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1. Breathlessness - 4 days 

- mMRC grade IV

- No orthopnoea and PND

2. Cough - 5 days 

- Dry in nature

4. Fever -1 day 

- Low grade

Migratory Polyarthritis - 3 months back involving large and small joints

Chief  complaints:

3. Hemoptysis - 5 days

- Frank blood 

- 15-20ml each episode

Past history:



General physical examination: -NAD

• Pulse rate: 140/min

• Respiratory rate: 50/min

• Blood pressure: 110/90 mmHg

• SpO2: 64% on room air



Musculoskeletal system –

Other systems - NAD 

no local joint swelling

no restriction of  movement



HEMOGLOBIN 6.60 g/dL LFT WNL

TLC 12,700 PT/INR 13.4/1.13

PLATELETS 1,28,000 RFT WNL

PBS Microcytic hypochromic

-Iron deficiency anaemia 

URINE 

MICROSCOPY 

Protein

Glucose

RBCs- 4-5

CRP 16.15 URIC ACID 4.60

ESR 30 UPCR 0.05

Trace 



pH 7.43

pCO2 40

pO2 42

Hco3 26.5

SpO2 87

ABG 

s/o Acute Hypoxemic Respiratory Failure

(type I) 

2D ECHO

LVEF-60%, mild PAH, no RWMA

Fio2- 44%

PaO2/Fio2 - 95 Severe ARDS 



Chest Xray: 



Bilateral multiple ill-defined diffuse 

GGOs with early alveolar consolidations 

-central to peripheral involvement with 

few areas of  sparing. 

HRCT thorax:  







RA

Anti CCP

ANA by IF 

ANA blot 

Negative  

pANCA (MPO)- Negative 

cANCA (PR3)- POSITIVE

• Plan: 

Bronchoscopy: BAL with TBLB 



Hemosiderin-laden Macrophages 

with no atypical cells 

• Cytology of  the alveolar lavage

• Persistent bloody fluid 

s/o Alveolar haemorrhage 



Prussian blue stain for hemosiderin 

Blue granules of  hemosiderin 

Lung with pigmented macrophages 

in alveoli 

The biopsy did not show any evidence of  granuloma, capillaritis or vasculitis 



• 2 weeks after starting on steroids - satisfactory clinical 

and radiological improvement was noted. 

• Oxygen requirement reduced to 4-5L/min, patient was 

shifted to ward and planned for discharge. 

• Nephrology and ENT consultation was taken, no 

evidence of  renal and ENT involvement. 



On admission 2 weeks later  



Course in hospital…contd



Disruption of  small vessel wall lumen with red 

cell extravasation. Significant infiltration of  the 

vessel with neutrophils, lymphocytes, plasma cells 

were seen.









•Dyspnoea 

•Cough 

•Haemoptysis 

•Fall in haematocrit   

Classical presentation :

DAH is characterized by bleeding into the alveolar spaces of  the 

lungs due to disruption of  the alveolar-capillary basement 

membrane.





However, the transbronchial lung biopsies have shown to be often 

unhelpful when compared to renal biopsy.



DAH is a rare clinical syndrome, with an incidence rate of  2%, and it is a potentially 

life-threatening condition.

4.9 to 10.5 per million cases of  GPA are noted annually worldwide.

The incidence of  pulmonary involvement in GPA varies between 62 to 90%, 

DAH is seen in only 5-15% of cases. 
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3 Case reports in India 

Discussion…contd

Our case is the 4th case 

reported in India!!



Clinical Pearls 

Early recognition is crucial and timely intervention is 

indicated for prompt management.  

Though rare, DAH can be the sole and primary 

presentation of  vasculitis.

Bronchoalveolar lavage and biopsy of  the effected organ are 

the key tools in diagnosis of  DAH in vasculitis. 




