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ABSTRACT

Pulmonary aspergillosis is an uncommon condition and at the same time very much challenging to diagnose and

difficult to treat. Here, we present two cases of chronic pulmonary aspergillosis, who presented with with chronic

low-grade fever, refractory and distressing cough and haemoptysis. The first patient was diagnosed as having

aspergilloma in a pre-existing healed tubercular cavity and the second one with subacute necrotizing pulmonary

aspergillosis, which simulated as bronchial carcinoma.
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INTRODUCTION

Pulmonary aspergillosis refers to the clinical spectrum
of lung disease caused by several species of genus
Aspergillus; Aspergillus fumigatus being the
commonest. Aspergilloma usually arises in a pre-existing
pulmonary cavity. On the other hand, subacute
necrotizing pulmonary aspergillosis presents in an
insidious manner with progressive symptoms with
histological evidence of hyphal invasion with necrosis.
Despite the known clinical scenario and advancement
in imaging and laboratory facilities, aspergillosis remains
a diagnostic challenge and notorious to treat. Here, we
present two case reports emphasizing on two discrete
presentations of aspergillus lung disease. These reports
will enlighten us about the diverse presentation of
aspergillosis and challenges in diagnosis and
management.

CASE REPORTS

Case 1

A 65-year-old gentleman with diabetes mellitus,
hypertension and chronic obstructive pulmonary
disease (COPD) presented with distressing cough for 1

month and occasional haemoptysis for 2 weeks. He
received a course of category 1 anti-tuberculosis
treatment for smear-positive pulmonary tuberculosis in
2012 and was declared cured.

The patient was looking very sick, had pursed-lip
breathing and prominent accessory muscles of
respiration. Respiratory rate was 24/min. Chest
auscultation revealed vesicular breath sound with

prolonged expiration, along with rhonchi and few fine
crepitations in left 2nd to 4th intercostal space in mid-
clavicular line. A chest radiograph showed
inhomogeneous opacity in the left upper zone with air

crescent sign (Figure 1). Sputum for acid fast bacilli
(AFB) stain and Gene X-pert came negative. Random
blood glucose was 16.3 mmol/L. Keeping  the radiological
evidence and history of pulmonary tuberculosis in 2012,

he was provisionally diagnosed as having aspergilloma.

He was treated with oral itraconazole 400 mg daily as
per standard protocol  He symptomatically improved
during his next follow-up. He was referred to a thoracic

surgeon but the patient denied any surgical
intervention.
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Case 2

An 80-year-old diabetic lady, presented with progressive
breathlessness, distressing cough and haemoptysis for
2 months. She also complained of feeling feverish during
her illness but fever was not documented.

She was looking ill and anaemic. Her breath sound was
vesicular except the right 5th intercostal space (ICS) and
downwards where it was diminished. Capillary blood
glucose was 9.8 mmol/L. Her haemoglobin was 9.2 g/dl,
erythrocyte sedimentation rate was 110 mm in 1st hour,
total white cells was 14,500/cmm with neutrophil 82%.
Platelet count was 8,00,000/cmm. Sputum for AFB and
Gene X-pert came negative. Chest X-ray revealed a
dense opacity in the right mid zone with prominent right
hilum (Figure 2).

Computed tomography (CT) scan was suggestive of
large enhancing mass lesion in the medial aspect of
lower lobe, right-sided minimal pleural effusion and right
hilar lymphadenopathy (Figure 3). CT guided fine needle
aspiration cytology (FNAC) of the right-sided lung mass
showed numerous thick septated hyphae of fungus
arranged in loose clusters and fungal balls accompanied
by reactive bronchial epithelial cells with necrosis and
was suggestive of aspergilloma. No malignant cells were
seen.

