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Abstract

A €0 year old male with a long standing history of smoking was referred to our department for surgery of
aspergilloma in right upper lung lobe diagnosed by computed tomography and confirmed by computed
tomography guided needle aspiration biopsy. A lobectomy was performed. Histological study of the surgical
specimen revealed a pulmonary adenocarcinoma associated with aspergilloma. By presenting this case we suggest

that every case of pulmonary aspergillome should be examined for malignancies, especially in smokers.

In Morocco, pulmonary aspergilloma is most commonly
diagnosed in a patient with a healed tuberculous cavity.
It rarely affects healthy people with an intact immune
response, but those with preexisting structural lung dis-
ease, atopy, occupational exposure or impaired immu-
nity are susceptible. Aspergillosis can remain
asymptomatic or present with hemoptysis, which can be
life-threatening [1]. In this report, we describe a fortui-
tous discovery of unsuspected lung adenocarcinoma in
surgical resection performed for aspergilloma of the
right upper lobe.

Case

A 60 -year-old man, with social history included a 25
packs/year smoking habit, who was otherwise healthy,
presented with history of cough productive with some
episodes of small hemoptysis for 7 weeks. There was no
history of chest pain, shortness of breath, fever or chills,
and he denied any history of weight loss. On physical
examination, he appeared healthy with normal findings.
Chest radiography revealed a cavitary lesion with “air
crescent sign” characteristic of an intracavitary myce-
toma (Figure 1), and on CT, there was a cavitary lesion
on horseback on the segments of the right upper lung
lobe, with a central heterogeneous rounded density,
changing position with the patient’s movements evoking
an aspergilloma (Figure 2). No lesion was detected on
fiberoptic bronchoscopy and biopsies were negative. His
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antifungal serum antibodies were non reactive. CT
guided needle aspiration biopsy of the lesion was per-
formed and showed a large number of fungal hyphae of
Aspergillus.

Preoperative pulmonary function tests gave normal
results. On thoracotomy, a soft mass was palpable in the
right upper lobe. Right upper lobectomy was performed.
This revealed the presence of an unsuspected 30 mm
differentiated and infiltrated lung adenocarcinoma sur-
rounding the 45 mm cavity containing the aspergilloma
(Figure 3). Peribronchial and interbronchial nodes were
disease free. The patient had an uncomplicated post-
operative recovery. The final histological finding con-
firmed the diagnosis of a TINOMO differentiated
adenocarcinoma. Chemotherapy or radiotherapy were
not considered necessary and it was decided to monitor
the progress of the patient with no other treatment.

Twelve months later, the patient is going well with
stable X- rays.

Discussion
Four distinctive patterns of Aspergillus related lung dis-
eases are recognized, as follows: saprophytic coloniza-
tion, pulmonary aspergilloma, hypersensitivity induced
aspergillosis and invasive pulmonary aspergillosis [1].
Pulmonary aspergilloma (PA), or intracavitary fungus
ball, is commonly found in cavities such as those seen
in cases of sequelar tuberculosis, bronchiectasis, lung
cyst and abscess, bullae, pulmonary infarcts, cystic fibro-
sis, histoplasmosis, sarcoidosis, HIV infection and cavi-
tated squamous cell lung cancer [2]. It is typically
caused by Aspergillus fumigatus, although other species
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Figure 1 Cavitary lesion of upper right lobe with “air crescent sign”.
A\

may be associated with its formation, usually in the
upper lung fields. The diagnosis of PA is usually estab-
lished radiologically by demonstrating the characteristic
appearance of the fungus ball and confirmed by Asper-
gillosis serology and/or by CT guided needle aspiration
biopsy, as in the case here present.

In one study, the prevalence of Aspergillus growth in
patients with cavitary or non-cavitary bronchogenic car-
cinoma was reported as being 14.2% [3], but only a few
cases of combined aspergilloma and lung cancer have
been reported in the literature [1] because development
of an aspergilloma in a cavity associated with a malig-
nant tumor is very unusual.

