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Fig. 1 Chest X-ray findings. (a) Chest X-rays on arrival at the emergency department, (b) two and a half hours after arrival,
(c) seven hours after arrival, (d) after bronchoscopy, and (e) at discharge.

Fig. 2 Chest CT findings. (a—c) Chest CT on arrival at the emergency department showed high attenua-
tion mucus (white arrow) extending from the left main bronchus to the upper and lower lobe bronchi,
(d) low attenuation areas were seen in both lungs, and cystic changes were seen in the left lower lobe.
(e) Cylindrical bronchiectasis and cystic bronchiectasis were seen on chest CT two months after dis-
charge. CT: computed tomography.
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Fig. 3 Bronchoscopy findings. (a) Bronchoscopy findings from left main bronchus, (b) left upper
and lower lobe bifurcation, (c) left upper bronchus, and (d) left lower bronchus after aspiration
by a bronchoscope. In the left lower lobe, mucus plugs were seen throughout, up to the pe-

ripheral side of the bronchus.
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Table 1 Profile of patients with allergic bronchopulmonary aspergillosis presenting with total lung collapse on one side
Case
Reference present 1 1 2 3 4 5
case
Year 2022 1982 1982 1998 1998 2011 2015
First author Honda H Berkin KE Berkin KE Nomura K ShiotaS Agarwal R Kumar R
Age/Sex 76/M 60/F 74/M 29/M 79/F 22/F 62/M
Smoking history (Brinkman index) ex- (900) never ex- (700) never never never never
History of respiratory disease asthma none CB asthma asthma none none
bullectomy
Pulmonary function test
FEVI/FVC (%) 60 75 70 NR 83 NR 95
Diagnosis of ABPA before total lung collapse on one B B B B B B B
side
Clinical diagnostic criteria for ABPM proposed by
Asano K, et al? *
1. Current or previous history of asthma or asth-
. + + + + + + +
matic symptoms
2. Peripheral blood eosinophilia (=500 cells/mm?®) 428 elevated  elevated 2,160 elerxlf(z)lie d 670 2,750
3. Elevated total serum IgE levels (=4171U/mL) 209 NR NR 5,194 1,300 3,800 1,930
4. Immediate cutaneous hypersensitivity or specific
. + + + + + + +
IgE for filamentous fungi
5. Presence of precipitins or specific IgG for filamen-
. - + + + + + +
tous fungi
6. Fllamer'ltous fungal 'growth in sputum cultures or + + + _ _ + NR
bronchial lavage fluid
7. Presence of fungal hyphae in bronchial mucus + + + 4 _ NR 4
plugs
8. Central bronchiectasis on CT + NR NR + + - +
9. Presence of mucus plugs in central bronchi, based
on CT/bronchoscopy or mucus plug expectoration + + + + + + +
history
10. High attenuation mucus in the bronchi on CT + NR NR NR NR NR NR

M: male, F: female, ex-: ex-smoker, never: never smoked, CB: chronic bronchitis, NR: not reported.
*Patients that meet 6 or more of these criteria are diagnosed with ABPM.
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Abstract

A case of allergic bronchopulmonary aspergillosis presenting with
acute respiratory failure due to total collapse of the left lung

Hiroyuki Honda, Ryo Sato, Chikako Kitamura,
Ayuka Shinozaki and Yuta Sudo

Department of Respiratory Medicine, Japanese Red Cross Asahikawa Hospital

A 76-year-old man presented to the emergency department complaining of dyspnea. During examination, to-
tal collapse of the left lung occurred, causing acute respiratory failure. Bronchoscopy was performed under gen-
eral anesthesia, and allergic bronchopulmonary aspergillosis (ABPA) was diagnosed. Overall, six ABPA cases of
total lung collapse on one side have been reported to date. The patient in our case presented with more rapid
and severe respiratory failure compared to previous reports. None of the patients in the seven cases, including
our case, were diagnosed with ABPA before the occurrence of atelectasis. It is important to recognize that
ABPA is a disease that can develop suddenly, sometimes accompanied by fatal acute respiratory failure.



