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Necrotizing Bronchial Aspergillosis

—A case report—
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Necrotizing bronchial aspergillosis usually occurs in the immumocompromised host. Aspergillus invades bronchial
epithelium and forms endobronchial mass or endobronchial stenosis. A 78-year-old male patient with diabetus
mellitus complaining of dyspnea and cough was admitted to our hospital. Plain chest X-ray and chest computed
tomogram showed a large endobronchial mass and total collapse of left upper lobe of the lung. Bronchoscopic
biopsy of the endobronchial mass revealed chronic inflammation. To confirm the endobronchial mass, we performed
sleeve lobectomy of left upper lobe of the lung. Histologically the mass was diagnosed as necrotizing bronchial
aspergillosis. We report a case of necrotizing bronchial aspergillosis in an elderly man who has diabetus mellitus

with review of the literature.
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%ig. 1. Preoperative plain chest X-ray shows total collapse of
'oft upper lobe of lung and mediastinal shftinting to ipsilateral
side.

¢’ig. 2. Chest CT shows endobronchial mass and obstruction of
iaft Lpper lobe bronchus resulting in total collapse of left upper
iobe of the lung.
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Necrotizing Bronchial Aspergillosis

Fig. 3. Bronchoscopic image shows a large obstructing endo-
bronchial mass at left upper lobe bronchial orifice.

Fig. 4. Postoperative plain chest X-ray shows nearly full expan-
sion of left lower lobe of the lung.
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Fig. 5. (A) Microscopic finding of extensive necrosis of bronchial mucosa and frequnt site of transmural bronchial necrosis that
extended into peribronchial tissue and hyphae invading bronchial cartifage, peribronchial tissue (H&E X40). (B) Microscopic finding of
extensive necrosis of bronchial mucosa and frequnt site of transmural bronchial necrosis that extended into peribronchial tissue and

hyphae invading bronchial cartilage, peribronchial tissue (H&E X200).
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