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RECURRENT RESPIRATORY tract infection is

often found in bronchiectasis, generalised malignan-

ry, fibrorystic disease or when the patient is receiving
prolonged immunou.tpprcsive therapy. An unusual
but important cause whict has always to be con'
sidered is the absence of the globulin, as in agamma'
globulinaemia which can either be congenital or
acquired. Very rarely, howaner, the total amount
of globulin in the blood may be normal, but there is
a selestive absence of only the IgA group of the
immunoglobulins.

We report here a patient who has a complete
absence of the lgA in the serum, saliva and nasal

wastrings presenting as recurrent respiratory tract
infection in different parG of his lungs during a

follorv-up period of almost four years. The aetiology
of the recurreRt infection po6ed initially as a diag-
nostic problem as all the commonly known causes

were excluded, and the solution was obtained only

after sending his serum for quantitative immuno'
globulin estirnation. As far as we are alare, no such

case has been reported in the literature from either
Singapore or Malaysia.

CASE REPORT
L.C.H., a l4-yearold Ghinese male, was first

admitted to Tan Tock Seng Hospital, Singapore, on
24th November, 1965, with a four-day history of
fever, cough and breathlessness. He also had a chronic
left ear discharge which was purulent on and off arer
since he was a child. There uas no history of cfironic
diarrhoea or arthritis. Clinical examination ranealed

that he was rather small for his age 14 tt,. 9y" ins.), but
no other obvious abnormalities were found. Examina'
tion of the chest rarealed a left platral effusion. This
was confirmed by a chest X-ray which in addition
*rorarcd streaky opacities in the right first intercostal
spaoe, presumErbly of tuberculous origin.
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lnvestigations.
Total White 13,300. Differential count: polys.

77%, Lymphocytes 18%, Monocytes 396, Eosinophils
2%, Haemoglobin Estimation 11.2 gms.%. Sputum for
pyogenic culture grevy no organisms. A tuberculin test
of 1 T.U. was strongly positive (18 mm.). Repeated
sputum examination for acid fast bacilli was negative
both on direct microscopy and culture.

Progress
ln view of the presence of plzural effusion, a

radiological shadow suggestive of Tuberculosis and a
strongly positive tuberculin test, he was started on
iniection Streptomycin % gm. daily together with
tabs. Para-aminosalicylic Acid 7 gms. and tabs.
lsoniazid 210 mgms. daily. On hisdisctarge from the
hospital on 19th March, 1966, injection Streptomy-
cin was stopped, but both Para-aminosalicylic Acid
and lsoniazid were continued for a total period of
two years. He was followed-up regularly as an
out-patient in the hospital. At the time of his
discharge, his chest X-ray was completely normal
except for minimal residual opacities in the right first
intercostal space.

He was readmitted on 2(hh March, 1967, tor
fever, and a chest X-ray showed consolidation of the
apicoposterior segment of the upper lobe of the left
!ung. Again there was a leucocytosis and he res-
ponded completely to penicillin. Sputum for culture
grevv no pyogenic organisms. In view of his chronic
discharging left ear, he was seen at the Ear Nose &
Throat Departrnent at the Outram Road General
Hospital where a diagnosis of chronic otitis media was
made and Chloromycetin ear drops were prescribed.

His third admission to the hospital was on l(hh
April, 1967, for similar complaints of farer and
cough. This time the chest X-ray showed a complete
right upper lobe consolidation. On this admission, a
protein electrophoresis was done and this showed:
albumin 2.3 gms.%, r(l globulin O.4 gms.%,
eu globulin 0.8 gms.%, p globulin O.4 gms.%,

;-globulin 2.7 gms.%. As fibrocystic disease was
considered, the patientt sweat was estimated for
total sodium and chloride, both of which were within
the norrnal limit. Again he was treated with inlection
penicillin and he responded very well.

On 3rd April, 1968, he uns admitted to the
hogital for the fourth time for a pneumonic consoli-
dation of the posterior segment of the upper lobe of
the right lung. One again he improved with chemo-
therapy. Sinc'e no Gause of his recurrent respiratory
infection could be found so far, a quantitative

estimation of his serum immunoglobulin was carried
out, employing a modification of the technique
described by Sharpless and LoGrippo, using the
microdouble diffusion agar plate (Sharpless and
LoGrippo 1965). The results were as folloivs: lgG
1,460 mgms.%, lgA not detectable quantitatively,
lgM 78.0 mgm.%.

Vitamin A absorption test and liver function tests
done were all normal. Blood for LE cells was
negative, but the R.A. factor was positive.

Bilateral bronchogram done on 6th June, 1968,
*rowed a normal bronchial tree. On 19th June, 1969,
immunoglobulin estimation in the serum was re-
peated: lgG 1272 mgms.%, lgA absent, lgm 92.5
mgm,%. The saliva of the patient, together with his
nasal washings, were both sent for quantitative
estimation of lgA, and this could not be detected in
any of the specirnens sent.

