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Table 1 Underlying lung disorders of 58 patients with
pulmonary aspergilloma

(2nd Department of Internal Medicine, Nagasaki University
School of Medicine, 1991-1998)

Underlying lung disorders Number of patients (%)

Tuberculosis sequellae 44 (76)
Congenital cyst 2 (3
Fibroid lung 1 (2
Pneumoconiosis 1 (2
Pulmonary emphysema 1 (2
Bronchial asthma 1 (2
BOOP* 1 (2
History of chest operation 1 (2
Others** 6 (10)

* Bronchiolitis Obliterans with Organizing Pneumonia
**]iver disease 4, rheumatoid arthritis 1, hypothyroidism 1
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Fig. 1 Numbers of death by pulmonary tuberculosis and
pulmonary aspergillosis in Japan

A. High risk patients

Old tuberculosis, Bronchiectasis,
Congenital cyst, Fibroid lung,
History of chest operation

B. Clinical signs of aspergilloma

Clinical symptoms: sputum, hemosputum,
hemoptysis, feverscence,
dyspnea, cough

niveau formation, cavitation
Laboratory data: CRP 1, WBC 1, ESR *
Serological data: Aspergillus Ag (+)
Aspergillus Ab (+)

(a) | Operation: lobectomy,

Radiological findings: fungus ball, thickened pleura, _(EZ Intravenous AMPH-B:

C. Farther examinations l
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Therapeutic methods

open drainage thoracostomy
Oral ITCZ: 200400 mg/day

1 mg initiation dose is followed by

daily maintenance dose 0.75-1.5 mg/kg/day
as soon as possible.
Intravenous MCFG: 150-300 mg/day

(a): Clinically documented diagnosis
(b): Definitive diagnosis

Biological examinations: sputum culture, BAL*

percutaneus lung biopsy

Pathological examinations: cytological diagnosis, TBLB**,

*Blonchoalveolar lavage
*##Transbronchial lung biopsy

Fig. 2 Flowchart of aspergilloma management
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Fig. 3 Chest radiograph of pulmonary aspergilloma
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Fig. 4 Chest CT scan of pulmonary aspergilloma
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Fig. 6 Gram stain of A. fumigatus image (X 1000)
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Fig. 7 Fluorescent staining (fungi flora Y) of
A. fumigatus (X 200)
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Table 2.1 Morphological features of major Aspergillus species
Property of the
Species conidiophore C_c()llor ﬁf Sterigma Vesicle corsl?dairanl: }?efa d Sclerotium
cell wall conidiophore
A. fumigatus Smooth None Single Flask like Thick cylinder None
A. flavus Granular None Double Spherical ~ Spherical Positive
semispherical ~radial
A. niger Smooth None Double Spherical Spherical Positive
~radialcylinder
A. nidulans Smooth Brown Double Semispherical ~ Columnar None
A. terreus Smooth None Double Semispherical ~ Thick cylinder None
A. candidus Smooth None Double Spherical ~ Spherical Positive
semispherical
Table 2.2 Colony features of the major Aspergillus species
. . Surface . Color of Pigment
Species Size Color Smell appearance Effusion reverse side production
A. fumigatus Medium Deep green None Velvet like None None Light violet
~large powdery, flat ~light violet
A. flavus Medium Yellow green None Powdery, flat None None None
~large ~green radial
A. niger Medium Black Positive  Powdery, flat None None Light yellow
~large ~light yelleow
A. nidulans Medium Olive~yellow  None Velvet like None Violet None
~large green flat ~deep brown
A. terreus Medium Brown None Velvet like Positive Dark yellow None
powdery, flat
A. candidus Small White Positive  Powdery, flat None None Black violet
~medium  ~beige ~black violet
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RTH B, —F, TANVFO—<p SR L7220
2 TdH A CNPAR TPAILHELTT 5 & By 7 1] gEPEAS
BV ZZORBBICTEREIC L 2 HEEZT O LEND
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PULMONARY ASPERGILLOMA, DIAGNOSIS AND TREATMENT

Shigeru KOHNO, Tsutomu KOBAYASHI, Hiroshi KAKEYA,
and Yoshitsugu MIYAZAKI

Abstract Pulmonary aspergilloma is a saprophytic form of
aspergillosis, and the diagnosis is usually based on radiologi-
cal findings such as thickened cavitary wall and fungus ball,
and on positive serum antibody. Up to 58% of the patients
with aspergilloma in Japan have medical history of tubeculo-
sis. Serum anti-Aspergillus antigen is almost always positive
in aspergilloma patients but aspergillus antigen is usually
negative. Massive hemoptysis can be a fatal complication of
aspergilloma, and the most common complication was respi-
ratory failure according to our study. Surgical resection is the
only promising intervention to cure the aspergilloma, how-
ever, low pulmonary function does not allow operation.
Antifungal treatment is chosen for those who are out of
operation indication, but the efficacy of antifungal treatment
against aspergilloma is contravercial.

Some patients with aspergilloma show progressive form,
and we define such aspergillosis as CNPA, chronic necrotizing
aspergillosis, although the original entity of CNPA by Binder
et al. is different. We make a diagnosis of CNPA only if all
the following entity meets, 1 ; progressive shadows in radio-

logical findings regardless of the presence of aspergilloma,
2; have some symptoms such as cough, sputum, hemosputum,
hemoptysis or fever, 3 ; proof of Aspergillus attribution by
mycological or pathological examination, 4 ; positive systemic
inflammatory reaction, 5 ; neglect of other etiology of pul-
monary diseases. Since CNPA is usually progressive, patients
with CNPA should be treated with antifungals.

Key words : Pulmonary aspergilloma, Voriconazole, Itra-
conazole i.v. , Liposomal amphotericin-B, Micafungin sodium
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