,
cough and wheeze since childhood.
Initially, she wused to have 1-2
attacks of dyspnoea a year, but had
been having such episodes every

month in the last two years.

General examination revealed no clinical
abnormality. Respiratory system

examination : respiratoy rate: 24/ minute.
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Bilateral rhonchi were audible; no other FIG 2 : Computed tomography shows
abnormalities were detected. a well defined rounded isodense
Past medical history: She was treated with lesion with smooth margins in the

course of first line antitubercular drugs on left para hilar region and cystic

. . bronchiectasis.
four occassions and also received a 24

month-course of second line antituberculosis

. Other investigations : Haemoglobin: 11
drugs. Her chest x-ray on presentation

gm%, total leukocyte count: 10700/mm?,

revealed a left hilar opacity (Fig: 1).

differential count; neutophils 48%,
lymphocyte 30%, eosinophil 22% (AEC) and
platlet count: 2,80,000/mm?® - Mantoux test:
negative at 72 hours. Sputum smear was
negative for acid-fast bacilli.
Angiotensin Converting Enzyme (ACE), anti
nuclear antibody (ANA) titre, serum calcium
and 24 hour urinary calcium were also
negative.

In the context of the above, blood

eosinophilia and history of asthma,
FIG 1 : Chest x-ray showing a left hilar ABPA was considered as a
opacity provisional diagnosis. Total serum
IgE was 3,000 IU/L; specific IgE and
IgG against A. fumigatus by Elisa
were positive (7.28 kUA/I and 4.98
kUA/l respectively; normal range -
<0.35 kUA/I).
Subsequently, previous chest x-ray
films became available for
comparison (Fig: 3, Fig: 4, Fig: 5)
and revealed the presence of

migratory infiltrates previously.

Page number not for indexing purposes 2




Prasad R.et al

% Calicut Medlcal Journal

Calicut Medical Journal 2008; 6(4): e6

116l

FIG 3 : Repeat chest x-ray showing Fig: 5

disappearance of left hilar mass

Her skin test with A. fumigatus
antigen showed a positive reaction
for type | and also late type Il
(arthus) hypersensitivity in
comparison to positive control
(histamine phosphate 1 mg/ml). A
diagnosis of Allergic broncho-
pulmonary aspergillosis presenting
as a left hilar mass was made.
Treatment was started with oral
prednisolone 40 mg daily, inhaled
budesonide 400ug/formeterol 12 ug
in two divided doses daily and

inhaled salbutamol to be used when

symptomatic. Her chest x-ray was

Fig : 4

repeated again after 1 month and
revealed complete resolution of the
left hilar mass (Fig: 6&7).
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Fig: 6

21-02-08

Fig: 7

Discussion

There are many causes of mass lesions in
lungs and they are grouped into Neoplastic
(malignant and benign), inflammatory (both
infectious and non infectious), congenital
and miscellaneous groups. Among the
neoplastic group, common causes are
metastasis,

bronchogenic carcinoma,

lymphoma, carcinoid, hamartoma,

connective tissue and neural tumors

(fiboroma, neurofiboroma, blastoma and
sarcoma). The inflammatory (infectious)
causes are, granulomata (TB,
histoplasmosis, coccidioidomycosis,
blastomycosis, cryptococcosis, nocardiosis),
lung abscess and hydatid cyst; the causes
of Inflammatory  (noninfectious) are

rheumatoid arthritis, wegener
granulomatosis, lipoid pneumonia and
sarcoidosis. The congenital causes are
arteriovenous malformation, sequestration
and lung cysts. Other miscellaneous include
pulmonary infarct, round atelectasis, mucoid
Massive

impaction and  Progressive

Fibrosis.  From a search of literature,
allergic  bronchopulmonary aspergillosis
(ABPA) presenting as mass opacity appears
to be very uncommon®*.

Radiological features in patients of ABPA
may be transient (acute) or permanent
(chronic). Transient shadows may clear with
or without steroid therapy and are mainly
due to pulmonary infiltrates and stagnation
of secretions in damaged bronchi®",
Transient perihilar infiltrates may mimick
adenopathy (as in present case); air fluid
levels can occur from dilated central bronchi
filed with fluid and debris. Parenchymal
abnormalities are more common and
present in 80-90% patients of ABPA as ill
defined homogenous shadows without
evidence of loss of volume, which may be 5
- 15 mm in size or more, as massive/lobar in
extent, unilateral or bilateral. They are

found more often in the upper lobes, often
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resolve (fleeting/migratory shadows) after
expectoration of bronchial plugs but tends to
recur in same or other places. Occasionally,
pulmonary shadows can mimic carcinoma.

Rarely cavitations, local emphysema,

pulmonary fibrosis or contracted upper lobe,

honeycombing, collapse due to mucous
impaction, and spontaneous
pneumothorax13 can result and even total
collapse of lung has been reported 4 Oral
corticosteroids, to date remain the

cornerstone of treatment of ABPA™.
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