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OLGU SUNUMU

CASE REPORT

Can Pneumothorax be the Cause of
Aspergilloma?
Pnömotoraks Aspergilloma Nedeni Olabilir mi?

RESPIRATORY CASE REPORTS

Onur Derdiyok, Levent Alpay, Volkan Baysungur

Abstract

Özet

Bullectomy and pleurodesis are frequently used for
the surgical treatment of spontaneous pneumothorax.
Bullectomy and pleurodesis are combined to prevent
recurrence, but when pleurodesis causes chest wall
and bullous lung neovascularization, it is applied
particularly to the apical region. The resulting sterile
area, however, may lead to many complex clinical
problems, such as aspergillus. In the present study we
present a case who underwent a right upper lobectomy due to hemoptysis complications related to
aspergilloma, arising from the sterile space in the
right hemithorax after a tube thoracostomy performed
7 years previously.

Spontan pnömotoraksın cerrahi tedavisinde bülektomi ve plörodezis genellikle kullanılmaktadır. Bullektomi ve plöredez nüksü önlemek için birlikte uygulanır. Bununla birlikte, plöredez göğüs duvarı ve büllöz
akciğer neovaskülarizasyonuna neden olduğunda,
özellikle apikal bölgede uygulanır. Ancak, ortaya
çıkan steril alan, Aspergillus gibi birçok karmaşık
klinik problemle sonuçlanabilir. Bu çalışmada, 7 yıl
önce yapılan tüp torakostomi sonrası, sağ hemitoraksın steril alanından kaynaklanan aspergillomaya bağlı
hemoptizi komplikasyonları nedeniyle sağ üst lobektomi yapılan olgumuzu sunuyoruz.
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Aspergillus infection of the lungs occurs over a wide spectrum, from saprophytic colonization to hypersensitivity
reactions and pneumonia (1). Chronic pulmonary aspergillosis is a rare and problematic pulmonary disease that
affects around 240,000 people in Europe who suffer
from many other respiratory diseases. Subacute invasive
pulmonary aspergillosis is an endobronchial disease
(formerly known as chronic necrotizing pulmonary aspergillosis) that is usually referred to as rapid invasive aspergillosis (<3 months) in immunocompromised patients (2).
The present study presents the case of a patient who underwent a right upper lobectomy for aspergilloma with
references to literature.

CASE
A 30-year-old male patient who admitted to our clinic
with hemoptysis 5 months previously was found to have
no obvious anomalies upon physical examination. Blood
pressure was 130/85, pulse was 90, temperature was
36.5°C and respiratory rate was 24. The white blood cell
count was 6300 (66.3% neutrophils, 14% lymphocytes),
erythrocyte sedimentation rate was 68 mm/h and other
laboratory parameters were within normal limits. A posterior anterior (PA) X-ray showed an increased density in the
right upper hemithorax (Figure 1). A computerized tomography (CT) revealed a 3 cm cavitary lesion in the
upper lobe of the right lung that was compatible with
aspergilloma (Figure 2). The patient in the present study
had undergone a tube thoracostomy 7 years previously
after suffering a pneumothorax (Figure 3). The patient
had no tuberculosis history, and the CT 7 years previously
had identified a sterile space on the right hemithorax in
the upper zones (Figure 4). No endobronchial lesion was
detected on a fiberoptic bronchoscope. Sputum and
bronchoscopic lavage cultures revealed no proliferation
and a cytological examination revealed no malignancy.
No acid-fast bacilli were found. Agglutinin tests for hydatid cysts were negative. Lung function test results were
within normal limits (FEV1: 2.6 L to 96%). A right upper
lobectomy was performed by thoracotomy. The pathology
and microbiology results both reported aspergillosis.

DISCUSSION
Aspergillus is a human pathogen, with pulmonary aspergillosis being more frequently detected in patients with
weak immune systems. In the saprophytic form of the
disease, aspergillomas settle in pre-existing cavities.
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Figure 1: PA X-ray showing an increase in density in the right upper
hemithorax (a) A CT was performed on the right upper lobe of the right
lung after a caudal lesion compatible with aspergilloma of approximately
3 cm was identified (b)

A slowly progressive infiltrate-producing aspergillosis in a
chronic cavitary form was identified in 1981 as a new
group of lung including semi-invasive mycetomas (3-5).
Aspergillus is a fungus that enters the body through the
inhalation of airborne spores, with Aspergillus airway
colonization seen most often in patients with an underlying chronic airway disease, such as asthma, bronchiectasis or cystic fibrosis. Patients with a clinically compatible
disease and characteristic radiological findings are classified as probable cases of aspergillus fluid in the respiratory tract, based on established criteria for patients with
pulmonary infection. In pulmonary diseases such as pulmonary aspergillosis, tuberculosis, bronchiectasis or pulmonary abscess, aspergillus is a frequent problem in
immunocompromised patients undergoing anticancer
therapy with steroids (3). That said, it is very rare to encounter aspergillus infection in the absence of a chronic
disease. In 11 cases reported in Japanese literature, no
causal link was identified between pneumothorax and
aspergillus infection in any of the cases, there were two
cases of lung an abscess was detected. In one of the
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reported cases in Japan, it was suggested that an aspergillus infection had caused pneumothorax as a result of
an infected bulla rupture (4). The causal link between
pneumothorax and the aspergillus infection was not clear
in our case. A sterile space associated with pneumothorax
had been identified 7 years previously. Airway diseases
such as cavities or bronchiectasis are important to capture airway sequel aspergillus spores. It has been reported that aspergillus colonization occurs in more than 25%
of asthmatic patients. Non-prominent clinical findings
include infective pneumonia, with localized radiological
forms being initially more frequent in most cases. Diagnosis is based on pathological data, but in many cases
the only possible sensitivity studies are broncho-alveolar
lavage and bronchial brushing, which give both sensitive
and specific results (5-7). Adzic-Vukovic et al. (6) reported
a case of pneumothorax associated with aspergilloma in
a non-immunodeficient patient. Pneumothorax is quite
rare, being a consequence of a rupture of the aspergilloma pleural space in non-immunodeficient patients. In
literature, pneumothorax has been reported in granulocytopenic patients who underwent intensive cytotoxic
treatment for hematological malignancies.

As in our case, it may cause aspergillus in postoperative
lesions of the permanent or bullous lung beneath the
thick pleura. Hemoptysis is a common symptom in aspergilloma cases.

CONCLUSIONS
It should be remembered that aspergilloma may, on rare
occasions, be seen in cases without chronic disease. After
pneumothorax, pulmonary aspergilloma may develop in
the sterile space. Patients should be treated as a matter of
urgency to prevent possible life-threatening complications,
even if they are asymptomatic, and to minimize the morbidity and mortality of the operation.
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