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ABSTRACT

Key words:

A 50 year ex-smoker male had repeated hospitalizations with diagnosis of bronchopneumonia. He had
bilateral diffuse centrilobular pathology in HRCT chest along with organization of the posterior basal
areas of both lower lobes. He had IgG antibody to avian antigen in significant titre with no evidence of
infection and connective tissue disease. He responded to avoidance of exposure to pigeons and treatment
with systemic steroid with resolution of the lesions within a month.

Hypersensitivity pneumonitis, organizing pneumonia, diffuse parenchymal lung disease,

Abbreviations:

HRCT : high resolution computerized tomography
DPLD : diftuse parenchymal lung disease

FEV1 : forced vital capacity in one second

UIP : usual interstitial pneumonia

NSIP : non- specific interstitial pneumonia

THE CASE :

A 51-year-old male, smoker (20 pack year history)
presented with cough, fever and exertional
shortness of breath on an early April morning,
three weeks after being discharged from hospital
with diagnosis of bronchopneumonia. He had
underlying hypertension for which he was on
treatment for the last 5 years. He was admitted with
the same complaints of cough, fever and exertional
shortness of breath and treated with intravenous
antibiotics after he had partial relief. Earlier too in
2005 he was admitted twice with similar complaints
and was treated similarly with the same diagnosis
at discharge.

Being a businessman by profession, he used to
travel a lot and he experienced wellbeing when
he was on business trips but fatigue and malaise
frequently with occasional feverishness while at
home.
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Clinically, the general physical examination was
unremarkable with the vital parameters being
normal except that he had an arterial oxygen
saturation of 94 % at rest which on mild exercise
(walking 15 yards up and down) was reduced to
84 percent.

The previous records did not disclose any clear-
cut evidence of sepsis but an HRCT chest done in
March 2015 revealed bilateral basal organization
without sparing segmental boundaries with
adjacent ground glass opacity and centrilobular
nodules in the upper lobes (picture 1), with relative
sparing of the ? lower lobes.

Picture-1: Lung involvement shows bilateral patchy alveolar
opacities with soft diffuse centrilobular nodules.
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Investigations revealed a normal hemogram
with a total leucocyte count of 6800/cu mm with
Polymorphonuclear leucocyte of 58%, lymphocyte
32% and eosinophil 9%, the rheumatoid factor
and the ANA (antinuclear antibody) tests were
negative. The spirometry revealed mild restriction
as the FVC was (2.68 L) 71 % of predicted with the
FEV1% as 0.81.

CHEST PA

Picture 2: Chest X-ray PA view of April 2016- Shows some
small hazy areas adjacent to the diaphragm.

Picture 3: HRCT coronal view in May 2015 shows diffuse
centrilobular nodules with areas of coalescence in right and left
upper lobes.
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The chest x-ray in March 2016 was looking
normal (picture 2) and a repeat HRCT chest
revealed organizing opacities bilaterally posterior
to the diaphragm (picture 3) while there were
vague centrilobular densities in the upper part
corresponding to the supine dependent portions
of the lungs (picture 4(A) and 4(B)). At this stage,
a serious history revealed his exposure to pigeons
at his residence for last one and half years when
he used to feed the birds daily at the rooftop in the
morning. Serum IgG tested for the avian antigen
was positive as 35.8 mgA/L (a cut off of 30). He
refused bronchoscopy or any invasive evaluation.

Picture 4(A) and 4(B): HRCT cuts in April 2015 and April
2016 shows organisation in both lower lobes with areas of air
trapping and haze in the adjacent areas.
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He was treated with prednisolone (30 mg a
day) with advice to avoid pigeon exposure.
He responded quickly and on follow up after
a month his desaturation disappeared and the
repeat CT scan almost complete resolution of the
abnormality (picture 5). We entertained a diagnosis
of hypersensitivity pneumonitis with organizing
pneumonia in our patient. He has been under our
follow up.

Picture-5: HRCT cut corresponding to the area of lesion in
picture 4A or 4B shows clearing to treatment

DISCUSSION:

Thecaseindiscussionhascertaininterestingaspects.
Firstly, he was diagnosed bronchopneumonia thrice
in two years with similar radiological abnormalities
with history of having no significant resolution but
clinical improvement at hospitalizations where, in
none of the occasions he has unequivocal feature
of infection and sepsis. Secondly, we could not find
out any obvious infection or reason of organization
and diffuse centrilobular densities with possible
tendencies to coalesce at places in HRCT chest
suggesting peribronchiolar pathology like to evolve
into the so called organization. In short of invasive
tests, lung biopsy in particular, this could not be
proved. Finally, a quick and marked response to
steroid rules out the chance of an infection and
supports an immunologically mediated pathology.
Here, though we could not evaluate the patient
extensively, a raised IgG antibody to avian antigen
(that covers pigeon antigens clearly) gives us
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clue that the case could be a hypersensitivity
pneumonitis(1).

HP is a disease of lymphocytic peribronchiolarand
alveolar inflammatory condition secondary to
sensitization to organic antigens(2 ). Chronic
HP can lead to ILD like features and may mimic
radiologically as UIP, NSIP and others(3 ).
Here, in our case, the likely exposure was not
continuous and the history of malaise, fevers etc.
were suggestive of a likely HP again. Perhaps, the
very avoidance of the antigen exposure during
and after hospitalizations for some time was the
main reason of partial improvements in the past
episodes. The odd features are organizations as
described (4,5 ). The weaknesses have been that
we did not look for the whole gamut of collagen
profile (there was no clinical clue to any connective
tissue disease), and the other causes of HP and
did not do a bronchoscopy or CT guided trucut
biopsy. Nevertheless, despite them the case
remained interesting and elaborates the possibility
of a subacute hypersensitivity pneumonitis with
organizing reaction from bird (pigeon exposure).
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