In the most of the cases, the diagnosis had not been
considered preoperatively. The meniscus or air crescent
sign is most often associated with benign diseases such
as aspergilloma, however, one should remember that
carcinoma can be combined [4], especially when patient
had an anti fungal agent and the image does not change
or continues to increase, when the fungus ball-like sha-
dow is fixed to a thick and irregular wall of the cavity
and its position is not altered with the patient’s move-
ments [5] and particularly in case of preexisting factor
of lung cancer. Frozen section examination of a Wedge
excision of aspergilloma performed by video assisted
thoracoscopic surgery or thoracotomy must be followed,
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Figure 2 Cavitated lesion on horseback on the segments of the
right upper lobe, with a central heterogeneous rounded density.

and when a cancer is combined, a carcinologic surgery
and médiastinal lymph node dissection is done.

We suggest that when aspergilloma is found in healthy
persons with no risk factors, lung cancer must be ruled out
by frozen section of a pulmonary excision of aspergilloma.
If combination is confirmed, a carcinologic surgery with
mediastinal lymph node dissection must be performed.

Consent
Written informed consent was obtained from the patient
for publication of this case report and accompanying

Figure 3 Histologic appearance from right upper lobectomy
demonstrates dichotomously branching hyphae, compatible
with Aspergillus associated with adenocarcinoma. (HES 10x)
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images. A copy of the written consent is available for
review by the Editor-in-Chief of this journal.

Author details

'Department of thoracic surgery, Hassan Il University Hospital of Fez,
Morocco. “Department of lung disease, Hassan Il University Hospital of Fez,
Morocco. *Laboratory of pathology, Hassan Il University Hospital of Fez,
Morocco.

Authors’ contributions

MS conceptualized the case study, gathered the data and wrote the
manuscript. M Serraj interpreted the data and revised the manuscript. YO
acquired the data. LC performed the histopathological evaluation and
interpretation of the data. KZ performed the histopathological evaluation
and interpretation of the data. AA gave final approval for publication. All
authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 26 October 2010 Accepted: 27 February 2011
Published: 27 February 2011

References

1. Saleh W, Ostry A, Henteleff H: Aspergilloma in combination with
adenocarcinoma of the lung. Can J Surg 2008, 51(1).

2. Bardana EJ: Pulmonary aspergillosis. In Aspergillosis. Edited by: Al-Doory Y,
Wagner GE. Springfield (IL): Charles C Thomas; 1985:43-78.

3. Malik A, Shahid M, Bhagava R: Prevalence of aspergillosis in bronchogenic
carcinoma. Indian J Pathol Microbiol 2003, 46:507-10.

4. Bandoh S, Fujita J, Fukunaga Y, Yokota K, Ueda Y, Okada H, Takahara J:
Cavitary lung cancer with an aspergilloma-like shadow. Lung Cancer
1999, 26(3):195-8.

5. Tomioka H, Iwasaki H, Okumura N, et al: Undiagnosed lung cancer
complicated by intracavitary aspergillosis. Nihon Kokyuki Gakkai Zasshi
1999, 37:78-82.

doi:10.1186/1477-7819-9-27

Cite this article as: Smahi et al: Aspergilloma in combination with
adenocarcinoma of the lung. World Journal of Surgical Oncology 2011
9:27.

Submit your next manuscript to BioMed Central
and take full advantage of:

e Convenient online submission

e Thorough peer review

¢ No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

¢ Research which is freely available for redistribution

Submit your manuscript at
www.biomedcentral.com/submit

( BioMed Central



http://www.ncbi.nlm.nih.gov/pubmed/18248719?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18248719?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15025326?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15025326?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10598930?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10087882?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10087882?dopt=Abstract

	Abstract
	Case
	Discussion
	Consent
	Author details
	Authors' contributions
	Competing interests
	References

