
Introduction

Semiinvasive aspergillosis, also known as chronic necro-
tizing aspergillosis, is an indolent infectious process of the
lung parenchyma secondary to local invasion by Aspergillus
species (5). Patients frequently present with cough, low
grade fever, and haemoptysis. Interpretation of radiologic
studies, in this entity, may be complicated by the presence
of concomitant lung disease, since this is the setting in
which semiinvasive aspergillosis usually occurs (2, 3, 4).
The yield of bronchoalveolar lavage and transbronchial
biopsy specimens is relatively poor for locally invasive as-
pergillosis, and thus, confirmation of the diagnosis is difficult
(4, 5). We report here a patient, seemingly immunocompe-
tent, with semiinvasive pulmonary aspergillosis who pre-
sented with haemoptysis and a pulmonary nodule.

Case report

In November, 2007, a 67-year-old man was admitted to
the hospital because of a stroke with secondary partial sei-
zures. The patient was a farmer with no history of smoking,
or use of steroids, and he had progressive dyspnea on exer-
tion. During his hospitalization, he experienced several li-
mited episodes of coughing with blood-streaked sputum.
A chest radiograph showed a bilateral interstitial disease, and
a CT scan of the thorax revealed, among other findings,
a nodular lesion with tiny cavitations in the left lower lobe
(Fig. 1, left). He was discharged from hospital and referred
to the outpatient pulmonary clinic for the evaluation of his
respiratory process. His treatment at discharge included

aspirin, valproate and omeprazole. In the clinic, a bron-
choscopy with transbronchial biopsy and bronchoalveolar
lavage (BAL) was performed. BAL fluid cultures were ne-
gative, and the transbronchial biopsy revealed a chronic in-
flammatory infiltrate with interstitial fibrosis. The results
of routine hematologic, blood chemical, and enzyme tests,
including the value for angiotensin-converting enzyme, were
normal. An analysis of arterial blood while the patient was
breathing ambient air revealed a pH of 7.49, a partial pres-
sure of carbon dioxide of 33 mm Hg, and a partial pressure
of oxygen of 78 mm Hg. Immunoglobulin levels and serum
protein electrophoresis showed no abnormalities. No study
of granulocyte function was performed. Hypersensitivity
screening for pneumonitis demonstrated a normal IgE le-
vel, and tests for antibodies to a standard panel of inhaled
aeroallergens (Thermophilic actinomycetes) were negative.
Tests for the presence of rheumatoid factor, antinuclear an-
tibodies, and antineutrophil cytoplasmic autoantibodies
were negative. The tuberculin skin test was negative. Pul-
monary function tests showed a mildly decreased carbon
monoxide diffusion capacity. Therapy with deflazacort was
begun. Two months after initial presentation, and one month
after starting deflazacort therapy, he was referred to our
Department because of haemoptysis. Sputum samples were
negative for culture. A CT scan was repeated, showing that
the pulmonary nodule had evolved to a solid mass within
a cavity, with thickening of the adjacent pleura, typical
findings of an aspergilloma (Fig. 1, right). A CT scan-gui-
ded transthoracic needle biopsy of the cavitary lesion was
carried out, which demonstrated numerous septate hyphae
morphologically consistent with Aspergillus (Fig. 2). The
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Fig. 1: Left –  CT scan of the lung showing, among other findings, a nodule (arrow) with tiny cavitations in the left lower
lobe. Right – CT scan of the thorax showing a solid mass separated from the wall of the cavity by an airspace, resulting in
the characteristic air crescent sign. There is marked pleural thickening sorrounding the cavity.

Fig. 2: Histopathology of the transthoracic needle biopsy of the pulmonary lesion showing numerous septate hyphae
morphologically consistent with Aspergillus.



culture was positive for Aspergillus fumigatus, and the pa-
tient’s serum was positive for Aspergillus precipitins. He was
started on itraconazole, with rapid reduction and with-
drawal of steroids. A follow-up high resolution CT scan of
the thorax, two months after starting itraconazole therapy,
showed no change in the size of the aspergilloma, with ra-
diological features typical of idiopathic pulmonary fibrosis.

Discussion

Semiinvasive aspergillosis is a indolent form of pulmo-
nary aspergillosis, which is seen mainly in patients who are
mildly immunocompromised with underlying chronic lung
diseases (2, 3, 4). The yield of bronchoalveolar lavage and
transbronchial biopsy specimens is relatively poor, and
a thoracoscopic or open-lung biopsy is rarely performed in
these patients. Confirmation of the diagnosis is thus diffi-
cult, and delayed diagnosis is common (4).

In our patient, and in the context of pulmonary Asper-
gillus infection, the findings of the initial CT scan with a pul-
monary nodule resembled the radiological findings of an
invasive or semiivasive pulmonary aspergillosis (1). This far-
mer did not have any recognized underlying immune
incompetence when he presented with stroke and the in-
dolent clinical course would support a diagnosis of semi-
invasive aspergillosis. On the other hand, and without having

completed the study of the pulmonary nodule, he was mis-
takenly treated with steroids after the result of the trans-
bronchial biopsy. In spite of that, the evolution was relatively
benign with the formation of an aspergilloma. Presumably,
the slowly progressive nature of his infection was a function
of the host immune response, which was enough to barely
hold the organism in check, but not to completely kill it. So
then, it is important to take into account the possibility of
pulmonary Aspergillus infection in seemingly immunocom-
petent patients, with underlying chronic lung diseases, who
present with haemoptysis and a pulmonary nodule.
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