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Allergic bronchopulmonary
aspergillosis:  A view from India

Sir,

It was with great interest that I read the article by Dr.
Al-Amoudi1 and the comments by Dr. Al-
Mobeireek.2 Both pulmonary tuberculosis (TB) and
allergic bronchopulmonary aspergillosis (ABPA) can
present with a similar clinical and radiological
picture.3,4 Predominantly a disease of asthmatics,
ABPA is characterized by repeated episodes of
exacerbations interspersed with periods of remission
culminating, if untreated, in fibrotic lung disease
which can resemble the chronic fibrocavitary disease
of pulmonary tuberculosis.5 When we evaluated 23
patients with ABPA to study the computerized
tomography (CT) appearances, we found that 83% of
these patients, prior to presentation, had received
anti-tuberculous therapy for a long duration.6 The
radiologic appearances in ABPA closely resemble
those seen in TB. However, serial roentgenograms
may reveal the transient nature of these pulmonary
infiltrates, also known as 'fleeting shadows', a feature
characteristic of ABPA.7 Although cavitation is not
common in ABPA,6,8 aspergilloma formation in these
cavities has been reported.4,9,10 This could also lead to
diagnostic confusion, as aspergillomas are known to
form in tuberculous cavities.11 Dr. Al-Mobeireek also
described a patient with concomitant ABPA and TB,2

but in our recent analysis of 95 patients with ABPA12

we were unable to detect any patient with coexisting
TB. However, we are in agreement with Dr. Al-
Mobeireek that prophylactic therapy for tuberculosis
should be considered when commencing systemic
steroids in patients with ABPA.2 Dr. Al-Amoudi has
quoted a 5-15% prevalence of ABPA from Western
studies but a majority of the studies quoted are those
of patients with cystic fibrosis,1 while Dr. Al-
Mobeireek found a prevalence of 2.7% among their
asthmatic subjects.13 A recent literature review on the
epidemiology of ABPA states that the disease may
be present in 0.2-0.8% of all asthmatic patients in the
United States of America.14 We recently determined
the sensitization to Aspergillus antigens in 105
patients with bronchial asthma.15 We found that 30
(28.5%) patients were sensitized to Aspergillus
antigens while 8 (7.6%) fulfilled all the 8 major
criteria for the diagnosis of ABPA. Although ABPA
is a disease with a worldwide distribution,16 the
variable prevalence rates probably reflect the lack of
a single diagnostic criterion with a standardized test.
Central bronchiectasis with normal tapering
peripheral bronchi still remains a prerequisite for the
diagnosis of ABPA.17,18 To add to the discussion, we
would like to stress that allergic Aspergillus sinusitis
(AAS),19 a more recently recognized form of

Aspergillus-related hypersensitivity respiratory
disorders, should also be looked for in patients with
ABPA.20-22 In our analysis of 95 patients with ABPA,
we were able to confirm the presence of concomitant
AAS in 7 of the 9 patients who underwent the
invasive procedure required for diagnosis.12

However, the frequency of AAS among our patients
with ABPA could be higher since 13 others with
radiologic evidence of sinusitis refused to undergo
the surgical procedure. This review suggests that the
co-occurrence of ABPA and AAS may not be as rare
as it appears and it is imperative that the occurrence
of AAS in ABPA and ABPA in AAS should be
looked for.12,23

In conclusion, ABPA must be excluded in all
asthmatic subjects with a positive skin prick test to
Aspergillus antigens. Furthermore, the remarkable
radiologic similarity to pulmonary tuberculosis has
important clinical implications in high tuberculosis
prevalent areas as patients with ABPA often receive
antituberculous therapy for a long time while lung
damage continues to progress relentlessly.7,24 Early
diagnosis and appropriate therapy could alter the
natural history of the disease and prevent the
development of end-stage lung fibrosis.
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Reply from the authors

I read with great interest the valuable remarks of
Prof. Shah regarding my paper.1 I agree that allergic
bronchopulmonary aspergillosis (ABPA) and
pulmonary TB may mimic each other clinically and
radiologically. Consequently, this may lead to the
wrong use of anti-TB therapy for many years in
patients with ABPA.1,6 However, the presence of
elevated immunoglobulin E (IgE) level, positive skin
prick test, positive specific serum IgE to
aspergillosis species, and central bronchiectasis
would point to the diagnosis of ABPA rather than of
TB.1 Therefore, high index of clinical suspicion is
required for differentiating ABPA from pulmonary
TB. Recently, high resolution computerized
tomography scan has also been found to be helpful in
differentiating ABPA from TB.6,25 Although, Dr. Al-
Mobeireek in his series found an association between
ABPA and TB in one of his patients,13,26 I agree with
Prof. Shah that the association of TB with ABPA is
extremely rare.27 Therefore, I would still recommend
prophylactic TB therapy for high-risk patients with
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ABPA when they received systemic steroid.
However, anti-TB therapy should only be given to
ABPA patients if AFB has been isolated.14 The
prevalence of ABPA is variable from one region to
another,12,13,26,28 and depends on the types of patients
studied. The prevalence of ABPA in cystic fibrosis
seems to be higher that in patients with bronchial
asthma. This could be related to the severity,
duration of the underlying disease, and as well as to
the diagnostic criteria used for ABPA in their
studies. So, the wide range of prevalence variation in
ABPA could be multifactorial and related to the type
of underlying disease, type of patients studied, and to
the diagnostic tests and criteria used for diagnosis of
ABPA.

In conclusion, ABPA may still mimic pulmonary
TB clinically and radiologically especially for
inexperienced physicians.1,26 This may subject the
patient to the wrong use of anti-TB therapy for many
years while the original disease will progress into
irreversible pulmonary damage. Therefore, high
clinical suspicion with appropriate radiological and
laboratory tests should always be kept in mind to
protect the patients from developing end stage
pulmonary fibrosis and respiratory failure.
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Sir,

I thank Dr. Shah for his interest in the topic and
sharing his experience regarding allergic
bronchopulmonary aspergillosis in India with us.
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Erratum

In manuscript “Sternalis. An anatomic variant of chest wall musculature” Saudi Med J
2002; Vol. 23 (10): 1214-1221, the references did not appear in numerical order in the text
and Tables, however they do match the appropriate references in the reference section; and

Figures 2b & 4a should have appeared as follows:

Figure 2b  - The schematic drawing of
the bilateral sternalis
muscle.

Figure 4a  - Photograph of illustrative
case 3 showing the bilateral
sternalis muscle.
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