Figure 1 Chest X-ray showing air crescent sign and
an inhomogenous opacity in left upper zone

Figure 2 Chest X-ray showing dense homogenous
opacity in mid zone of right hemithorax

Figure 3 Computed tomography scan of chest was
suggestive of large enhancing mass lesion in the medial
aspect of lower lobe, right-sided minimal pleural effusion
and right hilar lymphadenopathy

Treatment was started with itraconazole, steroid and
insulin. Thoracic surgery consultation was taken and
they also advised to continue oral antifungal and
meticulous follow-up.
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DISCUSSION

Aspergillus lung disease enumerates several patterns
of lung diseases caused by several species of genus
Aspergillus and ranging from aspergilloma, allergic
bronchopulmonary aspergillosis, chronic cavitary
pulmonary aspergillosis, subacute invasive pulmonary
aspergillosis and others. All of these entities have a
considerable overlapping presentation with variability
in severity.1 An aspergilloma is a fungal ball formed in a
pre-existing pulmonary cavity and composed of
Aspergillus hyphae, fibrin, mucus and cellular debris.

The first case presented here was an aspergilloma.
Immunocompetent patient with history of pulmonary
tuberculosis with  fewer symptoms, little evidence of
systemic features, single cavity in radiograph with
radiolucent crescent (Monod’s sign) and no evidence
of progression either radiologically or clinically helped
to differentiate from other forms of aspergillosis. In
patients with pulmonary tuberculosis with healed cavity
³2 cm are 20 percent more prone of developing
aspergilloma and chronic pulmonary aspergillosis.
Globally approximately 1.2 million people have been
diagnosed with chronic pulmonary aspergillosis
following pulmonary tuberculosis.2 On the other hand,
patients with subacute invasive pulmonary aspergillosis
have a more insidious course over one to three months3

and they have some degree of compromised immunity.
Diabetes  mellitus, alcoholism, advanced age,  prolonged
glucocorticoid use or other immunosuppressive agents,
connective tissue disorders,  radiation therapy,  non-
tuberculous mycobacterial infection or human
immunodeficiency  virus  (HIV)  infection may predispose
to subacute invasive pulmonary aspergillosis.4 Hyphal
invasion is the histological hallmark in this particular
case accompanied by suggestive radiological findings.
These patients may also have detectable Aspergillus

antigen or Aspergillus IgG antibodies in the blood.

In our second case, the patient was elderly and diabetic,
which maybe the responsible factor. The main differential
in the 2nd case was bronchial carcinoma.5 CT guided
FNAC helped to confirm the diagnosis. But, keeping in
mind that aspergillosis may form in the background of a
cavitary bronchial carcinoma a fibre optic bronchoscopy
was planned but, the patient refused due to financial
constraints. Regarding the presenting complaints,
chronic pulmonary aspergillosis present with chronic
productive cough, fever, weight loss and haemoptysis

of variable severity.6 Haemoptysis is one of the most
deadly complications of pulmonary aspergillosis and
has been reported in 64%-83% of cases with
aspergilloma7 with a mortality rate ranging from 2%-
14%. Surgical resection is offered to prevent life-
threatening haemoptysis and is usually curative in case
of simple aspergilloma. Surgical resection should be
reserved for localized unilateral disease, failure of medical
treatment and permanent cure of haemoptysis. Bronchial
artery embolization is an excellent therapeutic option
for massive haemoptysis before surgery but results are
often limited. Pre- and post-operative antifungal therapy
can be used as an adjuvant to prevent Aspergillus

empyema, post-operative pleural aspergillosis and
recurrence following surgery.8-10 Oral antifungal therapy
is the mainstay of treatment in subacute invasive
pulmonary aspergillosis. It is indicated in simple
aspergilloma for those patients who are unable to do
surgery but are symptomatic and have a progressive
course or, immunocompromised.11

In our patients, we treated them with itraconazole 400
mg daily and was planned to continue for at least 6
months. Surgery was avoided as the patient was not fit
for anaesthesia and possibly deadly surgery
complications such as haemorrhage, bronchopleural
fistula, respiratory failure, acute respiratory distress
syndrome etc.8 Early suspicion of aspergillosis can be
life saving for the patient and lessen patients unbearable
sufferings.
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