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Case Report

P vivax Malaria causing Bronchiolitis obliterans with organizing
pneumonia (BOOP): A rare complication
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Abstract

India and African countries are said to endemimtdaria. P. Falciparum malaria practically can eaasything as we have
read in the articles, but complications with P.xivare not common. Bronchiolitis obliterans with angzing pneumonia
(BOOP) is one of the rare lung diseases. Here wemasenting a case of P.Vivax malaria complicate8OOP which is a

very rare complication.
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I ntroduction

Malaria is an important preventable and treataheeic
disease in tropical countries like India. Pulmonary
involvement in malaria is a known to man. It is nigi
described in falciparum infections but it seen itheo
types also. It can vary from bronchiolitis to Acute
respiratory distress syndrome. Pregnant women amd n
immune individuals are more to this[1]. But the
association of Malaria with BOOP is less known tanm
Here we are presenting a case of P.Vivax malaria
complicated by BOOP.

Case Description

A 15 year old boy got admitted to medicine wardhwit
complaints of fever with chills and rigors for 8ydaand
cough for 3 days which was non-productive in nat@e
admission, pulse and blood pressure was normalhBut
respiratory rate was 22 and his saturation was low.
Systemic examination revealed bilateral crackles on
auscultation and moderate splenomegaly which wes 5
below the left costal margin. Routine blood cher@st
were done which was within normal limits. Patierdasw
transferred to ICU. As a routine investigation, seat for
optimal test (card test for malaria) which came out
positive. Chest X ray showed hyperlucent patchesoit
lungs more in the lower zones. To find out the
abnormality seen on X ray, we planned to get high

Manuscript received: 1Apr 2015
Reviewed: 2% Apr 2015

Author Corrected: 12May 2015
Accepted for Publication: #5May 2015

International Journal of Medical Research and Review

resolution CT scan of thorax done. It showed patnieas
of ground glass consolidation, air space consatidaand
interlobar septal thickening. It also showed rin§ o
consolidation surrounding ground glass hazinesersed
halo sign in posterior segment of left upper lolvaich is
quite specific for BOOP. He was started on antimizls
As the patient improved clinically, he was transfdr
back to wards. After complete course of antimalaria
patient was discharged.

Discussion

Malaria can present with just about anything. Thesim
frequent presentation of malaria is that of a proned
febrile illness with chills and rigors. Pulmonary
complications are seen almost exclusively with
falciparum infection. A dry cough may be presen2@®6

to 50% of patients with malaria [2]. Respiratorgtdess
develops in up to 25% of adults and 40% of childrt
severe falciparum malaria [3]. Various pulmonary
complications have been described in literature. It
diverse features include respiratory compensatidn o
metabolic acidosis, non cardiogenic pulmonary edema
concomitant pneumonia, and severe anemia. These
complications are seen when there is high level of
parasitemia. ARDS is more common in patients with
hemoglobin less than 5 gms/ dl. BOOP is one ofviity
rare complications of malaria with only a handfulwber

of cases being reported in medical literature.
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Fig 2: Interlobar septal thickening

The only pulmonary manifestation of P. vivax maari
found in the literature was the findings of revblsilung
uptake of technetium-99m sulfur colloid during batie
acute and recovery stages of P vivax infections [4]
Cytoadherence of the endothelial cells to parasitized
blood cells may play a central role in causing e¢heliial
cell swelling, septal changes, interstitial edenaad
respiratory distress [5]. But the cause of BOORalaria

is yet to be elucidated for obvious reasons. BO@wr e
classified into either a primary or secondary form.
Primary disease is either idiopathic or occurs in
association with collagen vascular diseases, tpxims
infections. The secondary form of BOOP can he foasid
a focal lesion adjacent to mass lesions, infarars]
abscesses, distal to proximal airway obstructiotaoje
airway disease, or as a histologic component othemo
primary pulmonary disorder (cryptococcal infection,
Wegener's  granulomatosis, chronic  eosinophilic
pneumonia[6]. BOOP has been described in a diverse
number of pulmonary infections that include baeteri
(Streptococcus pneumoniae, Legionella, Nocardia,
Coxiella,  Mycoplasma), viral (cytomegalovirus,
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adenovirus, influenza) [7]. On histology the lesien
characterized by intraluminal fibrosis resembling
granulation tissue involving the terminal and res{oiry
bronchioles, alveolar ducts, and peribronchiolaealar
space. Secondary findings include alveolar typeel c
hyperplasia and foamy macrophages present in the
peribronchiolar alveolar lumen that reflects proaim
airway obstruction.

After the diagnosis of BOOP was made, histological
confirmation of the lesion was not possible becaoke
resource constraints. Patient improved clinicakyveell

as radiologically with treatment with Artesunatbough
some patients with severe disease require adnaticstr

of short course of corticosteroids.

Conclusion

This case report throws light on the diverse priegems
of malaria. This case report tells us the manifold
presentation of malaria. Malaria should always be
considered a differential diagnosis in a case ocOBCesp.
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in endemic countries like India. Awareness of thidity
in association with malaria is important since @atts
with BOOP generally have a favourable prognosis.
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