
Abstract 

The diverse clinicopathological spectrum of pulmonary
aspergillosis is a consequence of varying levels of invasiveness of
this ubiquitous fungus, which largely depends on the host immune
response and pre-existing lung disease. The clinical presentation

of pulmonary aspergillosis spans a wide spectrum from hypersen-
sitivity to life threatening angio-invasive and disseminated dis-
ease.

We report the case of a young immunocompetent male with no
underlying lung disease, who presented with an incidentally
detected ‘infective mass’ lesion in the lung associated with mini-
mal respiratory symptoms. The diagnostic challenges posed by the
unusual clinical, radiological and histological picture as well as
the therapeutic dilemmas faced are discussed in this report. 

Introduction

There has been an exponential increase in the burden of fungal
infections in the recent years owing to an increase in the ‘at-risk’
population [1,2]. This is secondary to the global increase in people
living with HIV-AIDS, advances in the medical care of patients
with malignancies, increase in the number of transplants,
increased use of immunosuppressants and steroids for various
conditions and indiscriminate use of antibiotics in critical care [2].
Apart from the well-recognized manifestations including
aspergilloma, chronic pulmonary aspergillosis (CPA), invasive
pulmonary aspergillosis and allergic bronchopulmonary
aspergillosis, advances in diagnostic modalities and increasing
knowledge of fungal infections has led to the identification of
unusual presentations of the same. This case report illustrates the
expanding spectrum of CPA and the importance of identifying and
appropriately managing unusual presentations of the same.

Case Report

A 34-year-old gentleman, who was a non-smoker with no co-
morbid illnesses, presented with right-sided chest pain for 1 month
and 3 episodes of streaky hemoptysis. He had no fever, breathless-
ness, anorexia or weight loss. However, he had been informed of
an abnormality in his chest radiogram during a pre-employment
health check 4 months earlier, for which he sought no medical
attention as he had no symptoms at that time.

On examination, he was afebrile with stable vital parameters.
Respiratory examination revealed a leftward shift of the trachea
and a visible bulge in the right infraclavicular, suprascapular and
upper interscapular regions. The above areas were dull to percuss
with diminished intensity of breath sounds. Blood investigations
were within the normal range. HIV serology was negative. Chest
radiogram showed a homogeneous opacity with rounded, smooth
margins in right upper and midzone (Figure 1). Chest CT scan
revealed right upper lobe soft tissue lesion measuring
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7.8x8.2x11.7 cm with few scattered areas of hypoattenuation. A
similar hilar component measuring 5.3x5.9x7.2 cm was also noted.
The lesion had a smooth interphase with adjacent lung parenchyma
with erosion of posterior aspect of the 4th rib (Figure 2).
Radiologically, a possibility of a solitary fibrous tumor of the pleu-
ra was considered. 

An ultrasound guided biopsy was done which to our surprise
showed necrosis with septate fungal hyphae with no evidence of
malignancy. To confirm the findings another biopsy was per-

formed which also showed similar findings and grew Aspergillus
species on culture. Serum galactomannan levels were 3.3. In view
of discordance between the clinical presentation, radiological pic-
ture and histopathological findings, the patient was scheduled for
surgical excision of the lesion. A bilobectomy was planned howev-
er, an informed consent was taken for right pneumonectomy also
based on the intra-operative findings. Intra-operatively, there was
a 10x8 cm hard, nodular mass involving the right upper and middle
lobes which was adherent to the pleura, posterior aspect of the 3rd
and 4th ribs and extended to the hilum, encasing the hilar vessels.
Malignancy could not be conclusively ruled out on frozen sections
from the lesion. A right pneumonectomy with partial resection of
3rd and 4th ribs and intrapericardial ligation of hilar vessels was
performed. Histopathological examination of the specimen and
surrounding pleura showed areas of necrosis with lymphoplasma-
cytic infiltrates with numerous multinucleate giant cells with sep-
tate hyphae. There was no evidence of vascular invasion or infil-
tration of the excised ribs (Figure 3). Post operatively, patient was
started on oral voriconazole in view of the raised serum galac-
tomannan. In view of extensive granulomatous inflammation on
histopathology, a nitroblue-tetrazolium test was done which
showed normal neutrophil oxidative function. Aspergillus specific
IgG was 37U/ml. Though there was no evidence of surrounding
tissue invasion, antifungal therapy was continued for 3 months as
we were unsure of the nature and course of the disease process. On
last follow up, 5 months after surgery patient is stable and asymp-
tomatic. 

Discussion

The key determinants of the spectrum of diseases caused by
Aspergillus species are host immune response, pre-existing lung
pathology and genetic predisposition [3]. The potentially life-
threatening variant, invasive aspergillosis is seen in immunocom-
promised hosts. Chronic pulmonary aspergillosis (CPA), whose
clinical presentation can vary from indolent symptoms to massive
hemoptysis is commonly seen in immunocompetent individuals.
The sub-types of CPA include aspergilloma, chronic cavitating and
fibrosing aspergillosis. While aspergilloma forms in a pre-existing
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Figure 1. Chest radiograph showing a homogenous well-defined
opacity in right upper and middle zone.

Figure 2. Chest CT images showing and right upper lobe soft tissue lesion with few areas of hypo attenuation. 
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cavity and can have no symptoms or progression over time, chron-
ic cavitating and fibrosing aspergillosis present with pulmonary
and systemic symptoms with pulmonary cavities and fibrosis
respectively, with microbiological and serological evidence of
Aspergillus infection [4. An unusual form of CPA is an Aspergillus
nodule (size range of 1-50mm) which presents with one or more
lung nodules with necrosis and granulomatous inflammation on
histopathology without tissue invasion. These nodules may be mis-
diagnosed as malignancy and are diagnosed as CPA only after a
biopsy or lung resection [3,4]. 

There are anecdotal case reports of Aspergillosis presenting as
a mass in immunocompetent as well as immunocompromised
hosts. Some of the presentations described are mediastinal mass
presenting as superior venacaval obstruction, fibrosing mediastini-
tis, post-operative mediastinitis and suture granulomas mimicking

recurrence of neoplastic growth [5-8].
Although a lot of complexity exists in the formation and func-

tion of aspergillosis related granulomas, the latter is postulated to be
a protective phenomenon helping wall off infection. [9] Our patient
presented with a lung mass with extensive granulomatous inflamma-
tion with no evidence of tissue or angioinvasion. Rib erosion was
probably a pressure effect as there were no fungal elements identifi-
able on histological exam. This was unlikely to be an aspergilloma
as fungal elements were seen in the granulomatous mass rather than
in a pre-existing cavity. Although serum galactomannan levels were
marginally elevated, invasive aspergillosis was also unlikely given
the timeline of presentation and the patient being asymptomatic with
no evidence of invasion on histopathology. 

Thus, based on the clinico-pathological findings, we postulated
that an exaggerated immune response to Aspergillus led to forma-
tion of the huge granulomatous mass lesion, which could be con-
sidered an unusual manifestation of CPA. Another speculation was
if an Aspergillus nodule which is reported to have similar patho-
logic findings can form a mass of this size.
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Figure 3. Gross and histopathology images showing pneumonec-
tomy specimen with upper lobe mass lesion (A), cut section of the
mass lesion (B), giant cell response on hematoxylin and eosin
stain (C) (original magnification 40x), and Gomori methenamine
silver stain showing branching fungal hyphae within the giant
cells (D) (original magnification 40x).
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