Since the last admission, the patient has been
followed up regularly and has remained well.

Discr.rssion.
The huge numbers of the anti-bodies found in the

serum can be conveniently divided, basing on chemi-
cal, physical and immunological characteristics into 5
major immunoglobulin groups - lSG, lgA, lgM, lgD,
lgE. Each of these five groups of immunoglobulins
have different biological properties and disease states
oocur where there is either an excess or deficiency in
one or more of these immunoglobulin groups. The
lgA molecule, like the other immunoglobulins, is

composed of two heavy and two light chains and has
a molecular weight of 180,000 with a sedimentation
coefficient of 75. Unlike in the serum where nearly
all the immunoglobulin groups are represented, lgA is

the predominant immunoglobulin in the external
secretions of the body such as the saliva, tears,
@lostrum, nasal and bronchial fluids, gstointestinal
fluids and urine. The lgA found in secretions differs
from that found in the serum in that it is 1 1S instead
of 75 due to the presence of a low molecular weight
protein, "the transfer piece", attached to the usual
lgA molecule. lt has been zuggested that this "trans-
fer piece" enables the lgA molecule to be secreted by
some of the organs in the body (Terry, 1967).

Secretory lgA has been shown to possess anti-
bacterial and anti-viral properties, and is thought to
provide an immune protection for the mucous mem-
branes of the body.

Deficiency of lgA can be divided into two
groups:-

(a) Deficiency of lgA combined with other
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immunoglobulin deficits as in agmmaglobu-
linaemia and Type I and Type !ldysgamma-
globulinaemias.
(b) lsolatd deficiency of lgA (Tomasi,

1968).
Recurrent respiratory tract infection is common

to both, but a variety of conditions have been

described, associated with the isolated lgA deficiency
group. These are hereditary telangiectasia (4 out of 5
patients have deficiency of lgA), cirrhosis of liver,

Still's disease, systemic lupus erythematosus and

recurrent malabsorption. The lat is particularly
interesting because the malority of patients with
idiopathic steatorrhoea have normal immuno'
globulins, although a fa , have *rown isolated absence

of lgA.
The exact relationship betr,rreen lgA deficiency

and most of the syndromes it is associated with, such

as systemic lupus erythematosus and hereditary telan'
giectasia, is unknown, although the presence of
recurrent respiratory tract infection can be readily
explained by a lack of protective lgA anti-bodies
bathing the mucous membrane'of the bronchial tree.
Furthermore, isolated absence of serum IgA in

apparently healthy and asymptomatic individuals
hare been described in 1 out of 700 of the normal
population.

The patient. we have described is particularly
interesting because he presented with the diagnostic
problem of recurrent respiratory tract infection of
unknown aetiology following treatment for a planral

effusion which was thought to be tuberanlous in
origin. Broncfiiectasis, fibrocystic disease and a few
other conditions were all excluded in our investi'
gations. Because it vras felt ttat some lowering of his

immune mechanism was responsible, quantitative

estimation of his immunoglobulins in the serum and

later the lgA in his saliva and nasal washings were

done. Chew and his colleagues found that in a survey
of the lerrels of lgc, !SA, lgM in the serum of the
normal population in Singapore, employing a modifi-
cation of the technique described by Sharpless and

LoGrippo using the micro double diffusion 4ar plate,

the average larels for Chinese males were as follows:-

lgc 774 mgns.%, lgA 2OO mgms'%, lgM 73 mgm.%
(Char et al 1969). Using the same method, no lgA

could be detected in the patient's serum, saliva and

nasal washing.
It must be realised, howaner, that deficiencY of

lgA in the serum need not necessarily be accom'
panied by deficiency of lgA in the secretions, but the

oonverse has not yet been described. The patient

described above has a deficiency of lgA in both his

serum and his secretions. Rockey and his co*vorkers
described trrto cases of isolated lgA deficiency in the

serum, whose serum lgG were found to be high for
some unknown r@son, although the lgM was normal
(Rockey et al, 19M1. lt is interesting to notethat in
our patient, the serum lgG estimated on the two
occasions were 1,460 mgms.% and 1,272 mgms.%

respectively both of which were much higher than the

average lgG larel of 774 mgms'% in the normal

Singapore Chinese male population as found by Chant

et al.
ln addition to the recurrent respiratory tract

infection, our patient also has chronic otitis media

which has been described with lgA deficiency. How'
ever, he has no clinical aridence of the other
associated syndrornes 6 listed above, and this was

confirrned by all the negative investigtions, such as

the LE cell test and tests for liver function and

malabsorption, except for a positive R.A. factor'

Summary.
A l4year-old Chinese male, presenting with re'

current respiratory tract infection and chronic otitis
media due to an isolated absence of lgA in the serum,
nasal washings and saliva, is described. The literature
regarding the role of lgA and the various syndromes

asociated with its absence is reviaryed.
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